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Fibromatosis of the breast mimicking cancer: A case report
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A B S T R A C T

Breast fibromatosis, also referred to as desmoid tumor or aggressive fibromatosis, is a very

rare, locally aggressive disease that does not metastasize. Bilateral lesions are extremely

rare and are found in only 4% of patients with breast fibromatosis. Tumor recurrence fol-

lowing surgery occurs in 18%-29% of patients, most often within the first 2 years after surgery.

In this report, we discuss a case of breast fibromatosis, mimicking a breast carcinoma both

clinically and radiologically, that presented clinically with dimpling of the skin of the left

breast in a 31-year-old woman. The patient relapsed a few months after surgery, with a mul-

ticentric and bilateral disease.

© 2017 the Authors. Published by Elsevier Inc. under copyright license from the University

of Washington. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

Fibromatosis of the breast, also known as aggressive fibroma-
tosis, desmoid tumor, or low-grade fibrosarcoma, may occur
in women, typically between the ages of 25 and 45. Breast
fibromatosis is a nonmetastasizing benign, but locally inva-
sive, stromal tumor commonly observed in the abdominal
wall and in extra-abdominal sites. It rarely occurs in the
breast (<0.2% of all breast tumors) where it usually presents
as a unilateral solitary lesion, which shares the same clinical
and radiological features of breast carcinoma [1–3]. We report
a case of a 31-year-old woman with recurrent breast fibroma-
tosis with multicentric bilateral lesions, which has been initially
misinterpreted as a multicentric breast carcinoma.

Case report

A 31-year-old woman presented to the European Institute of
Oncology with skin dimpling of the left breast, which she had
noticed a few days earlier.

Clinical breast examination showed skin dimpling in the
inferior outer quadrant of the left breast; underneath the skin
dimpling, there was a palpable breast lump of 2 cm, which was
firm, painless, and easily movable under the skin.

The patient had no familiar history of breast cancer, a per-
sonal history of prior trauma of the right hand (2013), and
splenectomy secondary to a motor vehicle accident (2003). The
patient had never been pregnant.

Sonographic evaluation of both breasts demonstrated
fibroglandular breasts and revealed in the inferior outer
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quadrant of the left breast a 20-mm irregular, hypoechoic,
solid mass with spiculated margins vascularized on color
Doppler, with posterior acoustic shadowing; there was no in-
volvement of the pectoralis muscle (Fig. 1). The ultrasound
finding was suspicious for malignancy and was character-
ized, according to the Breast Imaging Reporting and Data
System (BI-RADS), as BI-RADS 4c. A biopsy was requested.
No other suspicious findings were present on ultrasound ex-
amination. In the left axilla, a 9-mm oval lymph node with a
central hyperechoic hylum and minimal thickening of the cortex
was observed, compatible with a reactive lymph node, and
worthy of cytologic examination.

The patient underwent a magnetic resonance imaging (MRI),
which showed a marked background enhancement of both
breasts; this finding limited diagnostic sensitivity.

On MRI, the lesion appeared as a coarse architectural dis-
tortion measuring 23 × 10 mm, isointense to the muscle and
to the surrounding gland on T1-weighted image, and hyper-
intense on T2-weighted image, with a moderate gradual
contrast enhancement, without chest wall and pectoralis
muscle involvement (Fig. 2). There were 2 other distortions of
similar appearance: one in the left outer quadrant near the
equator measuring 15 mm and the other in the right inferior
outer quadrant; the latter was difficult to measure (Fig 3).

A second-look ultrasound confirmed the presence of 2 ad-
ditional inhomogeneous hypoechoic areas in the left outer
quadrant near the equator (14 mm) and in the right inferior
outer quadrant (16 mm) corresponding to the MRI findings.

We performed an ultrasound-guided needle aspiration using
a 22-gauge needle, obtaining 4 samples:

- Sample 1: irregular nodule of 20 mm in the inferior outer
quadrant of the left breast

- Sample 2: lymph node in the left armpit

- Sample 3: inhomogeneous hypoechoic area of 16 mm to the
inferior outer quadrant of the right breast

- Sample 4: inhomogeneous hypoechoic area of 14 mm in the
left outer quadrant near the equator.

