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As tract 
Hamartoma of the breast is an uncommon entity, usually presenting as a well-demarcated 

breast mass. Microscopically, the lesion is composed of mammary glandular component, fibrous 
stroma, adipose tissue, and smooth muscle in variable proportions. Among the variants of breast 
hamartoma, muscular hamartoma is rare. This lesion should be differentiated from other breast 
tumors that contain smooth muscle element. 

We report a breast lesion of a 36-year-old woman diagnosed as a muscular hamartoma in 
which the muscular component is cellular and some mitotic figures are present. The criteria to dis­
tinguish between benign and malignant smooth muscle lesions in the breast, emphasizing mitotic 
count, are also discussed. 

Hamartoma of the breast is characterized 
by a well-demarcated breast lesion comprising a 
variable mixture of mammary epithelial element, 
fat, fibrous tissue, and, occasionally, smooth muscle 
in variable proportionsO). This benign lesion has 
been considered to be uncommon, but has become 
more frequently encountered with the increase of 
mammographic screening(2). Muscular hamartoma 
represents an unusual variant of breast hamartoma 
that contains prominent stromal components of 
smooth muscle(3). It is important for pathologists 
to be aware of this entity since it seems to be 
underdiagnosed, even in the case in which a breast 

mass is clearly demonstrated by mammography(4). 
The confusing points concerning hamartoma of the 
breast, muscular variant, which need to be clarified 
and discussed include the following : 1) the criteria 
to diagnose and to distinguish from other lesions 
which can also reveal the presence of muscular 
components, and 2) the criteria to distinguish 
between benign and malignant lesions. 

CASE REPORT 
A 36-year-old woman presented with a 

painless left breast mass. Four years previously, 
the lesion was detected as a 1 em circumscribed 
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soft mass by the physician. The lesion remained 
unchanged until last year, when it became progres­
sively enlarged. On examination, a 7 em circum­
scribed, firm, and mobile mass was palpated at the 
inner lower quadrant. Surgical removal of the entire 
breast mass and adjacent breast tissue was per­
formed and the specimen was sent for histopatho­
logic examination at Maharaj Nakorn Chiang Mai 
Hospital. 

Clinical information revealed that the 
patient had two full term pregnancies and had 
regularly taken oral contraceptive drugs for about 
ten years. Her obstetric and menstrual histories 
were not remarkable. 

Fig. 1. Mass (right of field) composed of mammary 
ducts and lobules, fibrous stoma, adipose 
tissue, and smooth muscle separated from 
adjacent tissue by a sharp interface. (H& 
E,x 40) 

Fig. 2. Smooth muscle bundles closely related to 
foci of sclerosing adenosis with myoepi­
thelial proliferation. (H&E,x 100) 
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Fig. 3. Compact bundles of smooth muscle cells. 
(H&E,x 100) Inset, uniform smooth muscle 
cells showing eosinophilic cytoplasm and 
blunt-ended nuclei. (H&E,x 400) 

On gross examination, the lesion was a 
well-circumscribed ovoid mass measuring 7 x 5 x 5 
em. The cut surface was gray-white and firm. A 
few small cysts filled with clear fluid, measuring 
0.1 up to 0.5 em, were observed. Histologic exami­
nation revealed an unencapsulated mass separated 
from adjacent breast tissue by a sharp interface 
(Fig. 1). The lesion contained numerous irregularly­
arranged mammary ducts and lobules with loose 
paucicellular stroma sparsely infiltrated by lympho­
cytes and plasma cells. Foci of sclerosing adenosis 
with proliferation of myoepithelial cells were · 
observed in some areas (Fig. 2). Cystic dilatation 
of the mammary ducts with apocrine metaplasia 
was noted. Closely surrounding the glandular com­
ponent were bundles of uniform elongated spindle­
shaped cells with eosinophilic cytoplasm (Fig. 3). 
Their nuclei were uniform and vesicular with blunt 
ends. Focal areas of mature fat tissue admixed with 
fibrous stroma and eosinophilic spindle cells were 
observed (Fig. 1). Mitotic figures without atypical 
form were occasionally present in the glandular 
element and the fibrous stroma, whereas, rare mito­
tic figures (approximately 1 in 50 high power 
fields) were seen in the areas of eosinophilic spin­
dle cells. There was no stromal hypercellular area, 
nuclear pleomorphism, or abnormal mitosis 
detected. 

Further studies to identify the specific cell 
type of those eosinophilic spindle cells were per­
formed. By trichrome stain, the cytoplasm showed 
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intense reddish staining. Immunohistochemical 
stains revealed positive intracytoplasmic staining 
with anti-smooth muscle actin and anti-desmin 
antibodies. Negative result was obtained by using 
anti S-100 antibody. These results supported the 
smooth muscle nature of the eosinophilic spindle 
cells detected by H&E staining. Ultrastructural 
study was performed on the tissue that was already 
fixed in formalin. The spindle cells revealed nume­
rous intracytoplasmic myofilaments and scattered 
fusiform dense bodies ; however, some other ultra­
structural details were rather poorly preserved due 
to initially improper fixation. 

