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Acute Mastitis: Acute suppurative inflammation 

of the breast commonly occurring during lactation.  

 Etiology: Staphylococcus aureus infection which 

is predisposed to by: 

1. Defective breast hygiene,  

2. Fissures of the nipple,  

3. Milk stagnation which provides a good medium 

for bacterial growth.  

 



 Pathology:  

 Inflammation starts as diffuse suppuration. 

  Breast becomes swollen, edematous, 

congested and painful. When localization of 

inflammation occurs, an abscess results 

which is either intra-mammary, pre-

mammary or retro-mammary.  

 Failure of pus evacuation changes the 

abscess to a chronic one. 
 



 Chronic Mastitis:  

1. Chronic non-specific mastitis may follow 

acute mastitis and the breast shows 

marked fibrosis.  

2. Chronic specific mastitis includes 

tuberculosis, gumma of syphilis, 

actinomycosis and filariasis. 
 



 Mammary Duct Ectasia (Plasma Cell 

Mastitis):  

 A rare inflammatory disease characterized 

by dilatation of mammary ducts, 

inspissations of breast secretions and 

marked periductal and interstitial chronic 

granulomatous inflammation. 
 



 Etiology:  

 Unknown, but elevated prolactin levels may 

have a role.  

 The disease tends to occur in the fifth and 

sixth decade of life.  

 Gross picture: The lesion appears as a firm 

tender greyish white mass.  

 The cut surface shows dilated ducts filled 

with a cheesy material.  
 



 Microscopic picture:  

 A granulomatous reaction around the 

dilated ducts showing plasma cells together 

with polymorphs, lymphocytes, hisliocytes, 

foamy cells containing lipids and foreign 

body giant cells.  

 The term plasma cell mastitis is sometimes 

used if heavy plasma cell infiltration is 

present. 
 



 A common breast lesion between the age of 

35 and 50 years.  

 It is caused by a hormonal imbalance in the 

form of increased estrogen and decreased 

progesterone. 
 

 



 Gross Picture:  

 The lesion is commonly bilateral, 

multifocal and specially affects the upper 

outer quadrant.  

 The lesion consists of: 

 Firm uncircumscribed nodular masses with 

a grayish white cut surface. 

 Variable sized multiple cysts containing 

yellowish serous, or brown hemorrhagic 

fluid. 
 



 Microscopic Picture: The breast shows 

glandular and fibrous hyperplasia in the 

form of: 

1. Adenosis: Ductal and acinar hyperplasia 

results in the formation of variable sized 

new glandular spaces. 

2. Epitheliosis: Hyperplasia of the 

epithelium lining the ducts which forms 

papillary processes or solid plugs of cells. 

Epithelial hyperplasia may be atypical. 



3. Cyst formation: The terminal ducts and 

ductules undergo cystic dilatation. The 

cysts are distended with serous fluid. The 

lining cells may change to red columnar 

cells which form papillary processes 

(apocrine metaplasia). 

4. Fibrosis: Proliferation of the periductal 

fibrous tissue which shows lymphocyte 

infiltration. 



5. Sclerosing adenosis: Distorted lobular 

proliferation with sclerosed stroma. It may 

be mistaken for carcinoma. 

 Effect:  

 The risk of developing carcinoma 

increases up to two times in cases showing 

florid hyperplasia without atypia and up to 

five times in those with atypical 

hyperplasia. 
 







I. FIBROADENOMA 

 Fibroadenoma is the commonest benign 

tumor of the breast.  

 The tumor arises during the reproductive 

period of life specially in nullipara.  

 It is an estrogen dependent tumor. 
 



 Gross Picture:  

 Fibroadenoma is more common in the 

upper outer quadrant of the breast.  

 The tumor is usually solitary, occasionally 

multiple, well circumscribed round or oval 

and firm in consistency.  

 The cut surface is grayish-white, bulging 

with whorl-like pattern and slit-like spaces. 

Fibroadenomas vary in size from less than 

1 cm to giant forms 10-15 cm in diameter 

(giant fibroadenoma). 
 





 Microscopic Picture: 

1. Pericanalicular fibroadenoma:  

 Consists of proliferated ducts and acini, 

usually small, rounded and patent.  

 The tubules are lined by one layer of 

cuboidal cells resting on flat myoepithelial 

cell layer. 
 





2. Intracanalicular fibroadenoma:  

 The proliferated ducts and acini are 

compressed by the dense fibrous tissue 

stroma, so appear elongated, triangular or 

star-shaped with obliterated or slit-like 

lumina.  

 They are lined by flattened or low cubical 

cells resting on myoepithelial cell layer. 





 The classification of fibroadenoma into 

peri and intracanalicular types 

 has no practical importance as both patterns 

are seen within the same lesion. 