Samples 1 and 3 were classified as benign lesions: C2 ac-
cording to the 1997 European guidelines; samples 2 and 4 were

Fig. 1 – Ultrasound shows a 20-mm irregular, hypoechoic,
solid mass with spiculated margins vascularized on color
Doppler, with posterior acoustic shadowing in the inferior
outer quadrant of the left breast.

Fig. 2 – Magnetic resonance imaging shows a coarse
architectural distortion measuring 23 × 10 mm, isointense
to the muscle and to the surrounding gland on T1-
weighted image and hyperintense on T2-weighted image,
with a moderate gradual enhancement.

Fig. 3 – Magnetic resonance imaging shows the area of
distortion in the right inferior outer quadrant.
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insufficient for diagnosis: C1 according to the 1997 European
guidelines.

Due to radiological-pathologic discordance, we performed
ultrasound-guided core needle biopsy using a 14-gauge needle
of the 20-mm nodule located in the inferior outer quadrant of
the left breast.This nodule was more suspicious than the others
seen on MRI and was associated with skin dimpling. The his-
tologic examination yielded the possibility of a mesenchymal
lesion with an uncertain potential of malignancy.

The patient subsequently underwent wide local excision of
the lesion, with sentinel lymph node biopsy. The postopera-
tive course was uncomplicated.

The final histopathologic findings were suggestive of
cheloid fibromatosis, showing a proliferation of spindle cells,
associated with dense connective bundles; the spindle cells
were positive for smooth muscle actin and beta-catenin,
negative for cytokeratin, desmin, CD34, BCL-2, and CD99 on im-
munochemistry (Fig. 4). A 3-month follow-up ultrasound was
requested.

At the follow-up ultrasound (about 3 months post surgery),
the patient complained about the appearance of a palpable
mass in the inferior medial quadrant of the left breast,
which was hard, movable, and moderately painful on palpa-
tion. Sonographic evaluation showed an inhomogeneously
hypoechoic pseudonodular area of 23 mm, with ultrasound
features and morphology similar to the lesion that had been
surgically removed (Fig. 5). A similar lesion was also observed
in the surgical scar site. A postsurgical contrast-enhanced MRI
was requested.

On MRI, the area of distortion in the right inferior outer
quadrant was unchanged compared with the presurgical MRI
earlier. In proximity of the surgical scar site in the left inferi-
or outer quadrant, there were 2 areas of parenchymal distortion
with gradual enhancement and features similar to the lesion
that had been surgically removed (Fig. 6).

The second-look ultrasound showed bilateral hypoechoic
pseudonodular areas, with an irregular shape and ultrasound

features similar to the lesion that had been previously surgi-
cally removed, therefore probably of the same nature (BI-
RADS 3). A 6-month follow-up contrast-enhancement MRI was
requested.

Discussion

Fibromatosis is a rare clonal proliferation of fibroblasts and
myofibroblasts, which can occur at various locations in the body,
typically arising from the muscle, the fascia, and aponeuro-
sis. The breast is an unusual location for the development of
this tumor (it accounts for only about 0.2% of all breast tumors),
with relatively few cases reported in the literature [1]. Breast

Fig. 4 – Excision biopsy shows that the final
histopathologic findings were suggestive of cheloid
fibromatosis, showing a proliferation of spindle cells,
associated with dense connective bundles.

Fig. 5 – Inhomogeneously hypoechoic pseudonodular area
of 23 mm, with ultrasound features and morphology
similar to the lesion that had been surgically removed.

Fig. 6 – Area of parenchymal distortion with gradual
enhancement in proximity of the surgical scar site in the
left inferior outer quadrant.
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fibromatosis may arise from the pectoralis muscle or fascia or
the mammary tissue.

Although it does not metastasize, breast fibromatosis is fre-
quently locally aggressive and is prone to recur (up to 35%),
even after complete surgical excision with clear margins [4].

The patient’s age range is between 13 and 83 years, but
breast fibromatosis predominantly affects middle-aged women.
Few cases have also been reported in men [5]. All racial and
ethnic groups are affected and no specific predilection is seen.

