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ABSTRACT
Tubular adenomas of the breast belong to the category of fibroepithelial tumours of the breast, and it is composed of compact
bilayer tubules with a sparse intervening stroma. It is usually circumscribed (may be nodular) benign tumour of the breast.Tubular
adenomas are very rare benign tumours of the breast which mimic the clinical and radiological presentation of fibroadenomas.
It usually presents as, a well-circumscribed, palpable painless mass. Surgical excision of this tumour is the main stay treatment.
This report documents, a rare presentation of tubular adenoma in a 17-year-old girl who presented with a swelling in the right
breast with pain, nipple discharge and nipple inversion. Breast ultrasound revealed, a large well-circumscribed heteroechoic lesion
(8.5*3.8cm) within the right breast, giving breast within breast appearance and reported as Breast Imaging Reporting and Diagnostic
Scoring system BIRADS III. Patient was provisionally diagnosed as giant fibroadenoma and was planned for excisional biopsy.
Histopathological examination confirmed it to be tubular adenoma. The patient had an excellent postoperative recovery.
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CASE REPORT
A 17-year-old presented to the breast clinic of General Surgery
Department with the complaint of lump in the right breast in the
upper outer quadrant for the past 3 months.She noticed the lump
while she was bathing, 3 months back started as a small lump
which gradually increased in size to attain the present size. Patient
also had a history of pus discharge from the nipple associated
with the pain since 1 week, the discharge was whitish in colour
thick in consistency and she also had nipple inversion, which
started after the lump was noticed. She had no other associated
complaints. She did not undergo any treatment for the lump in
any other hospital and there was no history of similar complaints
in her family.

of the solid components following contrast.There was no evidence
of skin or pectoralis invasion.
Patient was provisionally diagnosed as giant fibroadenoma clinically
considering the consistency, age, plane and mobility and FNAC
reports of the swelling and was planned for excisional biopsy. Under
general anaesthesia, a circumareolar incision was made from 11-2
o’clock ,and the tumour was released from the breast tissue [Table/
Fig-4,5] and a well capsulated, circumscribed mass of size 8×6
cm was obtained, the tumour was milked out and the incision was
closed with sub cuticular sutures [Table/Fig-6].

On examination, patient had a well-defined, mobile, mass of size
8*6 cm in the right upper outer quadrant. It was tender to touch with
inverted nipple [Table/Fig-1]. Dilated veins were present over the
swelling. No axillary lymph nodes were palpable. Breast ultrasound
revealed, a large well-circumscribed heteroechoic lesion (8.5×3.8
cm) within the right breast giving breast within breast appearance
and reported as Breast Imaging Reporting and Diagnostic Scoring
system BIRADS III [1] [Table/Fig-2,3].

Histological examination reported as, tumour of size 8×8×4 cm,
which on microscopy showed varying sized lobules, separated
by fibrous stroma .Each lobule showed numerous uniform
sized tubules lined by inner columnar ductal epithelial cells with
vesicular nuclei and distinct nucleoli. No evidence of mitotic
activity were present and features were consistent with tubular
adenoma [Table/Fig-7,8]. S100 is a myoepithelial cell marker,
highlights the presence of myoepithelial cells around the ducts
[Table/Fig-9]. Given the size of the tumour >5 cm, this could be
technically classified as giant tubular adenoma as described by
Kalipatnapu S et al., [2].

Fine Needle Aspiration Cytology (FNAC) showed features, suggestive
of benign proliferative breast disease. Magnetic Resonance
Mammogram was done which showed a large mass in the right
breast measuring 6.5×8 cm, demonstrating intermediate signal solid
areas, non enhancing fat signal septations at the central area. The
margins appeared smooth.There was homogenous enhancement

The patient had an excellent postoperative recovery, the breast
reduced back to its normal size without any seroma collection in the
second postoperative day, and patient was discharged in a couple
of days, and was advised about wound care. Suture removal was
done after two weeks and there was no residual mass, follow-up
ultrasound showed no fluid or seroma collection.