 The great majority of fibroadenomas are 

entirely benign, very rarely in situ lobular 

carcinoma develops within a fibroadenoma. 
 

 



II. PHYLLODES TUMOUR 

(CYSTOSARCOMA PHYLLODES) 

 Rare bulky fibroadenoma-like tumor. 

 Gross Picture: Large rounded, well 

circumscribed and firm.  

 Cut surface grayish white and shows cleft-

like spaces.  

 Necrosis, cystic degeneration and 

hemorrhage may be present. 
 



 Microscopic Picture:  

 Similar to fibroadenoma but the stroma is 

hypercellular.  

 Most phyllodes tumors are benign, but few 

are malignant with hematogenous 

metastasis.  

 Metastasis consists of stromal cells only. 



III. DUCT PAPILLOMA 

 Duct papilloma arises from the epithelium 

of the large mammary ducts near the 

nipple.  

 The tumor causes bleeding from the nipple 

and rarely becomes malignant. 

 Gross Picture: A small sessile or 

pedunculated friable mass distending a 

large duct. 



 Microscopic Picture:  

 The duct is dilated and its lumen is filled 

with multiple villi and papillae having thin 

vascular connective tissue cores and 

covered by one or two layers of cubical or 

columnar cells. 

 
 





I. MAMMARY CARCINOMA 

 Mammary carcinoma is the commonest 
malignant tumor in females.  

 It occurs commonly between the age of 40 
and 60 years. 

 It is more common in nullipara.  

 The tumor arises from the epithelium of 
the ducts or the acini (terminal duct 
lobular unit). 

 



 Precancerous Factors and Lesions: 

1. Genetic factors: More common in certain 

families. 

2. Hormonal disturbances: In the form of 

increased estrogen, progesterone or 

prolactin. 50% of mammary carcinomas 

depend upon hormones for their growth i.e. 

hormone dependent tumors. 

3. Milk retention: Mammary carcinoma is 

more common in females who did not 

nurse their children. 
 



4. Milk factor: Which is a virus in the 

mother's milk (in experimental animals). 

5. Mammary cystic hyperplasia: Florid and 

atypical types. 

6. Duct papilloma. 

7. High fat diet and obesity: May be due to 

the ability of fat cells to synthesize 

estrogen. 

 



 Classification of Mammary Carcinoma: 

I. Carcinoma from the mammary ducts: 

1. Intraduct carcinoma. 

2. Infiltrating duct carcinoma which is either: 

A. Infiltrating duct carcinoma not otherwise 
specified (NOS). 

B. Medullary carcinoma. 

C. Mucoid (colloid) carcinoma. 

D. Paget's disease. 

E. Tubular, adenoid cystic and papillary 
carcinomas. 
 



II. Carcinoma from the mammary lobules:  

1. Lobular carcinoma. 

A. Intralobular lobular carcinoma.  

B. Infiltrating lobular carcinoma.  

 



I. Duct Carcinoma (Intraduct 
Carcinoma):  

 A rare type in which the malignant 
cells are present within the lumen 
of the large or medium sized 
mammary ducts. 



 Gross picture:  

 A slowly growing small hard mass causing 

bloody or serous discharge from the nipple.  

 The cut surface shows dilated ducts filled 

with papillary structures or plugs of pasty-

like yellowish necrotic tumor tissue which 

can be extruded upon light pressure, hence 

the name comedo-carcinoma. 
 



 Microscopic picture:  

 The lumens of the ducts are filled with 

masses of polyhydral malignant cells.  

 The central cells may show necrosis and 

appear granular red.  

 There is no infiltration of the basement 

membrane of the ducts. 
 





 Prognosis:  

 Is good so long as the tumor cells do not 

infiltrate the basement membrane.  

 By time the tumor changes to infiltrating 

duct carcinoma. 



II. Infiltrating Duct Carcinoma (NOS):  

 Is the commonest type forming 70% of 

mammary carcinomas. 
 



 Gross picture:  

 The tumor commonly arises in the 
upper outer quadrant of the breast.  

 It appears as a small hard mass 
with ill-defined border. The tumor 
gives a gritty sensation during 
cutting due to the presence of 
excess fibrous stroma (scirrhous 
carcinoma).  
 



 The cut surface is grayish white and 
may show tiny yellowish foci of 
necrosis.  

 The nipple is retracted due to the 
excess fibrous stroma.  

 The skin covering the tumor 
simulates the peel of an orange 
"peau d'orange".  
 



 This is due to blockage of the superficial 

lymphatics by the malignant cells causing 

edema which raises the skin except at the 

points of attachment to the sweat and 

sebaceous glands.  

 By time the tumor becomes fixed to the 

skin and the underlying deep fascia and 

pectoralis muscles.  



