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Abstract
Fibroadenoma of the breast is a common, benign condition. It is common among women of child-bearing age. A conservative ap-
proach for these benign tumors is the standard of care since the prevalence of breast cancer arising from a fibroadenoma is very low 
(0.02%). Fibroadenomas can be followed over time, rather than excised. Carcinoma-in-situ and invasive carcinoma have both been 
reported to arise from a fibroadenoma and various studies have reported the risk of malignancy increases 1.5- to 3-fold following 
the diagnosis of fibroadenoma. We present two patients with a long history of a fibroadenoma who were found to have breast cancer 
metastatic to lymph nodes. In both cases, the primary tumor arose from the fibroadenoma.
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Introduction

 Fibroadenoma (FA) of the breast is a common benign 
tumor, previously accounting for approximately 50% of breast 
biopsies in the United States [1]. It is the second most common 
breast pathology following fibrocystic changes [2]. Histologically, 
FA consists of abundant hypocellular stroma surrounding sparse 
epithelial/myoepithelial lined spaces [3]. Current practice guide-
lines advise that a small FA which is neither increasing in size 
nor symptomatic may be managed with careful observation and 
follow up [4]. The overall risk of developing malignancy from a 
FA is low, varying from 1.5 to 2.6-fold compared to controls in 
several studies [5]. The incidence of carcinoma within a fibroade-
noma is reported to be between .1% and .3% in a screened popu-
lation [6]. In the present report, we discuss two patients, each with 
a history of FA, who were found to have Stage III breast cancer 
arising from a pre-existing FA.

Case Report

 Patient 1

  A 59-year-old white woman with a 17-year history of 
FA was referred to our breast clinic after an annual mammogram 
revealed a left 1.8 x 1.6 cm lobular mass at 12:00, which had 
been stable for the last 3 years, and new prominent left axil-
lary lymph nodes. She had no prior history of cancer and no 

family history of breast or ovarian cancer. She was GₒPₒ and 
post-menopausal. Her physical exam was positive for an en-
larged left axillary lymph node, but no dominant palpable breast 
masses. Ultrasound guided biopsy of the lymph node identified 
invasive lobular carcinoma (ER+/PgR+/HER2-) and a biopsy of 
the 12:00 mass confirmed a benign FA. A breast MRI confirmed 
the findings but was not able to detect a primary breast cancer. 
She underwent left partial mastectomy (excision of the FA) with 
Level I and II axillary dissection. The final pathology report con-
firmed moderately-differentiated, grade II invasive lobular car-
cinoma, measuring 1mm in greatest dimension, identified in a 
background of FA
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Figure 1:  Patient 1, Lobular Carcinoma arising in Fibroadenoma. A) Fibroad-
enoma demonstrated by fibrous overgrowth of stroma compressing glandular 
elements. Focus of invasive lobular carcinoma is seen in lower left (Hematox-
ylin-eosin, original magnification 20X). B) Malignant cells are shown with dis-
tinct cellular borders and small, round nuclei. They are invading the stromal 
tissue in a single-file fashion (original magnification 100x).

 (Fig. 1A, B). Left axillary lymph node dissection re-
vealed metastatic lobular carcinoma in 11 out of 13 nodes with 
the largest focus measuring 1.2cm. She is currently being treated 
with adjuvant chemotherapy, four cycles of dose-dense Adria-
mycin/Cyclophosphamide, followed by 12 cycles of weekly pa-
clitaxel, adjuvant radiation and 5 years of Arimidex.

