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Abstract

Background

Risk assessment of a benign breast disease/lesion (BBD) for invasive breast cancer (IBC)

is typically done through a longitudinal study. For an infrequently-reported BBD, the short-

age of occurrence data alone is a limiting factor to conducting such a study. Here we pres-

ent an approach based on co-occurrence analysis, to help address this issue. We focus on

fibroadenomatoid change (FAC), an under-studied BBD, as our preliminary analysis has

suggested its previously unknown significant co-occurrence with IBC.

Methods

A cohort of 1667 female patients enrolled in the Clinical Breast Care Project was identified.

A single experienced breast pathologist reviewed all pathology slides for each case and

recorded all observed lesions, including FAC. Fibroadenoma (FA) was studied for compari-

son since FAC had been speculated to be an immature FA. FA and Fibrocystic Changes

(FCC) were used for method validation since they have been comprehensively studied. Six

common IBC and BBD risk/protective factors were also studied. Co-occurrence analyses

were performed using logistic regression models.

Results

Common risk/protective factors were associated with FA, FCC, and IBC in ways consistent

with the literature in general, and they were associated with FAC, FA, and FCC in distinct

patterns. Age was associated with FAC in a bell-shape curve so that middle-aged women

were more likely to have FAC. We report for the first time that FAC is positively associated
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with IBC with odds ratio (OR) depending on BMI (OR = 6.78, 95%CI = 3.43-13.42 at

BMI<25 kg/m2; OR = 2.13, 95%CI = 1.20-3.80 at BMI>25 kg/m2). This association is only

significant with HER2-negative IBC subtypes.

Conclusions

We conclude that FAC is a candidate risk factor for HER2-negative IBCs, and it is a distinct

disease from FA. Co-occurrence analysis can be used for initial assessment of the risk for

IBC from a BBD, which is vital to the study of infrequently-reported BBDs.

Introduction
Establishment of a benign breast disease/lesion (BBD) as a risk factor for invasive breast cancer
(IBC) typically requires a longitudinal case-control study [1, 2]. For an infrequently-reported
BBD, it is very difficult to conduct a longitudinal study due to the shortage of reported cases.
Here we explore the possibility of using a co-occurrence analysis to estimate the risk of a BBD
for IBC, until longitudinal studies can be conducted. This method could provide vital informa-
tion for estimating the risk for IBC from less-frequently-reported, and as a consequence under-
studied, BBDs.

In this study we focus on one infrequently reported BBD, fibroadenomatoid change (FAC).
FAC is characterized by a microscopic nodule resembling a fibroadenoma, but often without
the typical circumscription and proliferative stroma associated with fibroadenoma. FAC is
additionally characterized by elongated, compressed glands embedded in a fibrotic stroma.
Although FAC has been recognized since the early 1980s [3], literature about this lesion is
sparse. In the literature FAC is often defined as prominent hyperplasia of the lobules with scle-
rosis of the interlobular stroma presenting as a diffuse or poorly-circumscribed tumor, bearing
the composite features of fibroadenoma (FA) and fibrocystic changes (FCC) [4–7]. FAC is also
known as fibroadenomatous hyperplasia, sclerosing lobular hyperplasia, fibroadenomatosis, or
fibroadenomatoid mastopathy [4, 5, 7], and FAC is observed across different race groups [3, 5,
7]. The mean age of FAC diagnosis is 32–33 years, which is similar to that of patients with FCC
(35 years) but notably older than that of patients diagnosed with FA (26 years) [5, 7]. In the lit-
erature, there is no information on FAC’s association with IBC or with any common risk/pro-
tective factors for IBC or BBDs. The natural history of FAC remains unclear. FAC has been
speculated to represent a morphological stage in the development or degeneration of FA, or to
represent the intermediate stage of a growth disorder between FCC and FA related to the influ-
ence of estrogen and progesterone [4–6].

Study of FAC has been hindered by the low number of reported cases. Up to date, no longi-
tudinal study has been reported to assess the risk for IBC from this lesion, nor has there been a
published co-occurrence study of this lesion with IBC. There are, however, a small number of
studies including our own work on the co-occurrence of other BBDs including FCC and FA,
with in situ or invasive breast cancers [8–12]. However, these publications have generally only
reported the frequencies or co-occurrence rates of these BBDs, and have not included an odds
ratio (OR) estimation. The study of FAC has also been hindered by factors negatively affecting
the study of BBDs in general, for example the lack of a consistent and clear-cut clinical and his-
topathological definition [13]. Also, pathologists may differ in their interpretation of how to
apply such definitions, causing pathologist-to-pathologist variation in disease diagnosis [14].
In addition, clinical pathologists often record only the most advanced lesion for diagnosis. Less
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severe lesions may be omitted from the surgical pathology report; however, from a research
perspective, inclusion of this information might be helpful.

Analyzing data from the Clinical Breast Care Project (CBCP) [15–17], we determine that it
is possible to study FAC using the CBCP cohort. For CBCP subjects enrolled from the Walter
Reed National Military Medical Center (CBCP-WR), a single, experienced breast pathologist
reviews all the pathology slides from biopsies and surgically removed tissues, and records
detailed pathologic information onto a master list of 131 pathologic conditions as part of the
CBCP Pathology Checklist. FAC is recorded, as well as 78 other BBDs. Thus, the data from the
CBCP-WR patients overcome several of the shortcomings described earlier for the study of
FAC; these data provide a good opportunity for a co-occurrence study of FAC with IBC.

We seek to determine whether co-occurrence analysis can be used for initial analysis of a
BBD as risk factor for IBC. While focusing on FAC, we also study FA and FCC using the same
methods and compare the findings with the literature for validation of the method. FA and
FCC are selected because they have been comprehensively studied with established risk associa-
tions with IBC [13, 18–28]. We first assess common risk/protective factors for their associa-
tions with the BBDs, then study these BBDs adjusted for common risk/protective factors for
their associations with IBCs and IBC subtypes. Logistic regression models are developed, and
several potentially important observations are made.

Methods

Ethics Statement
This study was conducted in accordance with a minimal risk protocol entitled “Tissue and
Blood Library Establishment for Molecular, Biochemical and Histologic Study of Breast Dis-
ease”, approved by the IRB of the Walter Reed National Military Medical Center (IRBNet
#20704) for the Clinical Breast Care Project (CBCP). Written informed consent was given by
participants for use of their medical records and additional data collected through the CBCP
questionnaires and data forms. The consent also allowed biospecimen procurement and subse-
quent use for genomic and proteomic experiments. Research using these molecular and clini-
copathologic data was covered by the protocol, including this specific study reported here as
part of the CBCP.

