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Surgical Approach to Breast Hamartoma

and the Diagnostic Accuracy in Preoperative Biopsies
Meme Hamartomlarina Cerrahi Yaklasim ve Preoperatif
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ABSTRACT

Objective: Breast hamartomas are benign breast tumors, which are ob-
served very rarely. We aimed to share our surgical approaches and a compar-
ison of preoperative and postoperative pathology results of patients applying
to breast polyclinics.

Materials and Methods: Out of 32.000 patients approximately, we
reviewed data of 12 patients with the diagnosis of breast hamartoma retro-
spectively, who had applied to the breast polyclinic between dates of March
2007 and October 2012.

Results: All patients were female and their average age was 35 (17-58
years). Four of the hamartomas were detected in the right breast, and eight
in the left breast. The average diameter of lesions was 7.3 cm (3-21cm). The
diameter in our three cases was above 10 cm, and they were evaluated as
giant hamartomas. All our cases underwent a fine needle aspiration biopsy
(FNAB) or a core biopsy preoperatively. When the reports of preoperative
biopsies performed on patients who had applied due to a palpable mass and
the postoperative pathology reports were compared, it was detected that
they showed a substantial correlation.

Conclusion: Hamartomas are benign tumors of the breast. The rate of pre-
operative diagnosis is high when physical examination, imaging and histopa-
thology approaches are taken in combination. Although very rare, a surgical
excision should be performed due to the malignant change in tumors.
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Introduction

OZET

Amag: Meme hamartomlart ¢ok nadir goriilen benign meme tiimérleridir.
Bu ¢alismada meme poliklinigine bagvuruda bulunan hastalarda preoperatif
patoloji sonuglari ile postoperatif patoloji sonuglarinin kargilagtirilmasini ve
cerrahi yaklagimlarimizi paylasmayi amagladik.

Yontem ve Geregler: Mart 2007-Ekim 2012 tarihleri arasinda meme
poliklinigine bagvuruda bulunan yaklastk 32000 hasta arasindan meme ha-
martomu tanist alan 12 hastanin verilerini retrospektif olarak inceledik.

Bulgular: Tiim hastalar kadin olup yas ortalamas 35 idi (min-maks; 17-58).
Hamartomlarin dérdii sag memede sekizi sol memede saptandi. Lezyonlarin
ortalama gapt 7,3 cm idi (min-maks; 3-21). Ug olguda lezyon gapt 10 cm
iizerinde olup bu olgular dev hamartom olarak degerlendirildi. Olgularimi-
zin hepsine preoperatif ince igne aspirasyon biyopsisi (I{AB) veya kor biyop-
si yapildi. Ele gelen kitle ile bagvuran hastalara yapilan preoperatif biyopsi ile
postoperatif patoloji raporlar: karsilagtirildiginda biiyiik oranda korelasyon
gosterdikleri tespit edildi.

Sonug¢: Hamartomlar memenin iyi huylu tiimérleridir. Fizik muayene, go-
riintiileme ve histopatolojinin birlikte ele alinmasiyla preoperatif tani kon-
ma orani yiiksektir. Cok nadir de olsa malign degisim gostermesi sebebiyle
cerrahi eksizyon yapilmalidir.

Anahtar sozciikler: Hamartom, meme, biyopsi

Breast hamartomas are rarely seen, slowly growing and benign tumors (1-4). They can be observed in all age groups after puberty. Hamartomas
in the male breast have been reported in only three cases. These tumors have smooth contours, and may include fat, fibrous and glandular tissue
in various amounts. More than 60% of these are soft and cannot be palpated (5). As their contents vary, mammography findings show differ-
ences. A diagnosis is established by considering physical examination, imaging, and histopathology together (6).

Although these lesions were first called mastoma by Prym in 1928, then adenolipoma by Splading in 1945, and by Hogeman and Ostberg
post-lactational breast tumors in 1968, they were finally identified as hamartoma by Arrigoni (1) in 1971.

