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Case Report

Lymphocytic mastopathy mimicking breast malignancy:
a case report*

Mastopatia linfocítica simulando neoplasia de mama: relato de caso

Campos GCP, Castro MVK, Mattos VFE, Pinto LZF, Boechat MCB, Santos AASMD. Lymphocytic mastopathy mimicking breast malignancy: a case report.

Radiol Bras. 2014 Jul/Ago;47(4):256–258.

Abstract

Resumo

Lymphocytic mastopathy affects both young and middle-aged women and is frequently associated with autoimmune diseases. Diagnosis
is done by associating clinical (breast tissue thickening or hardened breast lump), radiological (increased breast density, presence of mass
and calcifications), sonographic (nodule with posterior acoustic shadowing), histopathological (fibrosis and lymphocytic infiltrate) and
immunohistochemical findings. Lymphocytic mastopathy is a benign entity that may mimic carcinoma. The authors report the case of a
patient with lymphocytic mastopathy.
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A mastopatia linfocítica acomete mulheres jovens e de meia idade e está frequentemente associada a doenças autoimunes. Seu
diagnóstico é feito associando achados clínicos (espessamento ou nódulo mamário endurecido), radiológicos (aumento da densidade
mamária, nódulo e calcificações), ultrassonográficos (nódulo com sombra acústica posterior), histopatológicos (fibrose e infiltrado linfo-
cítico) e imuno-histoquímicos. É uma entidade benigna que pode simular carcinoma. Neste artigo, relata-se um caso de paciente com
mastopatia linfocítica.

Unitermos: Mastopatia linfocítica; Neoplasia de mama; Tumores benignos da mama.
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In the present report, the authors describe a case of a

woman who presented with a hardened retroareolar mass in

her left breast. Clinical evaluation, mammography and ul-

trasonography suggested breast carcinoma. However, immu-

nohistochemical study revealed lymphocytic mastopathy.

CASE REPORT

A 49-year-old patient was referred to the clinic of

mastology of Instituto Fernandes Figueira (IFF) because of

a palpable mass in the retroareolar region of the left breast.

The patient reported a tick bite on the periareolar region of

her left breast for three years which evolved with itching and

focal hardening. The previous history of the patient did not

include any disease. According to her gynecological history,

she had spontaneous menarche at 12, with regular menstrual

periods; had utilized hormone contraceptive for tem years

(G2P2A0); her first pregnancy had been at the age of 18,

and breastfed her first child for five months and the second

for three months. Her last menstruation occurred at 44.

At physical examination, the right breast did not present

any abnormality. In the left breast a periareolar, whitish le-

sion, hardened at palpation was observed, besides skin thick-

ening. Ultrasonography, mammography (Figure 1) and labo-

ratory tests (blood count; fasting glucose test; lipid profile

test; hepatogram; hepatitis A, B and C virus serology; VDRL)

were requested.
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INTRODUCTION

Lymphocytic mastopathy, also named fibrotic mastopa-

thy, diabetic mastopathy, or sclerosing lymphocytic lobulitis,

is a benign clinicopathological entity whose main differen-

tial diagnosis is breast carcinoma, affecting both young and

middle-aged women (34–47 years)(1). The reported cases

suggest an autoimmune etiology due to the association with

clinical signs of insulin-dependent diabetes mellitus e its

complications, particularly retinopathy, as well as other au-

toimmune diseases such as Hashimoto’s thyreoiditis.
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The patient’s blood count did not present any signifi-

cant alteration; the requested serologies were negative; fast-

ing glucose levels were increased (116 mg/dl); the hepatogram

presented a subtle increase in TGO (37 U/l; reference value:

up to 32 U/l), TGP (58 U/l; reference value: up to 31 U/l),

GGT (41 U/L; reference value: up to 32 U/l); and no sig-

nificant alteration was observed at the lipid profile test.

Mammography demonstrated the presence of an iso-

dense, ovoid, well delimited nodule measuring about 20 mm,

located in the retroareolar region, in association with exten-

sive, coalescent and intermingled and adjacent amorphous

calcifications. Ultrasonography described extensive, ill-de-

fined calcification in the retroareolar region, isoechoic nod-

ule in the retroareolar region adjacent to the area of calcifi-

cation, and an isoechoic nodule in the upper external quad-

rant of the left breast. The patient was referred to the IFF

invasive procedures clinic. Core biopsy as performed in the

region of the Gross calcifications and the histopathological

results were suggestive of a nonspecific chronic inflamma-

tory process. Correlation with immunohistochemical study

was indicated for differential diagnosis with lymphoma. The

immunohistochemical analysis indicated the diagnosis of lym-

phocytic mastopathy.

DISCUSSION

Lymphocytic mastopathy is a uncommon fibroinflam-

matory lesion that courses with the presence of benign breast

nodules, and may clinically and radiologically mimic a car-

cinoma. Clinically, this lesion may appear as a single or mul-

tiple, uni- or bilateral, synchronous or asynchronous ill-de-

fined, hardened mass(2). At clinical examination, mammog-

raphy and ultrasonography, this lesion may mimic a breast

carcinoma(3). In many cases, magnetic resonance imaging

may define the lesion benignity(4,5). Magnetic resonance

imaging is superior to mammography and ultrasonography

in the differentiation between lymphocytic mastopathy and

malignant lesions, and may be utilized as an appropriate

guidance for the management of the benign lesions. The type

of contrast enhancement may be a criterion to differentiate

between lymphocytic mastopathy and malignant lesions. The

contrast enhancement dynamics demonstrates a low, homo-

geneous, gradual and progressive uptake, without sudden

washout.

At fine needle aspiration biopsy, the sample has typically

little or no cellular material, making the diagnosis more

difficult(2). Ultrasonography-guided core biopsy can define

the diagnosis in most cases, but in certain circumstances

surgical biopsy is required(6,7).

The histological diagnosis is characterized by dense, ke-

loid-type fibrosis with lymphocytic ductitis and lobulitis, a

perivascular lymphocytic infiltrate with breast lobules atro-

phy(8,9).

Lymphocytic mastopathy pathogenesis is still to be elu-

cidated and it is believed that it is multifactorial(10,11). There

is association with long term type I diabetes mellitus, with

poor management and multiple complications. This suggests

that chronic hyperglycemia is involved in the development

of the condition(12).

Other factors must be involved in the pathogenesis of

lymphocytic mastopathy, since its presence has been de-

scribed in non diabetic patients or in those who did not re-

ceive insulin(13–15).

Despite the alteration in her fasting glucose levels, the

patient whose case is described in the present report does

not have a diagnosis of diabetes mellitus and denied insulin

therapy.

CONCLUSION

Breast carcinoma is the main differential diagnosis for

lymphocytic mastopathy, therefore the knowledge about the

Figure 1. Mammography – right and left mediolateral oblique views (A) and right and left craniocaudal views (B). Homogeneously dense breasts containing an isodense,

ovoid, well delimited nodule measuring about 20 mm in the left retroareolar region, in association with intermingled and adjacent extensive, coalescent and amorphous

calcifications.
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clinical and radiological manifestations of this condition is

of paramount importance.
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