Subjects
This study drew from a pool of patients enrolled in the CBCP from the Walter Reed National
Military Medical Center. Patients seen at the CBCP-WR clinic were military beneficiaries
referred by a primary care doctor. Conditions resulting in such a referral included, an abnormal
mammogram reading, a high risk family history, or other breast-related indications. A Core
Questionnaire was completed for every enrolled subject by a nurse case manager, covering
demographics, medical history, and risk factor information, etc. For patients undergoing a
biopsy/surgery, a Pathology Checklist was completed by the CBCP pathologist to record any of
131 breast pathology lesions observed, including FAC and 78 other BBDs. A diagnosis category
was assigned to each patient based on the most severe diagnosis present (i.e., Benign, Atypical,
In Situ, Invasive, Other Malignant). CBCP patients enrolled between December 2000 and Feb-
ruary 2011, who underwent a biopsy, were identified for this study, and the cohort selection
was done as illustrated in Fig 1.
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Immunohistochemistry
Immunohistochemical assays for Estrogen Receptor (ER), Progesterone Receptor (PR),
Human Epidermal Growth Factor Receptor 2 (HER2), and Ki67 were performed on IBC
tumors by a centralized CLIA-certified laboratory following standardized protocols. The results
were used for IBC subtyping [29]. A tumor was considered ER or PR positive if the correspond-
ing nuclear staining was>5% by institutional standards at the time. The HER2 result was con-
sidered negative if IHC = 0 or 1+, positive if IHC = 3+; for IHC = 2+, Florescence In-Situ
Hybridization (FISH) was used to determine the final HER2 status. Ki67 was positive if nuclear
staining was�15%. For IBC subtypes, Luminal A (LA) = ER+/HER2-/Ki67-; Luminal B-HER2
negative (LB-HER2-) = ER+/HER2-/Ki67+; Luminal B-HER2 positive (LB-HER2+) = ER
+/HER2+; HER2 Positive (HER2+) = ER-/PR-/HER2+; Triple Negative (TN) = ER-/PR-/
HER2-.

Variables of interest
We studied three BBDs, FAC, FA, and FCC, from the 131 breast pathology conditions. The
CBCP pathologist considered FCC as composed of any one or combination of 4 components:
stromal fibrosis, cysts, apocrine metaplasia, and sclerosing adenosis. This definition of FCC
was therefore used in the CBCP program. We understood that the definition of FCC was not
static and had evolved over time [30–32].

Six common risk/protective factors for IBCs and BBDs were selected from the literature;
they were: 1) Current use of oral contraceptive (OC) with a binary value of Yes/No; 2) Number
of live births binned into three levels of 0, 1–2, and�3; 3) Body mass index (BMI), binary
binned into<25 kg/m2 or�25 kg/m2; 4) Hormonal replacement therapy (HRT), with values
of Never, Estrogen only, Combo, and Other/Unknown; 5) Age, binned into<41, 41–60, and
>60 years old; 6) Race, binned into African American (AA), Caucasian American (CA), Asian,
and Other.

Fig 1. Determination of the cohort for this study. Abbreviations: CBCP, Clinical Breast Care Project; WR,
Walter Reed National Military Medical Center; Malignant NOS, Malignant not otherwise specified.

doi:10.1371/journal.pone.0129500.g001
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Statistical modeling
All statistical tests were two-sided; p<0.05 was considered statistically significant. All analyses
were carried out using SAS version 9.3. For logistic regression analysis, ORs and 95% confi-
dence intervals (CIs) were calculated. The lowest level of each variable was used for reference
as needed.

Multivariable logistic regression models were developed to study the association between
the outcome and the variables (predictors), which was preceded by a univariate analysis for
variable selection where only the variables satisfying p<0.25 qualified for modeling. A prelimi-
nary model was first built, using a stepwise selection procedure. Next, all possible two-way
interactions between variables in the preliminary model were examined, using backward selec-
tion (p< 0.05 for inclusion).

Three BBD models were developed to study the association of the common risk/protective
factors with FAC, FA, and FCC, respectively. For each model the BBD outcome was “Yes” or
“No”, and the common risk/protective factors were used as predictors. To study the association
of the three BBDs with IBCs, one IBC model was developed where the outcome was IBC Case
(patient diagnosis category: Invasive) or Control (patient diagnosis category: Benign). The
three BBDs, as well as the 6 common risk/protective factors, were used as the predictors. To
study the association of the three BBDs with IBC subtypes, two IBC subtype models were
developed, using the subtypes in reference to Control or the LA subtype as the outcome respec-
tively. The 3 BBDs and the 6 risk/protective factors were used as the predictors.

Results
From a total of 3503 CBCP subjects with a pathology checklist, 1667 were eligible for this study
(Fig 1). There were 619 cases with an IBC, and 1048 controls with benign disease. Representa-
tive pathologic images of FAC, FA, and FCC are shown in Fig 2.

The study cohort properties are shown in Tables 1 and 2. Table 1 characterizes the three
BBD cases/controls in relation to the 6 common risk/protective factors, where a BBD case is a
patient positive for the BBD, and a BBD control is a patient negative for that BBD. It was
observed that for both FA and FCC all 6 risk/protective factors distributed significantly differ-
ently between BBD cases and controls; yet for FAC, only age, current OC use, and the number
of live births showed significance. Table 2 characterizes the IBC Cases and Controls (Benign)
in relation to the 3 BBDs and the 6 factors, showing how these three BBDs co-occurr with
IBCs. Here all these variables distributed significantly differently between IBC Cases and Con-
trols. The three BBDs also co-occurred with each other and such co-occurrences are detailed in
S1 Table.

The results from the BBD model for FAC are shown in Table 3. Of all the 6 factors analyzed,
only age was significantly and positively associated with FAC (p = 0.015). Number of live births
(p = 0.095), race (p = 0.096) and current OC use (p = 0.077) trended towards association with
FAC. No significant interaction was identified. Compared to younger women, middle-aged
women were more likely to have FAC (OR = 2.029, 95% CI = 1.232–3.344).

The results from the FA model are shown in Table 4. Number of live births (p<0.0001) and
age (p<0.0001) were significantly associated with FA. The interaction between age and number
of live births was also significant (p = 0.006). Specifically, significant associations were detected
for younger women (<41 years) but not for other age groups, and the number of live births
was negatively associated with FA. There was a trend that HRT use, combination or estrogen-
only, was negatively associated with FA (p = 0.102).

Table 5 shows modeling results for FCC. Age (p<0.0001), race (p<0.0001), current OC use
(p<0.0001), and BMI (p<0.0001) were significantly associated with FCC. Compared to
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younger women, older and middle-aged women were at higher risk of developing FCC, and
older women trended towards a lower risk of developing FCC when compared to middle-aged
women. Regarding race, AA women were at a lower risk, compared to CA women. The associa-
tion of current OC use with FCC depended on BMI as demonstrated by the significant interac-
tion between the two variables (p = 0.043). In women with a BMI<25 kg/m2, current OC use
negatively associated with FCC. On the other hand, in women not currently using OC, those
with a BMI�25 kg/m2 had a lower risk for FCC.