In this study, we clinically, radiologically and histopathologically evaluated hamartoma which we have detected in our clinic.
Materials and Methods

Out of 32.000 patients applying to the Breast Polyclinic of Haseki Training and Research Hospital between dates of March 2007 and
October 2012, 12 patients with the diagnosis of breast hamartoma were examined retrospectively. The diagnosis of hamartoma was estab-
lished by considering physical examination, imaging methods and histopathological findings together. Patients who had been diagnosed
underwent a mass excision surgery. Excised masses were histopathologically reexamined once again. Patients who had been diagnosed
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by a biopsy performed prior to surgery, but were identified as non-
hamartoma neoplasm in the pathological examination following the
surgery, were excluded. Patients were asked to visit for purposes of con-
trol examination at 6-month intervals. Median follow-up period was
31 (min-max; 3-54) months. There was no ethics committee approval
for this study. Written informed consent was obtained from patients
who participated in this study.

Statistical analysis

Data concerning demographicand clinical characteristics were analyzed
by using descriptive methods (means, minimum-maximum). The statisti-
cal software used was SPSS for Windows, version 15.0 (SPSS Inc., Chi-
cago, IL, USA).

Results

All our patients applied to our polyclinic with the complaint of a pal-
pable mass in the breast. All our patients were female, and the average
age was 35 (min-max; 17-58). Hamartomas were detected in four pa-
tients in the right breast, and in seven patients in their left. The average
diameter of the lesions was 7.3 cm (min-max; 3-21). The diameter of the
lesion was above 10 ¢cm in three patients, and those were evaluated as gi-
ant hamartoma (Table 1).

Our patients who had been identified with a palpable mass in the physi-
cal examination underwent ultrasonography and/or mammography. All
our patients were identified as having a solid lesion. Results related to

imaging had a benign appearance in ten patients, and two patients were

Table 1. Clinical summary of cases
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suspected of malignancy. Two patients with suspected malignancy un-
derwent further imaging procedures by Magnetic Resonance Imaging
(MRI); however, no findings which led to a differential diagnosis were
detected radiologically, and the lesion identified in both cases was pri-

marily considered as a fibroadenolipoma.

All patients underwent a preoperative biopsy. One patient received a fine
needle aspiration biopsy (FNAB), while 11 patients underwent a core
biopsy. Preoperative histopathological findings were consistent with
hamartoma in eleven patients. In one patient receiving core biopsy, his-
topathological findings were found to be compatible with a phyllodes
tumor. However, all the specimens were found to be consistent with
hamartoma in the pathological examination of postoperatively excised

masses.
Discussion and Conclusions

Breast hamartoma make up 0.7% of benign breast tumors in females (7).
The average age of incidence is around 45 years, and most of the patients
are above 35 years of age. In our series, the patients were aged between
17-58, and the average age was determined as 35 years. Six patients were
above 35 years of age, and six patients were under 35. Three cases of
breast hamartoma have been reported in the literature, which could also

be seen in males (8-10). All patients in our series were female.

The size of hamartomas in the literature vary between 1-25 cm (2). In
our series, lesions with varying sizes of 3-21 cm were detected, and the

average diameter was determined as 7.3 cm.

Patient Age Localization USG Mammography MR Biopsy Size (cm) Follow up
(years) (quadrant) FNAB (months)

1 58 Right + + - Hamartoma 21x17x14 34
Lower outer

2 38 Left + - - Hamartoma 3x6x4 23
Upper outer

3 17 Left + - - Hamartoma 6x4x5 3
Lower outer

4 36 Right + - + Hamartoma 7x5x4 18
Lower outer

5 29 Left + - - Hamartoma 6Xx4x3 22
Lower outer

6 46 Left + + - Phyllodes tumor  5x4x4 38
Lower inner

7 33 Left + - - Hamartoma 3x2x3 46
Upper outer

8 27 Right + - - Hamartoma 4x3x3 54
Lower inner

9 32 Right + + - Hamartoma 3x4x4 44
Lower outer

10 23 Left + - + Hamartoma 2x3x4 27
Upper outer

11 36 Left + - - Hamartoma 10x8x7 34
Lower outer

12 44 Left + + - Hamartoma 12x10x5 3
Upper outer

FNAB: Fine needle aspiration biopsy, +: done, - : was not done
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Table 2. Localization of hamartomas

