Benign epithelial lesions
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Figure 23-7 A, A normal duct or acinus with a single basally located myoepithelial cell layer (cells with dark, compact nuclei and scant cytoplasm) and a single
luminal cell layer (cells with larger open nuclei, small nucleoli, and more abundant cytoplasm). B, Epithelial hyperplasia. The lumen is filled by a heterogeneous,
mixed population of luminal and myoepithelial cell types. Irregular slitlike fenestrations are prominent at the periphery.

Gynecomastia

MORPHOLOGY
Epithelial Hyperplasia. Normal breast ducts and lobules are
lined by a double-layer of myoepithelial cells and luminal cells
(Fig. 23-7A). In epithelial hyperplasia, increased numbers of
both luminal and myoepithelial cell types fill and distend ducts
and lobules. Irregular lumens can often be discerned at the
periphery of the cellular masses (Fig. 23-7B). Epithelial hyperplasia is usually an incidental finding.
Sclerosing Adenosis. There are an increased number of
acini that are compressed and distorted in the central portion
of the lesion. On occasion, stromal fibrosis may completely
compress the lumens to create the appearance of solid cords
or double strands of cells lying within dense stroma, a histologic
pattern that at times closely mimics invasive carcinoma (Fig.
23-8). Sclerosing adenosis can come to attention as a palpable
mass, a radiologic density, or calcifications.
Complex Sclerosing Lesion. These lesions have components of sclerosing adenosis, papillomas, and epithelial hyperplasia. One member of this group, the radial sclerosing lesion
(“radial scar”), has an irregular shape and can closely mimic
invasive carcinoma mammographically, grossly, and histologically (Fig. 23-9). A central nidus of entrapped glands in a hyalinized stroma is surrounded by long radiating projections into
stroma. The term radial scar is a misnomer, as these lesions
are not associated with prior trauma or surgery.
Papilloma. Papillomas grow within a dilated duct and
are composed of multiple branching fibrovascular cores (Fig.
23-10). Epithelial hyperplasia and apocrine metaplasia are frequently present. Large duct papillomas are situated in the lactiferous sinuses of the nipple and are usually solitary. Small duct
papillomas are commonly multiple and located deeper within
the ductal system.
More than 80% of large duct papillomas produce a nipple
discharge. Some discharges are bloody if the stalk undergoes
torsion causing infarction. Serous discharge results from intermittent blockage and release of normal breast secretions or
irritation of the duct by the papilloma. Most small duct papillomas come to clinical attention as small palpable masses, or as
densities or calcifications seen on mammograms.

Gynecomastia (enlargement of the male breast) is the only
benign lesion seen with any frequency in the male breast.
It presents as a button-like subareolar enlargement and
may be unilateral or bilateral. Microscopically, there is an
increase in dense collagenous connective tissue associated
with epithelial hyperplasia of the duct lining with charac
teristic tapering micropapillae (Fig. 23-11). Lobule forma
tion is almost never observed.
Gynecomastia occurs as a result of an imbalance between
estrogens, which stimulate breast tissue, and androgens,
which counteract these effects. It may appear during

Figure 23-8 Sclerosing adenosis. The involved terminal duct lobular unit is
enlarged, and the acini are compressed and distorted by dense stroma.
Calcifications are present within some of the lumens. Unlike carcinomas,
the acini are arranged in a swirling pattern, and the outer border is well
circumscribed.
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