Next, we developed an IBC model to study IBC association with concurrent BBDs. Of the 6
common risk/protective factors included in the model, only age and race were independently
associated with IBC. The associations of BMI and HRT with IBCs were reflected as interactions
with FAC or FA respectively (S2 Table). Table 6 shows the main results. Controlled for other
factors, concurrent FAC positively associated with IBC (p<0.0001), so did its interaction with
BMI (p = 0.011). Specifically, for women with a BMI�25 kg/m2, FAC was positively associated
with IBC (OR = 2.132, 95%CI = 1.197–3.796), yet for women with a BMI<25 kg/m2, this asso-
ciation was considerably stronger (OR = 6.784, 95%CI = 3.430–13.421). The model also
showed that concurrent FA negatively associated with IBC (p<0.0001), and such association
depended on whether the patient received HRT or not (p = 0.039). For women who had never
received HRT, FA negatively associated with IBC and this association was more profound in
patients not having concurrent FCC (OR = 0.334, 95%CI = 0.184–0.605 for FCC = Yes;

Fig 2. Histological images of FAC, FA, and FCC.Original magnification: 200x. (A) FAC. Multiple miniature fibroadenoma-like nodules are intimately
associated with an invasive lobular carcinoma. Unlike an FA, the lesion is microscopic and not well-defined. (B) A portion of a typical FA. The lesion is well-
circumscribed, has a fibrous capsule, and displays proliferation of both glandular and stromal elements. The elongated, branching epithelial glands are
characteristic of FA. (C) FCC. This section of breast tissue exhibits many elements of FCC including stromal fibrosis, microcysts, apocrine metaplasia,
sclerosing adenosis, and usual intraductal hyperplasia. The patient had ductal carcinoma in situ on other tissue sections.

doi:10.1371/journal.pone.0129500.g002
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OR = 0.104, 95%CI = 0.046–0.237 for FCC = No). For HRT receivers, only for those receiving
estrogen HRT who did not have concurrent FCC, was FA negatively associated with IBC
(OR = 0.120, 95%CI = 0.025–0.571). Finally, concurrent FCC alone were not associated with
IBC (p = 0.184). However, the interaction FA�FCC was associated with IBC (p = 0.014). Specif-
ically, only for women with FA were concurrent FCC positively associated with IBC
(OR = 3.831, 95%CI = 1.566–9.374).

The observation that concurrent FAC was positively associated with IBC led us to develop a
model to study its association with IBC subtypes in reference to Control (Benign). In this
model, age (p = 0.0005), race (p = 0.023), and BMI (p = 0.049) were significantly associated
with IBC subtypes (see S3 Table). FAC positively associated with the LA (OR = 7.220, 95%
CI = 4.053–12.862), LB-HER2- (OR = 3.757, 95%CI = 1.713–8.240), and TN (OR = 5.219, 95%
CI = 2.676–10.178) subtypes, but not with the LB-HER2+ nor HER2+ subtypes (Table 7). On
the contrary, FA negatively associated with all the subtypes. FCC did not associate with any
subtypes. Again, no other significant association or interaction was detected.

We further investigated whether FAC preferentially associated with any of the three sub-
types lacking expression of HER2. Thus a similar IBC subtype model was developed, in refer-
ence to LA this time. Again age (p<0.001), race (p = 0.023), and BMI (p = 0.004) were
significantly associated with IBC subtypes (see S4 Table). Here again, only FAC (p = 0.033),

Table 1. Characteristics of BBD cases/controls and risk/protective factors.

FA FAC FCC

NegativeNum.
(%)

PositiveNum.
(%)

P-
value

Negative
Num. (%)

Positive
Num. (%)

P-
value

Negative
Num. (%)

Positive
Num.(%)

P-
value

Total1 1262(100) 308(100) 1427(100) 143(100) 695(100) 875(100)

Age <41 261(21) 171(56) < .0001 409(29) 23(16) 0.002 264(38) 168(19) < .0001

[41,60] 621(49) 107(35) 645(45) 83(58) 265(38) 463(53)

>60 380(30) 30(10) 373(26) 37(26) 166(24) 244(28)

Race AA 319(25) 102(33) 0.002 380(27) 41(29) 0.101 239(34) 182(21) < .0001

CA 818(65) 163(53) 901(63) 80(56) 385(55) 596(68)

Asian 48(4) 16(5) 58(4) 6(4) 26(4) 38(4)

Other 77(6) 27(9) 88(6) 16(11) 45(6) 59(7)

Current OC
use

No 1189(94) 262(85) < .0001 1311(92) 140(98) 0.007⌂ 613(88) 838(96) < .0001

Yes 73(6) 46(15) 116(8) 3(2) 82(12) 37(4)

Number of
live birth

0 234(19) 120(39) < .0001 330(23) 24(17) 0.013 177(25) 177(20) 0.011

1–2 645(51) 146(47) 725(51) 66(46) 351(51) 440(50)

�3 383(30) 42(14) 372(26) 53(37) 167(24) 258(29)

BMI <25 576(46) 180(58) < .0001 691(48) 65(45) 0.498 307(44) 449(51) 0.005

�25 686(54) 128(42) 736(52) 78(55) 388(56) 426(49)

HRT Never 814(65) 267(87) < .0001 989(69) 92(64) 0.174⌂ 514(74) 567(65) < .0001

Estrogen 181(14) 16(5) 176(12) 21(15) 84(12) 113(13)

Combo 230(18) 21(7) 222(16) 29(20) 79(11) 172(20)

Other2 37(3) 4(1) 40(3) 1(1) 18(3) 23(3)

Note
1 cases with missing values in all 6 factors were not included
2
“HRT, Other” was not used for FAC model selection due to low count.

⌂ indicates P-values from Fisher exact test; all other P-values were from Chi-square test. Abbreviations: FA = Fibroadenoma; FAC = Fibroadenomatoid

Change; FCC = Fibrocystic Changes; Num. = Number; Race, AA = African American, CA = Caucasian American; Current OC use = Current oral

contraceptive use; BMI = Body Mass Index; HRT = Hormonal replacement therapy; Combo = Estrogen & Progesterone.

doi:10.1371/journal.pone.0129500.t001
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Table 2. Characteristics of IBC cases/controls in relationship to BBDs and risk/protective factors.

