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Case Report |

Radiologic Findings of Microglandular Adenosis of
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Report of a Case
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Microglandular adenosis (MA) of the breast is a very rare and benign proliferative lesion, which may be con-
fused with breast carcinoma clinically and pathologically. Several studies have reported a strong relationship be-
tween MA and carcinoma arising in MA, so the mass should be excised completely rather than observation. A 49-
year-old women incidentally found suspicious malignant lesions in both breasts on screening mammography.
Breast ultrasonography revealed bilateral irregular shaped hypoechoic masses with spiculated margins. The re-
sults of core needle biopsy were MA in left breast and DCIS in right breast. Due to radiologic-pathologic discor-
dance for the lesion in left breast, we performed additional breast MRI and second look-ultrasound with repeated
biopsy. The result of a core needle biopsy was again MA, and eventually confirmed by excision. We report this

case of MA, which mimics breast carcinoma radiologically.
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Introduction

Microglandular adenosis (MA) of the breast is an ex-
tremely rare, benign lesion. Histologically, small round
glands lacking a myoepithelial layer infiltrates normal
stroma which makes it difficult to distinguish from well-
differentiated breast cancer. Breast carcinoma arising in
MA has been reported up to 27%, so although it is
known as a benign lesion without local spread or
metastasis, complete excision is recommended based
on a core needle biopsy (1-4). Herein, we report a case
of MA which mimics invasive carcinoma on radiologic
imaging. To our knowledge, this is the first case of MA
confused with carcinoma reported in the radiologic lit-
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erature.

Case Report

A 49-year-old female incidentally found abnormal bi-
lateral breast masses on screening mammography. The
masses were non-palpable, and no nipple discharge,
dimpling or skin changes were noted. A 3.2 X 3.5 cm
spiculated irregular hyperdense mass with architectural
distortion in the upper central portion of right breast
was seen on mammography. A 1.3 X 1.5 cm spiculated
irregular hyperdense mass was seen in left breast on
mammography. On breast ultrasound, a spiculated ir-
regular hypoehoic lesion was seen at 12 o’clock in right
breast and another spiculated irregular lesion was seen
at 12 o’clock in left breast (Fig. 1A and 1B). We per-
formed core needle biopsies to rule out breast cancer.
The result was ductal carcinoma in situ (DCIS) in right
breast and microglandular adenosis (MA) in left breast.



However, we considered the mass in left breast as high-
ly suggestive of malignancy, therefore, we performed
breast magnetic resonance imaging (MRI) and second-
look ultrasound. MRI showed a spiculated irregular
mass with homogeneous enhancement and using com-
puter-aided detection (CAD), color mapping of red
within the mass suggested a delayed washout pattern at
right breast which correlated with DCIS on core needle
biopsy (Fig. 2A). Another spiculated irregular shaped
mass at 12 o’clock in left breast showed homogeneous
enhancement with a delayed washout pattern using
CAD (Fig. 2B). Core needle biopsy under sonographic
guidance was repeated in the left breast to establish a
definitive histological diagnosis because of radiologic-
pathologic discordance. Pathological examination was
again consistent with MA. Breast conserving surgery
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was performed in right breast and surgical excision was
performed in left breast. Invasive ductal carcinoma in
the background of adenosis was diagnosed in right
breast. The excised mass of left breast was done.
Microscopic findings revealed many small glands infil-
trating the fibrous stroma and the glands were regular,
small, and lined by a single epithelial cell layer, and neg-
ative for estrogen receptor (Fig. 3). Final pathologic di-
agnosis was only microglandular adenosis.

Discussion

Microglandular adenosis is a very rare benign prolifer-
ative glandular lesion that may be confused with carci-
noma clinically and pathologically. On macroscopic ex-
amination, it is mostly ill-defined infiltrative mass mea-

Fig. 1. (a) Breast sonography shows a spiculated irregular hypoechoic mass at 12 o’clock in right breast.
(b) In left breast, there is a hypoechoic mass with well irregular shape and spiculated margin.