[Table/Fig-1]: Enlarged breast with nipple inversion. [Table/Fig-2]: Ultrasound image showing heteroechogenic lesion in the right breast. [Table/Fig-3]: Ultrasound image
showing well circumscribed heteroechoic lesion in right breast. (Images from left to right)
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[Table/Fig-4]: Postoperative cut open specimen of size 8x8x4 cm. [Table/Fig-5]: Intraoperative specimen showing a well defined encapsulated mass. [Table/Fig-6]:
Postoperative picture showing skin closure with subcuticular sutures. (Images from left to right)

[Table/Fig-7]: A 4x magnification image showing Nodules of lesion enclosed in a thick fibrous capsule. [Table/Fig-8]: A 40x gland magnification image showing glands that
are lined by inner columnar to cuboidal epithelium with intact outer myoepithelial lining. [Table/Fig-9]: A 10x magnification image showing uniform glandular proliferation with
little intervening stroma.S100 IHC was used. (Images from left to right)

DISCUSSION
Tubular adenomas of the breast are very rare tumours. The incidence
of tubular breast adenomas ranges from 0.13% to 2.8% overall [3].
Women of reproductive age are the majority, who develop tubular
adenomas [4]. Although, a few rare breast lesions have a typical
imaging appearance, most of them have mammographic and
Ultrasonographic features similar to those of breast carcinomas,
hence the aid of needle biopsy is always necessary to arrive
at a diagnosis [5]. Only two to three tubular adenoma cases in
postmenopausal women have been described in the literature
which was found to be painless and not associated with any nipple
inversion or nipple discharge unlike this case [6-8]. However, one
case of a tender breast swelling with bloody nipple discharge has
been reported [9].
The clinical presentation is similar to that of other benign breast
tumours, such as fibroadenomas. Tubular adenomas typically
present as mobile, palpable masses with no skin or nipple
involvement [10]. Usually, tubular adenomas are seen in the upper
and outer quadrants.
Radiographically, tubular adenomas can look like non calcified
fibroadenomas on mammograms in young women and well
circumscribed hypoechoic masses on ultrasonography. In older age
group, tubular adenomas may be similar to malignant mass with
microcalcifications [11].
On histopathological examination, tubular adenoma of the breast is
defined as-benign breast lesion composed of a well-circumscribed
mass of compactly packed regular round tubules. It is sharply defined,
but it doesn’t have a true capsule. The round tubules comprise of
two cell layers, luminal epithelial cells and abluminal myoepithelial
cells. In contrast to fibroadenomas, which are richly stromal, there is
scant peri ductal stroma [12]. The differential diagnoses are lactating
adenoma, sclerosing adenosis and microglandular adenosis.
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Malignancy in association with tubular adenomas have been
described in only two cases. Saimura M et al., revealed Ductal
Carcinoma In Situ (DCIS) within tubular adenoma tissue and
Domoto H et al., defined co-localisation tubular adenoma with
invasive ductal carcinoma [13,8]. However, there was a clearly
defined histological boundary. However, the conclusion of the two
reports was that, malignant transformation of tubular adenoma
cannot be ruled out [8,13].
Initial assessment of any rapidly growing breast mass includes
history, clinical examination, imaging and core needle biopsy.
According to Sengupta S et al., tubular adenomas can be diagnosed
with certainty only after histopathological report [11]. There are
no defined guidelines in literature for the management of tubular
adenomas, owing to its benign nature, it is usually managed as in
fibroadenomas by surgical excision.
The follow-up of tubular adenomas are rarely reported ,as in literature
only one follow-up of a tubular adenoma case at 18 months followup has been reported [13]. Follow-up includes annual clinical breast
examination with mammography in patients >40 years of age.
Tubular adenomas have morphological and immunohistochemical
characteristics that are similar to fibroadenomas in some areas of
the tumour [14].

CONCLUSION(S)
Tubular adenomas are very rare tumors which present
clinically like many other benign tumors of the breast, they
mimic fibroadenomas clinically and radiologically. Preoperative
diagnosis is not easy as, in most cases the clinical findings and
imaging features resemble fibroadenomas. This report concludes
that a tubular adenoma can also present with nipple discharge
and nipple inversion which is unusual.
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