IBC

BBDs and other factors Controls Cases P-value

Total 1048 619

Num. % Num. %

FAC <0.0001

No 1000 95.42 532 85.95

Yes 48 4.58 87 14.05

FA <0.0001

No 741 70.71 583 94.18

Yes 307 29.29 36 5.82

FCC <0.0001

No 560 53.44 237 38.29

Yes 488 46.56 382 61.71

Age <0.0001

<41 434 41.41 45 7.27

[41,60] 463 44.18 293 47.33

>60 151 14.41 281 45.40

Race <0.0001

AA 324 30.92 137 22.13

CA 596 56.87 426 68.82

Asian 44 4.20 20 3.23

Other 71 6.77 32 5.17

UN* 13 1.24 4 0.65

Current OC use <0.0001

No 770 73.47 499 80.61

Yes 101 9.64 21 3.39

UN* 177 16.89 99 15.99

Number of live birth <0.0001

0 267 25.48 89 14.38

1–2 493 47.04 296 47.82

�3 227 21.66 214 34.57

UN* 61 5.82 20 3.23

BMI <0.0001

<25 501 47.81 229 37.00

�25 469 44.75 366 59.12

UN* 78 7.44 24 3.88

HRT <0.0001

Never 763 72.81 353 57.03

Estrogen 108 10.31 94 15.19

Combo 103 9.83 124 20.03

Other 27 2.58 22 3.55

UN* 47 4.48 26 4.20

*UN, Unknown, not used in Chi-square test.

Abbreviations: IBC = Invasive Breast Cancer; BBDs = Benign Breast Diseases; FA = Fibroadenoma; FAC = Fibroadenomatoid Change;

FCC = Fibrocystic Changes; Num. = Number; Race, AA = African American, CA = Caucasian American; Current OC use = Current oral contraceptive use;

BMI = Body Mass Index; HRT = Hormonal replacement therapy; Combo = Estrogen & Progesterone.

doi:10.1371/journal.pone.0129500.t002
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but not FA or FCC, was significantly associated with IBC subtypes in reference to LA (Table 8).
FAC was not associated with LB-HER2- or TN subtypes relative to LA, but it was negatively
associated with the HER2+ subtype (OR = 0.246, 95%CI = 0.08–0.80) and the LB-HER2+ sub-
type (OR = 0.151, 95%CI = 0.032–0.711) relative to LA.

Discussion
FAC, FA, and FCC are associated with the 6 common risk/protective factors in distinct pat-
terns. FAC only significantly associated with age (Table 3), exhibiting a bell-shaped risk distri-
bution such that middle-aged women had the highest risk compared to younger women (a
significant OR = 2.029) and older women (a trend OR = 1.368, reciprocal of OR = 0.731 for
older women vs. middle-aged women). Race trended towards association with FAC, as did the
number of live births (positive trend), and current OC use (negative trend). FA, on the other
hand, negatively associated with age and the number of live births (Table 4). The interaction
Age�Number of live births indicated that for younger women, FA negatively associated with
the number of live births. Thus, despite the controversy in the literature in regard to full-term
pregnancies being risk or “protective” factors for FA [24, 25, 33], our results support full-term
pregnancies as being a protective factor. Our study also confirms that younger women are
more likely to be diagnosed with FA [13, 23]. In addition, FA trended towards a negative asso-
ciation with the use of HRT (Estrogen only or Combination), and this observation is also con-
sistent with the literature that ERT (HRT-Estrogen) use in general does not result in increased
risk for FA [13, 25]. In this study, an FA case was defined as a subject with an FA lesion
whether it was a simple or complex FA, as we wished to use the same analysis method across
the board for all the three BBDs. We also point out that although BMI did not make to the final
model for FA, in the initial univariate analysis BMI was significantly and negatively associated
with FA (OR = 0.597, CI = 0.464–0.768, and p<0.0001). While this finding will need to be
independently verified, we caution against the validity of the consensus “protective” effect of
obesity on FA reported in the literature [23, 24, 33]. We report for the first time that FCC has a
negative association with current OC use in women with a BMI<25 kg/m2 (OR = 0.309) but

Table 3. FAC and associated factors

Effect Odds Ratio 95% CI P-value

Age 0.015

Age>60 vs <41 1.483 0.834 2.638 0.179

Age[41,60] vs <41 2.029 1.232 3.344 0.006

Age>60 vs [41,60] 0.731 0.480 1.113 0.144

Race 0.096

Asian vs AA 0.988 0.397 2.460 0.980

CA vs AA 0.798 0.532 1.196 0.274

Asian vs CA 1.239 0.512 2.998 0.635

Number of live birth 0.095

Live birth 1–2 vs 0 1.009 0.613 1.661 0.972

Live birth �3 vs 0 1.527 0.898 2.598 0.118

Live birth �3 vs 1–2 1.514 1.019 2.249 0.040

Current OC use Y vs N 0.344 0.105 1.125 0.077

Abbreviations: FAC = Fibroadenomatoid Change; CI = Confidence Interval; AA = African American;

CA = Caucasian American; Current OC use = Current oral contraceptive use; Y = Yes; N = No.

doi:10.1371/journal.pone.0129500.t003
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not in women with a BMI�25 kg/m2 (Table 5). For women who did not have current OC use,
BMI was significantly and negatively associated with FCC (OR = 0.625), and this result is

Table 4. FA and associated factors.

Effect Odds Ratio 95% CI P-value

Number of live birth < .0001

Age < .0001

Age* Number of live birth 0.006

Live birth 0 vs 1–2 at age<41 2.667 1.749 4.066 < .0001

Live birth 0 vs �3 at age<41 5.891 2.795 12.415 < .0001

Live birth 1–2 vs �3 at age<41 2.209 1.049 4.651 0.037

Age>60 vs [41,60] at Live birth = 0 0.988 0.360 2.714 0.981

Age>60 vs <41 at Live birth = 0 0.139 0.054 0.354 < .0001

Age[41,60] vs <41 at Live birth = 0 0.140 0.077 0.255 < .0001

Age>60 vs [41,60] at Live birth = 1–2 0.609 0.329 1.126 0.114

Age>60 vs <41 at Live birth = 1–2 0.283 0.147 0.547 0.0002

Age[41,60] vs <41 at Live birth = 1–2 0.465 0.310 0.698 0.0002

Age>60 vs [41,60] at Live birth > = 3 0.446 0.198 1.008 0.052

Age>60 vs <41 at Live birth > = 3 0.325 0.122 0.865 0.024

Age[41,60] vs <41 at Live birth > = 3 0.727 0.322 1.640 0.443

HRT 0.102

Combo vs Never 0.607 0.361 1.019 0.059

Estrogen vs Never 0.589 0.331 1.046 0.071

Combo vs Estrogen 1.030 0.520 2.043 0.933

Abbreviations: FA = Fibroadenoma; CI = Confidence Interval; HRT = Hormonal replacement therapy; Combo = Estrogen & Progesterone.

doi:10.1371/journal.pone.0129500.t004

Table 5. FCC and associated factors.