The etiology of this disease is unknown, but associations
with Gardner syndrome, incidental and surgical trauma, fa-
milial multicentric fibromatosis, familial adenomatous
polyposis, and silicone and saline implants are reported. Some
cases have been associated with sex steroid hormones, mainly
estrogens (during childbearing age, the disease tends to be more
“cellular,” more mitotically active, with a larger amount of mild
cellular atypia), suggesting a hormonal correlation [2,6].

Breast fibromatosis appears as a solitary, hard, painless
nodule, which sometimes can be attached to the skin or to the
pectoral muscle fascia. The signs and symptoms of breast fi-
bromatosis may include breast lump, skin retraction or
dimpling, and retraction of the nipple. Skin retraction is caused
by fibrous tissue contraction vs desmoplastic reaction, which
is similar to tethering associated with malignancy [7].

The tumor size may range from a few millimeters to 10 cm
(the average size being 2.5 cm). Small-sized tumors may be as-
ymptomatic and show no signs and symptoms.

On mammography, breast fibromatosis often appears as an
irregularly shaped, noncalcified, high-density mass with spicu-
lated margins [8].

On ultrasound, breast fibromatosis frequently appears
as a poorly defined, hypoechoic mass with a thick echogenic
rim and a posterior attenuation. It is not associated with
adenopathies [9].

On MRI, breast fibromatosis is ill-defined, hypointense to
isointense on T1-weighted images, and heterogeneously hy-
perintense on T2-weighted images. The lesions usually show
slow enhancement after contrast administration. Magnetic
resonance is useful to show chest wall involvement, which is
important for surgical planning [10–12].

The clinical presentation and the radiological appearance
of breast fibromatosis are highly suspicious for breast carci-
noma.There are 2 cases reported in the literature: both patients
underwent radical mastectomy because of an erroneous clin-
ical diagnosis of breast carcinoma [3,13,14].

Cytologic examination by fine needle aspiration is usually
not diagnostic; differentials include scar or keloid, nodular fas-
ciitis, schwannoma, leiomyoma, solitary fibrous tumor, spindle
cell lipoma, myofibroblastoma, myoepithelioma, low-grade
fibromyxoid sarcoma, and low-grade fibrosarcoma. The pres-
ence of spindle cells admixed with epithelial cells should
raise the possibility of fibroadenoma, phyllodes tumor, or meta-
plastic spindle cell carcinoma [6,15].

Definitive diagnosis is made by diagnostic surgical biopsy.
Histologically, the lesion is composed of bundles of long sweep-
ing and intersecting spindle cells with collagen deposition.
Mitotic figures are rare [6].

Multicentric and bilateral disease and recurrence at sites
other than the primary have been reported [6,7,15,16], as in this
case.

Multicentricity (defined as the presence of 2 or more lesions
within different quadrants of the same breast) in fibromato-
sis has been reported in 10% of cases [16].

Bilateral lesions are extremely rare, found in only 4% of pa-
tients [15].

A wide local excision with clear margins remains the treat-
ment of choice. Recurrence is less likely if a wide excision is
performed and resection margins are disease-free. Positive ex-
cision margins and intralesional excisions are associated with
a greater rate of recurrence. Younger age and larger tumor size
are also associated with an increased risk of recurrence [17].
Local recurrences usually occur within 3 years since the initial
diagnosis. In this time frame, close follow-up is important
[6,18–20].

Although the first treatment of choice is surgical resec-
tion, there are several other options, including radiation therapy,
noncytotoxic systemic therapy, and cytotoxic systemic therapy,
in patients who are not surgical candidates. The use of radi-
ation has been proposed both as a means to prevent local
recurrence as well as to treat local disease.There is not enough
evidence in the literature to substantiate or discredit the use
of radiotherapy and systemic therapy to treat this disease.
Because fibromatosis is not cancer, it has a 100% survival rate
[18,21,22].

Conclusions

Fibromatosis is a rare, locally aggressive, benign breast
tumor that mimics breast cancer on physical examination,
mammography, and breast ultrasound. The tumor is best dif-
ferentiated histologically. It is usually a unilateral, solitary lesion,
but it can be multicentric and bilateral, and it may recur after
surgery. Complete surgical excision is currently the best treat-
ment option.
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