Localization (quadrant) Patient (n)
Upper outer 4
Lower outer 6
Lower inner 2

Hamartomas are painless and slowly-growing tumors, which are mostly
localized in the outer quadrant of the breast (7, 11). All the patients in
our study presented with the complaint of a palpable painless mass. In
studies, it has been reported that hamartomas are recorded as 2 times
more frequently in the left breast and that 39% of those are localized
in the upper outer quadrant (12). In our series, it has also been identi-
fied that lesions are localized twice as often in the left breast (in the left
breast in eight patients, in the right breast in four patients). Four cases
were identified with hamartoma in the upper outer quadrant, six cases
in the lower outer quadrant, and two cases had those in the lower inner

quadrant (Table 2).

They are painless, slowly-growing masses, which are mostly localized in
the outer quadrant and do not invade the surrounding tissues. These le-
sions, which may be taken for fibroadenoma or phyllodes tumors, cannot
be palpated and are only identified in mammography.

Pathologically, there are findings where a microglandular adenosis is
present in fibroadipose stroma surrounded by a thin fibrous capsule (13).
In these lesions, a cure can be ensured by local excision (14). They are not
malignant lesions, but cases with recurrence have been reported (3, 4).
The median follow-up period of the patients in our series was 31 months
(min-max; 3-54), and no recurrence was noted. Very rarely, it has also
been reported that hamartomas develop into carcinoma (7). While an
invasive lobular carcinoma is reported to develop in some publications,
development of ductal carcinoma is the most frequently reported (15-21).
Thus, once the diagnosis is established, an excision should be performed

(Figure 1-3).

Hamartomas are soft, mobile lesions with smooth contours, which have
a nature similar to normal breast tissue (3). They are lesions that can
be well-contoured and have thin capsules, and which show opacity in
various degrees mammographically, depending on the fat amount in the
breast tissue (Figure 4). Ultrasonography findings resemble the mam-
mographic appearance. Breast hamartomas are not a substitute for the
breast tissue, but they only occupy space by pushing the breast paren-
chyma (4, 22). In MR, they appear as well-contoured and intense with
breast tissue, surrounded with smooth capsule. All our patients under-
went ultrasonography. Further imaging was performed on six patients by
mammography and on two patients by MRI Erdem et al. (23) reported
that clinical and imaging findings are more important in diagnosis, and
that the fine needle aspiration biopsy or the core biopsy has a limited
contribution in diagnosis. However, in our study no findings suggest-
ing hamartomas were detected in patients by imaging methods. Out of
twelve patients, 11 of those were diagnosed with hamartoma by a preop-
erative biopsy.

In this study, we determined that preoperative biopsies show a substan-
tial correlation with postoperative pathology results. Therefore, also con-
sidering the risk of a developing carcinoma, though very rarely, local exci-
sion by a preoperative biopsy should be performed on patients diagnosed
with breast hamartoma.

Figure 1. Giant hamartoma on the left lower outer quadrant

Figure 2.Image of intraaoperative hamartoma

Figure 3. Breast hamartoma immediately following removal
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Figure 4. Mammographic image of hamartoma
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Cikar Catismast

Yazarlar herhangi bir ¢ikar catismast bildirmemislerdir.
Hakem degerlendirmesi: Dig bagimsiz.

Hasta Onami: Yazili hasta onami bu ¢alismaya katilan hastalardan
alinmugtir.
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