Effect Odds Ratio 95% CI P-value

Age < .0001

>60 vs [41,60] 0.799 0.619 1.032 0.085

>60 vs <41 2.004 1.485 2.703 < .0001

[41,60] vs <41 2.507 1.929 3.257 < .0001

Race < .0001

AA vs Asian 0.653 0.373 1.141 0.135

AA vs CA 0.540 0.424 0.689 < .0001

Asian vs CA 0.827 0.485 1.413 0.488

BMI < .0001

Current OC use < .0001

Current OC use*BMI 0.043

Current OC use Y vs N at BMI<25 0.309 0.182 0.525 < .0001

Current OC use Y vs N at BMI�25 0.779 0.375 1.615 0.501

BMI�25 vs <25 at current OC use = N 0.625 0.499 0.782 < .0001

BMI�25 vs <25 at current OC use = Y 1.572 0.659 3.751 0.308

Abbreviations: FCC = Fibrocystic Changes; CI = Confidence Interval; AA = African American, CA = Caucasian American; Current OC use = Current oral

contraceptive use; BMI = Body Mass Index; Y = Yes; N = No.

doi:10.1371/journal.pone.0129500.t005
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consistent with literature that found obesity to be “protective” for FCC [23, 24]. FCC also asso-
ciated with age and race as reported in the literature [13, 23].

Table 6. Co-occurrence of BBDSwith IBCs.

Effect Odds Ratio 95% CI P-value

FAC < .0001

FAC*BMI 0.011

Y vs N at BMI<25 6.784 3.430 13.421 < .0001

Y vs N at BMI�25 2.132 1.197 3.796 0.010

FA < .0001

FA*HRT 0.039

FA:Y vs N at FCC = Y HRT = Never 0.334 0.184 0.605 0.0003

FA:Y vs N at FCC = N HRT = Never 0.104 0.046 0.237 < .0001

FA:Y vs N at FCC = N HRT = Estrogen 0.120 0.025 0.571 0.008

FCC 0.184

FCC*FA 0.014

FCC: Y vs N at FA = Y 3.831 1.566 9.374 0.003

FCC: Y vs N at FA = N 1.200 0.917 1.569 0.183

Abbreviations: BBD = Benign Breast Disease; IBC = Invasive Breast Cancer; CI = Confidence Interval; FA = Fibroadenoma; FAC = Fibroadenomatoid

Change; FCC = Fibrocystic Changes; BMI = Body Mass Index; HRT = Hormonal replacement therapy; Y = Yes; N = No.

doi:10.1371/journal.pone.0129500.t006

Table 7. Differential co-occurrence of BBDs with IBC subtypes in reference to Control.

Effect Subtype Odds Ratio 95% CI P-value

FAC < .0001

Y vs N LA 7.220 4.053 12.862 < .0001

LB-HER2- 3.757 1.713 8.240 0.001

LB-HER2+ 1.321 0.301 5.791 0.712

HER2+ 2.287 0.750 6.971 0.146

TN 5.219 2.676 10.178 < .0001

FA < .0001

Y vs N LA 0.347 0.183 0.660 0.001

LB-HER2- 0.339 0.142 0.807 0.015

LB-HER2+ 0.176 0.041 0.751 0.019

HER2+ 0.274 0.082 0.910 0.035

TN 0.174 0.062 0.486 0.001

FCC 0.470

Y vs N LA 1.521 1.032 2.241 0.034

LB-HER2- 1.015 0.621 1.658 0.954

LB-HER2+ 1.050 0.517 2.131 0.893

HER2+ 0.959 0.499 1.842 0.899

TN 1.021 0.634 1.644 0.933

Abbreviations: BBD = Benign Breast Disease; IBC = Invasive Breast Cancer; CI = Confidence Interval; FAC = Fibroadenomatoid Change;

FA = Fibroadenoma; FCC = Fibrocystic Changes; LA = Luminal A subtype; LB-HER2- = Luminal B-HER2 negative subtype; LB-HER2+ = Luminal

B-HER2 positive subtype; HER2+ = HER2 positive subtype; TN = Triple Negative subtype. Y = Yes; N = No.

doi:10.1371/journal.pone.0129500.t007
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By developing logistic regression models for IBC prediction, we report here for the first time
that FAC is positively associated with IBC (Table 6). This association is significant for women
with a BMI�25 kg/m2 (OR = 2.132), and is even more profound for women with a BMI<25
kg/m2 (OR = 6.784). While these observations will need to be independently validated, their
reliability is supported by the results shown in S2 Table from the same model. These results
show that common risk factors associated with IBC are consistent with the consensus in the lit-
erature for age, race, and BMI [34–38]. Specifically regarding BMI, women without FAC had a
higher BMI positively associated with IBC (OR = 1.495), whereas women with FAC had a
higher BMI negatively associated with IBC (OR = 0.470). Realizing that only 4.58% of Controls
and 14.05% of Cases are positive for FAC (Table 2), and the fact that most of the subjects in
this study are post-menopausal (data not shown but were partially reflected in age distribution
in Table 2), the observed association of BMI with IBC is consistent with the literature that
found increased BMI is a risk for IBC in post-menopausal women [37, 38].

It is intriguing that FAC associates significantly only with IBC HER2-negative subtypes
(OR = 7.220 for LA, 3.757 for LB-HER2-, and 5.219 for TN), see Table 7. Moreover, FAC asso-
ciation with the LA subtype is comparable to its associations with the LB-HER2- and TN sub-
types (Table 8). Such selective associations bring up an interesting question in regard to
whether the HER2 signaling pathway prohibits the co-occurrence of FAC with IBC. It will also
be interesting to see whether FAC is associated with treatment outcome.

Besides producing new observations related to FAC, these logistic models also enabled us to
study the associations of IBC with two other BBDs, FA and FCC, whose risks for IBC develop-
ment have been widely reported [13, 18–28]. Although not without controversy, the general
consensus has been that simple FA is not a risk for IBC but complex FA is; non-proliferative
FCC are not a risk but proliferative FCC are. Our analyses indicate that FA is negatively associ-
ated with IBC and that FCC are not associated with IBC (Table 6); these results are consistent
with many studies (e.g. [8, 39]). The negative association of FA with IBC is reflected in the

Table 8. Differential co-occurrence of BBDs with IBC subtypes in reference to LA.

Effect Subtype Odds Ratio 95% CI P-value

FAC 0.033

Y vs N LB-HER2- 0.543 0.238 1.240 0.147

LB-HER2+ 0.151 0.032 0.711 0.017

HER2+ 0.246 0.075 0.800 0.020

TN 0.570 0.269 1.207 0.142

FA 0.894

Y vs N LB-HER2- 0.827 0.161 4.233 0.8194

LB-HER2+ 1.336 0.459 3.887 0.5955

Her2+ 1.090 0.277 4.281 0.9019

TN 0.670 0.199 2.254 0.5181

FCC 0.249

Y vs N LB-HER2- 0.649 0.366 1.153 0.140

LB-HER2+ 0.576 0.256 1.299 0.184

HER2+ 0.589 0.284 1.223 0.155

TN 0.561 0.315 0.999 0.050

Abbreviations: BBD = Benign Breast Disease; IBC = Invasive Breast Cancer; CI = Confidence Interval; FAC = Fibroadenomatoid Change;

FA = Fibroadenoma; FCC = Fibrocystic Changes; LA = Luminal A subtype; LB-HER2- = Luminal B-HER2 negative subtype; LB-HER2+ = Luminal

B-HER2 positive subtype; HER2+ = HER2 positive subtype; TN = Triple Negative subtype. Y = Yes; N = No.

doi:10.1371/journal.pone.0129500.t008
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significant interaction FA�HRT, with ORs ranging from 0.104 to 0.334 depending on the status
of FCC and whether only estrogen HRT was used or HRT was never used. Such detailed associ-
ation relationships have not been reported before. We notice that the IBC association with the
interaction FA�HRT depends on FCC status, which seemed to suggest a 3-way interaction. To
be prudent we re-analyzed the data by including all 3-way interactions to this model, but found
out that none of them were significant. Thus this nominal “3-way interaction” was introduced
by the significant interaction FCC�FA (see below) to the interaction FA�HRT bridged by FA.