Fig. 2. (a) Dynamic, sagittal, T1-weight-
ed image with contrast enhancement
shows a 4.4 cm irregular shaped spicu-
lated mass at 12 o’clock in right breast.
(b) In left breast, there is 1.5 cm irregular
spiculated mass at 12 o’clock in left
breast.
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Fig. 3. Microscopic findings of microglandular adenosis. Infiltrating
round glands lacking a myoepithelial layer are seen with luminal
eosinophilic secretions. The glands are regular and small, and are
lined by single epithelial layer (Hematoxylin and eosin, original
magnification x 40).

suring 3 or 4 cm, and occasionally multifocality and
largest lesion measured as 20 cm has been reported.
The age of patients range from 28 to 82 years, with ma-
jority being 45-55 years and clinically it may present as
a palpable mass or may be an incidental finding (5) .
Histopathologically, it is characterized by a poorly cir-
cumscribed proliferation of small glandular structures
with non-lobulocentric infiltration in fibrous or fatty
mammary stroma and lined by a simple type of epithe-
lial cells. It is unique that it lacks mypoepithelial cells, a
hallmark of benignity in proliferative lesions, and may
be confused with carcinoma on the basis of its aggres-
sive histological feature (6-9). However, the absence of
stromal desmoplasia and the presence of thickened
basement membrane help distinguish MA from carcino-
ma (7). Moreover, its characteristic infiltrative growth
pattern, aggressive local spread or metastasis has not
been observed, so is classified as a benign proliferative
lesion (10). Although in its uncomplicated form MA has
been considered benign, several reports have described
as a spectrum of glandular proliferations ranging from
uncomplicated MA to atypical MA and carcinoma aris-
ing in MA (4, 5, 8, 11, 12). A recent study reported a
high percentage (64 %) of carcinoma arising in MA (12).
In this study, the radiology of MA correlated well with
pathological feature. The irregular morphology with
spiculated margin at breast mammography, ultrasound
and MRI paralleled well with infiltrative appearance at

pathological examination. It is well-known that breast
carcinomas usually show contrast enhancement on
breast MRI; however, enhancement has also been re-
ported in approximately 30% of proliferative dysplasia
or adenosis. In contrast to carcinomas, proliferative dys-
plasia exhibit intermediate diffuse or focal enhance-
ment with delayed signal increase. This pattern of en-
hancement, however, does not always allow exclusion
of malignancy because 10% of invasive neoplasm may
exhibit this pattern. Moreover, rarely washout or rim
enhancement is noticed in proliferative dysplasia (13).
In this study, MA revealed homogeneous enhancement
with a delayed washout pattern using CAD mimicking a
breast malignant lesion. For these reasons, definitive
histological diagnosis is always required.

Previous study reported mammographic findings of
MA with increased density or calcifications, ill-defined
hypoechoic on breast ultrasound stimulating breast can-
cer leading to a core needle biopsy (4). Another study
reported radiological features of MA of the breast in a
BRCA1 mutation carrier which mimic breast carcino-
ma, and suggested detection of certain rare benign pro-
liferative breast disease such as MA should be consid-
ered in mutation carriers (15).

Although MA is a benign lesion, if it is not excised
completely, it may recur and so the current manage-
ment for MA is complete excision, and excised speci-
men should be sampled thoroughly to rule out the pos-
sibility of an associated carcinoma (14). Moreover, mis-
diagnosis of MA for other benign lesions may result in
under-treatment, whereas misdiagnosing MA as inva-
sive carcinoma results in over-treatment. Therefore, dis-
tinguishing MA from other benign or malignant lesions
for appropriate management, radiological characteriza-
tion and correct diagnosis with repeated core biopsy is
very important in clinical practice.

In conclusion, MA of the breast is a very rare benign
disease that mimics breast cancer clinically, radiologi-
cally and pathologically. A MA should be correctly di-
agnosed with radiological characterization and com-
pletely excised based on a core needle biopsy result be-
cause of its strong relationship with breast cancer.
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