 Microscopic picture:  

 Small groups or cords of malignant cells 

separated by abundant fibrous stroma.  

 The tumor cells are rounded or polygonal 

with darkly stained nuclei and mitotic 

figures. 
 







III. Medullary Carcinoma:  

 Accounts for 1% of mammary 
carcinoma. 

 Gross picture:   

 Well circumscribed, large and 
fleshy.  

 Cut surface is solid, homogenous, 
gray with foci of necrosis and 
hemorrhage.  
 



 Microscopic picture:  

 Large groups of cells separated by scanty 

fibrous stroma.  

 The malignant cells are rounded or 

polygonal with vesicular pleomorphic 

nuclei and many mitotic figures.  

 The stroma shows excess lymphocytes.  

 The prognosis is relatively good. 
 



IV. Mucoid (Colloid) Carcinoma:  

 Rare tumor of old age, growing slowly, 

forming soft, gelatinous large masses.  

 Histologically lakes of mucin with 

scattered malignant cells and malignant 

acini.  

 Some cells show vacuolated cytoplasm.  

 Prognosis is fairly good. 
 





V. Paget's Disease:  

 The disease is characterized by two 

features:  

A. An intraduct or scirrhous carcinoma 

spreading along the main mammary ducts 

infiltrating the epidermis covering the 

nipple and areola. 

B. Eczema of the nipple and areola. 

 The disease is rare and occurs in old age. 
 



 Gross picture: 

  The skin of the nipple and areola appears 

red, grandular, eroded and ulcerated. 

 Microscopic picture:  

 The epidermis is thickened and shows 

round, large, pale, vacuolated cells called 

"Paget's cells".  

 The dermis is infiltrated by masses of tumor 

cells. 
 





VI. Lobular Carcinoma:  
 A rare malignant tumor of the breast. 
  It starts as in situ lobular carcinoma, then 

becomes infiltrating.  
 The acini are filled with small carcinoma 

cells of uniform size and shape.  
 Next the cells infiltrate as strands only one 

cell in width (Indian file pattern) 
separated by fibrous stroma.  

 The tumor is characterized by being 
multicentric, bilateral and has a good 
prognosis. 

 



1. Direct Spread:  

 The tumor infiltrates the skin, deep fascia, 

pectoral muscles, ribs and pleura. 

 Occasionally the skin of the chest and 

arms is massively invaded by a scirrhous 

growth, so the skin becomes thickened, 

hard and fixed to the underlying 

structures, the picture is called "cancer en 

cuirasse". 
 





II. Lymphatic spread: 

 Is common and occurs early due to the rich 
lymphatics of the breast.  

 Lymphatic spread occurs by two ways: 

A. Lymphatic embolism causes metastasis to 
axillary, internal mammary, mediastinal 
and supraclavicular lymph nodes. 
Lymphatic spread also occurs to the 
opposite breast, liver and peritoneum. 

B. Lymphatic permeation leads to the 
formation of small malignant nodules 
under the skin. 

 



C. Blood spread:  Occurs lately to the lungs, 

bones, brain, liver, and adrenals. 

II. SARCOMAS OF THE BREAST 

 Sarcomas of the breast are rare and include 

fibrosarcoma, liposarcoma, angiosarcoma. 

III. Malignant lymphomas:  

 They form bulky rapidly growing tumors. 

 Sarcoma may arise on top of a pre-existing 

phylloides tumor. 

 



I. Traumatic mass: 

 (a) Traumatic fat necrosis,       

 (b) Hematoma. 



II. Inflammatory mass: 

 Acute abscess,             

 Chronic abscess,           

 Mammary duct ectasia. 

 Tuberculosis mass. 

 Gumma of syphilis. 

III. Hyperplastic mass:  Fibrocystic change 

(benign breast disease). 

IV. Neoplastic mass:  Benign and malignant 

tumors. 

 



 Gynaecomastia:  

 Means enlargement of the male breast.  

 The condition is rare and is caused by 
relative increase of estrogen due to: 

1. Liver cirrhosis and bilharzial hepatic 
fibrosis as the diseased liver is unable to 
inactivate estrogen. 

2. Excess estrogen intake as a treatment for 
carcinoma of the prostate. 

 



3. Feminizing tumors of the adrenal 
cortex and testis.  

 The lesion shows ductal hyperplasia 
and interductal fibrosis.  

 Microscopically the ductal 
epithelium shows hyperplasia.  

 The periductal fibrous tissue shows 
proliferation and hyaline change. 
 



 Carcinoma of The Male Breast:  

 A rare tumor which has the same 

histological picture as carcinoma of the 

female breast.  

 The prognosis is bad as the tumor 

infiltrates the surrounding structures early 

due to the small size of the male breast. 
 