Our model also showed that the interaction FCC�FA is significantly associated with IBC,
which has also previously not been explicitly reported. FCC positively associated with IBC only
when there was co-occurring FA. We believe that this interaction reflects the reported results
that complex FA has a slightly increased risk for breast cancer [19, 21, 22], because three of the
four lesions that constitute FCC (cysts, apocrine metaplasia and sclerosing adenosis) also con-
stitute complex FA [19, 32]. Thus, the results from our models may help explain some of the
conflicting reports in the literature on whether FCC or FA is a risk factor for IBC.

Our study provides new observations to the literature on BBD association with IBC sub-
types. Unlike FAC, the negative association of FA with IBC was uniform across IBC subtypes,
and the lack of association of FCC with IBC was also uniform across all subtypes. Thus the
selective association with IBC subtypes is unique for FAC, which enhances our confidence in
the reliability of the results from this co-occurrence study.

While we are encouraged by the findings from this study, we recognize the differences
between this co-occurrence analysis and a longitudinal study. Under several circumstances
where a BBD is associated with IBC, a co-occurrence analysis could suggest that the BBD is a
risk factor for IBC: 1) the co-occurring BBD is a precursor of IBC and the BBD persists through
the development of the IBC; 2) the co-occurring BBD and the IBC are initiated from a common
mutational ancestor; 3) a proliferative environment that facilitates IBC development also favors
development of the co-occurring BBD. A positive association of a BBD with IBC through the
co-occurrence analysis warrants a longitudinal study to validate whether this BBD is indeed a
risk factor for IBC. Mutational and genomic analyses of IBC and co-occurring BBD need to be
done to determine whether a BBD is in fact a precursor lesion to the IBC and not simply an
associated lesion.

Another factor we consider is that the CBCP-WR cohort is a breast disease patient cohort.
Thus, the odds of detecting FAC are higher compared to observations from the general popula-
tion. However, the elevations of the odds in both IBC and control groups should be similar,
and consequently should cancel each other out when deriving the OR reported in this co-
occurrence study for the association of FAC with IBC. The OR trend direction (>1 or<1)
should hold compared to what would be observed from the general population.

In summary using co-occurrence analyses, we report for the first time that FAC is positively
associated with IBC. Our subtype co-occurrence model extends this association to only HER2--
negative IBC subtypes. These results warrant a longitudinal study to determine whether FAC is
indeed a risk factor for IBC. The associations from these analyses for FA and FCC with IBC are
in general consistent with the literature, and we also make new findings that help to explain
some of the controversial reports on risks for IBC from FA and FCC. These observations sug-
gest that co-occurrence analysis can be used for the initial assessment of risks for IBC from
BBDs. We further report that FA is negatively associated with IBC, and that common risk/pro-
tective factors associate with FAC and FA in distinct patterns.

We conclude that FAC is positively associated with IBC, and furthermore only with HER2--
negative subtypes. In addition, FAC is most likely a distinct lesion from FA and should not be
considered as an immature form of FA. Our results also suggest that co-occurrence analysis
can be used for initial assessment of risks for IBC from BBDs, and this conclusion is important
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to the study of less-frequently reported BBDs for which conducting a longitudinal risk assess-
ment for IBC is difficult.

Supporting Information
S1 Table. Concurrence of FAC, FA, and FCC lesions.
(DOCX)

S2 Table. Association of risk factors to IBCs (Supplemental to Table 6).
(DOCX)

S3 Table. Differential association of risk factors with IBC subtypes in reference to Control
(Supplemental to Table 7).
(DOCX)

S4 Table. Differential association of risk factors with IBC subtypes in reference to LA (Sup-
plemental to Table 8).
(DOCX)

Acknowledgments
We thank the patients who participated in this study. We thank Drs. Terry Hyslop and Susan
Maskery, and Mr. John Eberhardt III for discussions in data analysis. Dr. Maskery contributed
to the editing of the manuscript. Preliminary results have been reported as conference posters
[15, 16]. The views expressed in this article are those of the authors and do not reflect the offi-
cial policy of the Department of Defense, or U.S. Government.

Author Contributions
Conceived and designed the experiments: HH AB AJK JAH. Performed the experiments: JAH
AJK JLC LK. Analyzed the data: YC JL HH. Wrote the paper: HH YC AB. Contributed to the
analysis and interpretation of the data: HH AB AJK JAH EPMHR CDS RJM. Critically
reviewed the manuscript with inputs from other co-authors: HR RJM. P.I. for the Clinical
Breast Care Project from which the study cohort was drawn: CDS. Supervised this study: HH.

References
1. Dupont WD, Page DL. Risk factors for breast cancer in women with proliferative breast disease. N Engl

J Med. 1985; 312(3):146–51. Epub 1985/01/17. doi: 10.1056/NEJM198501173120303 PMID:
3965932.

2. London SJ, Connolly JL, Schnitt SJ, Colditz GA. A prospective study of benign breast disease and the
risk of breast cancer. JAMA. 1992; 267(7):941–4. Epub 1992/02/19. PMID: 1734106.

3. Kovi J, Chu HB, Leffall LD Jr. Sclerosing lobular hyperplasia manifesting as a palpable mass of the
breast in young black women. Hum Pathol. 1984; 15(4):336–40. Epub 1984/04/01. PMID: 6714964.

4. Hanson CA, Snover DC, Dehner LP. Fibroadenomatosis (fibroadenomatoid mastopathy): a benign
breast lesion with composite pathologic features. Pathology. 1987; 19(4):393–6. Epub 1987/10/01.
PMID: 3444665.

5. Tan PE, Looi LM. Fibroadenomatoid mastopathy: another distractive breast lesion? Malays J Pathol.
1991; 13(2):101–4. Epub 1991/12/01. PMID: 1823090.

6. Kamal M, Evans AJ, Denley H, Pinder SE, Ellis IO. Fibroadenomatoid hyperplasia: a cause of suspi-
cious microcalcification on mammographic screening. AJR Am J Roentgenol. 1998; 171(5):1331–4.
Epub 1998/11/03. PMID: 9798874.