Patient 2

 A 60-year-old G3P3, postmenopausal, female presented 
to our clinic with a 12-year history of benign palpable breast 
masses. Within the past year, a mass in the left breast at 12 o’clock 
had increased in size and was associated with skin dimpling. She 
had a paternal aunt who had a history of postmenopausal breast 
cancer, currently alive and well after treatment. Mammography 
and ultrasound from an outside institution revealed a left breast 
mass measuring 1.4 cm at 12:00. On physical exam, the mass 
measured 5 x 5.5 cm with overlying skin dimpling at 12:00, but 
she had no palpable axillary, supraclavicular or cervical lymph-
adenopathy. She underwent total mastectomy with excision of 
6 sentinel lymph nodes. Final pathology report revealed a 3-cm 
moderately differentiated, grade II invasive ductal carcinoma 
(ER+/PgR+/HER2-) in the left breast arising in a FA (Fig. 2A, B). 
Ductal carcinoma in-situ was identified in approximately 10% of 
the tumor and was located mainly in the FA (Fig. 2C). Two more 
FA’s were identified at the subareolar and 5:00 measuring 1.3cm 
and .5cm in largest dimension, respectively. Metastatic carci-
noma was identified in 6/6 lymph nodes sampled. The largest 
metastatic deposit in the lymph nodes was 0.6 cm, with extran-
odal extension identified.She recovered from surgery and was 
counselled to undergo completion axillary dissection, adjuvant 
chemotherapy and radiation, but she refused further treatment.

Figure 2:  Patient 2, Invasive Ductal Carcinoma arising within a Fibroadenoma. 
A) Fibroadenoma is demonstrated by well-circumscribed fibrous overgrowth of 
stroma on the left, which is compressing the glandular elements; the invasive 
ductal carcinoma is shown to the right of the fibroadenoma (original magnifi-
cation 200X). B) Focus of invasive ductal carcinoma is seen in the center of 
fibroadenoma (hematoxylin-eosin, original magnification 40X). C) Ductal Car-
cinoma in Situ (DCIS) arising within fibroadenoma. Expanded ductal lumen due 
to proliferation of neoplastic cells in the background of intracanalicular fibroade-
noma (compressed ductal lumens due to stromal proliferation) (hematoxylin-eo-

sin, original magnification 100X).

Discussion

 Although FA can occur at any age, the peak age of 
women at diagnosis is in their second decade[6,7]. Since breast 
cancer is rare at this age, it has been thought that the two are un-
related. However, a study by Dupont et al [8] found that the risk of 
breast cancer was 2.17 times higher among patients with FA, and 
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that risk increased to 3.10 if the FA was classified as complex. 
The average age for carcinoma arising from FA has been report-
ed to be 42.4-44 years old[9,10]. The most common histologic type 
of carcinoma within a FA is lobular carcinoma-in-situ (44.7%), 
followed by ductal carcinoma-in-situ (40%), invasive ductal 
carcinoma (6.7%), both ductal and lobular carcinoma-in-situ 
(5.7%) and invasive lobular carcinoma (2.9%) [11]. The treatment 
of these tumors depends on the histopathologic staging, as well 
as the molecular profile of the tumor (ER, PR, HER2 status). 
While many cases of invasive lobular and ductal carcinoma have 
been reported as arising from a FA, there have been very few 
reported cases of metastatic disease. A comprehensive review 
of the literature using Ovid search terms “fibroadenoma”, “car-
cinoma”, “breast neoplasms”, “secondary, primary neoplasms”, 
“multiple primary neoplasms”, “recurrence local neoplasm”, 
and “metastasis” revealed three reports of metastatic ductal ade-
nocarcinoma arising from a fibroadenoma[12-14]. However, to our 
knowledge, we are the first to report extensive nodal N2 meta-
static disease (>3 lymph nodes), and also metastasis from lobular 
carcinoma. Although rare, we recommend sentinel lymph node 
biopsy for breast carcinomas arising from a fibroadenoma, with 
standard treatment of the axilla based on the sentinel lymph node 
biopsy results. Prior to their diagnosis of breast cancer, both pa-
tients presented here were followed conservatively, according to 
the guidelines for FA. When invasive cancer was first diagnosed, 
both patients had N2 metastatic lymph node disease. The inci-
dence of invasive cancer arising in a fibroadenoma is rare, and 
although the risk of metastatic lymph node involvement is very 
infrequent, axillary lymph node staging is important for clinical 
decision-making.
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