7. Poulton TB, de Paredes ES, Baldwin M. Sclerosing lobular hyperplasia of the breast: imaging features
in 15 cases. AJR Am J Roentgenol. 1995; 165(2):291–4. Epub 1995/08/01. PMID: 7618542.

Fibroadenomatoid Change Co-Occurs with Breast Cancer

PLOS ONE | DOI:10.1371/journal.pone.0129500 June 22, 2015 14 / 16

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0129500.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0129500.s002
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0129500.s003
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0129500.s004
http://dx.doi.org/10.1056/NEJM198501173120303
http://www.ncbi.nlm.nih.gov/pubmed/3965932
http://www.ncbi.nlm.nih.gov/pubmed/1734106
http://www.ncbi.nlm.nih.gov/pubmed/6714964
http://www.ncbi.nlm.nih.gov/pubmed/3444665
http://www.ncbi.nlm.nih.gov/pubmed/1823090
http://www.ncbi.nlm.nih.gov/pubmed/9798874
http://www.ncbi.nlm.nih.gov/pubmed/7618542


8. Rahman GA, Adeniji KA. Clinicopathological relationship between fibrocystic disease complex and
breast cancer: a case report. J Surg Tech Case Rep. 2010; 2(1):54–5. Epub 2010/01/01. doi: 10.4103/
2006-8808.63729 JSTCR-2-54 [pii]. PMID: 22091334.

9. Pick PW, Iossifides IA. Occurrence of breast carcinoma within a fibroadenoma. A review. Arch Pathol
Lab Med. 1984; 108(7):590–4. Epub 1984/07/01. PMID: 6329129.

10. Shabtai M, Saavedra-Malinger P, Shabtai EL, Rosin D, Kuriansky J, Ravid-Megido M, et al. Fibroade-
noma of the breast: analysis of associated pathological entities—a different risk marker in different age
groups for concurrent breast cancer. Isr Med Assoc J. 2001; 3(11):813–7. Epub 2001/12/04. PMID:
11729575.

11. Maskery SM, Zhang Y, Jordan RM, Hu H, Hooke JA, Shriver CD, et al. Co-occurrence analysis for dis-
covery of novel breast cancer pathology patterns. IEEE Trans Inf Technol Biomed. 2006; 10(3):497–
503. Epub 2006/07/29. PMID: 16871717.

12. Maskery SM, Hu H, Hooke J, Shriver CD, Liebman MN. A Bayesian derived network of breast pathol-
ogy co-occurrence. J Biomed Inform. 2008; 41(2):242–50. Epub 2008/02/12. doi: S1532-0464(07)
00151-7 [pii] doi: 10.1016/j.jbi.2007.12.005 PMID: 18262472.

13. Goehring C, Morabia A. Epidemiology of benign breast disease, with special attention to histologic
types. Epidemiologic reviews. 1997; 19(2):310–27. Epub 1997/01/01. PMID: 9494790.

14. Raab SS, Nakhleh RE, Ruby SG. Patient safety in anatomic pathology: measuring discrepancy fre-
quencies and causes. Arch Pathol Lab Med. 2005; 129(4):459–66. Epub 2005/03/30. doi: CP4202 [pii]
doi: 10.1043/1543-2165(2005)129<459:PSIAPM>2.0.CO;2 PMID: 15794667.

15. Bekhash A, Hooke JA, Chen Y, Kovatich A, Kvecher L, Mural RJ, et al. Fibroadenomatoid changes
have a higher occurrence rate in middle-aged benign breast disease patients with the trend retained in
cancer patients. The 34th San Antonio Breast Cancer Symposium; December 6–10; San Antonio,
TX2011.

16. Chen Y, Bekhash A, Kovatich AJ, Hooke JA, Kvecher L, Mitchell EP, et al. Fibroadenomatoid changes
are more prevalent in middle-aged women and have a positive association with invasive breast cancer.
The 35th San Antonio Breast Cancer Symposium; December 4–8; San Antonio, TX2012.

17. Hu H, Correll M, Kvecher L, OsmondM, Clark J, Bekhash A, et al. DW4TR: A Data Warehouse for
Translational Research. J Biomed Inform. 2011; 44(6):1004–19. Epub 2011/08/30. PMID: 21872681.
doi: 10.1016/j.jbi.2011.08.003

18. WorshamMJ, Raju U, Lu M, Kapke A, Botttrell A, Cheng J, et al. Risk factors for breast cancer from
benign breast disease in a diverse population. Breast Cancer Res Treat. 2009; 118(1):1–7. Epub 2008/
10/07. doi: 10.1007/s10549-008-0198-8 PMID: 18836828.

19. Dupont WD, Page DL, Parl FF, Vnencak-Jones CL, Plummer WD Jr., Rados MS, et al. Long-term risk
of breast cancer in women with fibroadenoma. N Engl J Med. 1994; 331(1):10–5. Epub 1994/07/07.
doi: 10.1056/NEJM199407073310103 PMID: 8202095.

20. Ory H, Cole P, MacMahon B, Hoover R. Oral contraceptives and reduced risk of benign breast dis-
eases. N Engl J Med. 1976; 294(8):419–22. Epub 1976/02/19. doi: 10.1056/NEJM197602192940804
PMID: 1246309.

21. Hutter RV. Consensus meeting: is "fibrocystic disease" of the breast precancerous? Arch Pathol Lab
Med. 1986; 110(3):171–3. PMID: 3606334

22. Fitzgibbons PL, Henson DE, Hutter RV. Benign breast changes and the risk for subsequent breast can-
cer: an update of the 1985 consensus statement. Cancer Committee of the College of American Pathol-
ogists. Arch Pathol Lab Med. 1998; 122(12):1053–5. Epub 1998/12/31. PMID: 9870852.

23. Cole P, Mark Elwood J, Kaplan SD. Incidence rates and risk factors of benign breast neoplasms. Ameri-
can journal of epidemiology. 1978; 108(2):112–20. Epub 1978/08/01. PMID: 707472.

24. Brinton LA, Vessey MP, Flavel R, Yeates D. Risk factors for benign breast disease. American journal of
epidemiology. 1981; 113(3):203–14. Epub 1981/03/01. PMID: 7468579.

25. Parazzini F, La Vecchia C, Franceschi S, Decarli A, Gallus G, Regallo M, et al. Risk factors for patho-
logically confirmed benign breast disease. American journal of epidemiology. 1984; 120(1):115–22.
Epub 1984/07/01. PMID: 6741913.

26. Page DL, Vander Zwaag R, Rogers LW, Williams LT, Walker WE, HartmannWH. Relation between
component parts of fibrocystic disease complex and breast cancer. J Natl Cancer Inst. 1978; 61
(4):1055–63. Epub 1978/10/01. PMID: 279711.

27. Golinger RC. Hormones and the pathophysiology of fibrocystic mastopathy. Surg Gynecol Obstet.
1978; 146(2):273–85. Epub 1978/02/01. PMID: 414366.

28. Berkowitz GS, Kelsey JL, LiVolsi VA, Holford TR, Merino MJ, Ort S, et al. Risk factors for fibrocystic
breast disease and its histopathologic components. J Natl Cancer Inst. 1985; 75(1):43–50. Epub 1985/
07/01. PMID: 3859695.

Fibroadenomatoid Change Co-Occurs with Breast Cancer

PLOS ONE | DOI:10.1371/journal.pone.0129500 June 22, 2015 15 / 16

http://dx.doi.org/10.4103/2006-8808.63729
http://dx.doi.org/10.4103/2006-8808.63729
http://www.ncbi.nlm.nih.gov/pubmed/22091334
http://www.ncbi.nlm.nih.gov/pubmed/6329129
http://www.ncbi.nlm.nih.gov/pubmed/11729575
http://www.ncbi.nlm.nih.gov/pubmed/16871717
http://dx.doi.org/10.1016/j.jbi.2007.12.005
http://www.ncbi.nlm.nih.gov/pubmed/18262472
http://www.ncbi.nlm.nih.gov/pubmed/9494790
http://dx.doi.org/10.1043/1543-2165(2005)129&lt;459:PSIAPM&gt;2.0.CO;2
http://www.ncbi.nlm.nih.gov/pubmed/15794667
http://www.ncbi.nlm.nih.gov/pubmed/21872681
http://dx.doi.org/10.1016/j.jbi.2011.08.003
http://dx.doi.org/10.1007/s10549-008-0198-8
http://www.ncbi.nlm.nih.gov/pubmed/18836828
http://dx.doi.org/10.1056/NEJM199407073310103
http://www.ncbi.nlm.nih.gov/pubmed/8202095
http://dx.doi.org/10.1056/NEJM197602192940804
http://www.ncbi.nlm.nih.gov/pubmed/1246309
http://www.ncbi.nlm.nih.gov/pubmed/3606334
http://www.ncbi.nlm.nih.gov/pubmed/9870852
http://www.ncbi.nlm.nih.gov/pubmed/707472
http://www.ncbi.nlm.nih.gov/pubmed/7468579
http://www.ncbi.nlm.nih.gov/pubmed/6741913
http://www.ncbi.nlm.nih.gov/pubmed/279711
http://www.ncbi.nlm.nih.gov/pubmed/414366
http://www.ncbi.nlm.nih.gov/pubmed/3859695


29. Goldhirsch A, WoodWC, Coates AS, Gelber RD, Thurlimann B, Senn HJ, et al. Strategies for subtypes
—dealing with the diversity of breast cancer: highlights of the St. Gallen International Expert Consensus
on the Primary Therapy of Early Breast Cancer 2011. Ann Oncol. 2011; 22(8):1736–47. Epub 2011/06/
29. doi: 10.1093/annonc/mdr304 PMID: 21709140; PubMed Central PMCID: PMC3144634.

30. Haagensen CD. Diseases of the female breast. Trans N Engl Obstet Gynecol Soc. 1956; 10:141–56.
Epub 1956/01/01. PMID: 13486634.

31. Love SM, Gelman RS, Silen W. Sounding board. Fibrocystic "disease" of the breast—a nondisease? N
Engl J Med. 1982; 307(16):1010–4. Epub 1982/10/14. doi: 10.1056/NEJM198210143071611 PMID:
7110289.

32. Rosen P, editor. Rosen’s Breast Pathology. 2nd ed. Philadelphia, PA: Lippincott Williams andWilkins;
2001.

33. Yu H, Rohan TE, Cook MG, Howe GR, Miller AB. Risk factors for fibroadenoma: a case-control study in
Australia. American journal of epidemiology. 1992; 135(3):247–58. Epub 1992/02/01. PMID: 1546700.

34. Sterns EE. Age-related breast diagnosis. Can J Surg. 1992; 35(1):41–5. Epub 1992/02/01. PMID:
1739898.

35. WorshamMJ, Abrams J, Raju U, Kapke A, Lu M, Cheng J, et al. Breast cancer incidence in a cohort of
women with benign breast disease from a multiethnic, primary health care population. Breast J. 2007;
13(2):115–21. Epub 2007/02/27. doi: TBJ388 [pii] doi: 10.1111/j.1524-4741.2007.00388.x PMID:
17319851.

36. Baquet CR, Mishra SI, Commiskey P, Ellison GL, DeShields M. Breast cancer epidemiology in blacks
and whites: disparities in incidence, mortality, survival rates and histology. J Natl Med Assoc. 2008; 100
(5):480–8. Epub 2008/05/30. PMID: 18507200.

37. Cheraghi Z, Poorolajal J, Hashem T, Esmailnasab N, Doosti Irani A. Effect of body mass index on
breast cancer during premenopausal and postmenopausal periods: a meta-analysis. PLoS One. 2012;
7(12):e51446. Epub 2012/12/14. doi: 10.1371/journal.pone.0051446 PMID: 23236502; PubMed Cen-
tral PMCID: PMC3517558.

38. Gaudet MM, Carter BD, Patel AV, Teras LR, Jacobs EJ, Gapstur SM. Waist circumference, body mass
index, and postmenopausal breast cancer incidence in the Cancer Prevention Study-II Nutrition Cohort.
Cancer Causes Control. 2014; 25(6):737–45. Epub 2014/04/10. doi: 10.1007/s10552-014-0376-4
PMID: 24715420.

39. Ben Hassouna J, Damak T, Ben Slama A, Chargui R, Ben Dhiab T, Khomsi F, et al. Breast carcinoma
arising within fibroadenomas. Report of four observations. Tunis Med. 2007; 85(10):891–5. Epub 2008/
02/02. PMID: 18236815.

Fibroadenomatoid Change Co-Occurs with Breast Cancer

PLOS ONE | DOI:10.1371/journal.pone.0129500 June 22, 2015 16 / 16

http://dx.doi.org/10.1093/annonc/mdr304
http://www.ncbi.nlm.nih.gov/pubmed/21709140
http://www.ncbi.nlm.nih.gov/pubmed/13486634
http://dx.doi.org/10.1056/NEJM198210143071611
http://www.ncbi.nlm.nih.gov/pubmed/7110289
http://www.ncbi.nlm.nih.gov/pubmed/1546700
http://www.ncbi.nlm.nih.gov/pubmed/1739898
http://dx.doi.org/10.1111/j.1524-4741.2007.00388.x
http://www.ncbi.nlm.nih.gov/pubmed/17319851
http://www.ncbi.nlm.nih.gov/pubmed/18507200
http://dx.doi.org/10.1371/journal.pone.0051446
http://www.ncbi.nlm.nih.gov/pubmed/23236502
http://dx.doi.org/10.1007/s10552-014-0376-4
http://www.ncbi.nlm.nih.gov/pubmed/24715420
http://www.ncbi.nlm.nih.gov/pubmed/18236815