The postoperative course was uneventful. 
There was no recurrence within 6 months post­
operatively. 

DISCUSSION 
Hamartoma of the breast was first defined 

by Arrigoni et al(5) as a well-demarcated encap­
sulated breast tumor composed of mammary glan­
dular tissue with prominent lobular arrangement, 
fibrous stroma, and fat in variable proportion. This 
entity is now well recognized in the radiologic lite­
rature( 4). Macroscopically, the lesions are usually 
well-defined, round to oval or lens-shaped masses. 
On histologic examination, they are sharply cir­
cumscribed with or without capsule(2,4). There is 
a spectrum of change ranging from normal mam­
mary tissue to the full gamut of change in benign 
breast diseaseCO. It was suggested by Jones et al(6) 
that variable histologic patterns of breast hamar­
toma may represent the results of physiologic 

changes in the mammary gland. Practically, diag­
nosis of breast hamartoma is based on exclusion 
of other well characterized benign mammary 
tumors(5). However, the term breast hamartoma 
was probably not uniformly used among the inves­
tigators since some benign breast lesions such as 
adenolipoma have been accepted as breast hamar­
toma by some authors but not by othersC7). 

In 19-73, Davies & RiddeU(8) described 2 
cases of "muscular hamartoma", which later on 
were accepted as distinctive and extremely rare 
variants of mammary hamartoma(9). The origin of 
smooth muscle in muscular hamartoma is uncertain 
but is attributable to myoepithelium, muscle in the 
walls of local blood vessels, and undifferentiated 
mammary mesenchyme(8). To our knowledge, 
approximately eleven cases of muscular hamartoma 
have been reported in the literatureC1.3,8, 10-13). 
Clinical data of these patients are summarized in 
Table 1. The patients' ages ranged from 34 to 61 
years (mean 44.3 years). Most patients presented a 
breast mass with a duration ranging from 2 weeks 
to 4 years (mean 18.8 months). The lesions varied 
in size from 2.5 em to 8 em (mean 5.0 em). Com­
pared to the usual mammary hamartoma, these 
values were not significantly different( 4). Concern­
ing the description of muscular hamartoma men­
tioned, we believe that the lesion of our patient 
reasonably deserves the description of muscular 
hamartoma. Numerous eosinophilic spindle cells 
found were morphologically characteristic of 
smooth muscle. This was supported by immuno­
histochemical studies as mentioned earlier. Regard-

Table 1. Summary of the clinical information of the reported cases of mammary muscular hamartoma. 

Author(s) No. of Age Side Duration of Size Operation Follow-up Result 
case(s) (Years) symptom (em) (months) 

Davies&Riddel!(8) 2 44 Rt. 3Mo 7 Excision 40 NED 
48 Rt. 2Wk 3.5 Excision NI NI 

Huntrakoon&Lin( I 0) I 34 Lt. 0 8 Excision NI NI 
Bussolati eta]( II) I 44 Rt. 0 5.5 Enucleation 6 NED 
Daroca et a! (12) 3 39 Rt. 0 3 Excision 13 NED 

61 Rt. I Mo 3.5 Excision 5 NED 
38 Lt. I y 2.5 Excision NI NI 

Shepstone et a! (13) 52 Rt. 4Y 7 Enucleation 6 NED 
Fiirgaard&Kristensen(3) I 47 Rt. NI 3.5 Enucleation NI NI 
Fisher et a!( I) 2 NI NI NI NI NI NI NI 
Present report 36 Lt. 4Y 7 Excision 6 NED 

NED : No evidence of disease ; Nl : No information ; 0 : Asymptomatic mass detected during routine physical examination 
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ing ultrastructural studies in muscular hamartomas, 
it has been reported that the spindle cells had cha­
racteristic features of smooth muscle( 10, 12, 13). 
The typical findings included numerous intracyto­
plasmic actin microfilaments with interspersed fusi­
form dense bodies, plasmalemmal attachment 
plaques, surface pinocytic vesicles, and external 
lamina( 1 0). Although the ultrastructural details 
were not completely preserved in our case, pre­
sence of numerous intracytoplasmic myofilaments 
and scattered fusiform dense bodies were consistent 
with smooth muscle nature of these spindle cells. 

To distinguish muscular hamartoma from 
other smooth muscle-laden lesions, including fibro­
adenoma and phyllodes tumor, and smooth muscle 
tumor, the criteria used are discussed as the follow­
ing. In fibroadenoma, besides smooth muscle com­
ponent, the stroma is characteristic of typical fibro­
adenoma with foci of myxomatous change(l4). 
Moreover, fibroadenoma with smooth muscle com­
ponent reveals neither preserving of mammary 
lobular structures nor adipose tissue(6). In phy­
llodes tumor, a hypercellular stroma with foci of 
irregular intracanalicular growth and presence of 
mitoses are characteristic( 4). Concerning smooth 
muscle tumor of the breast, admixture of disorga­
nized glandular structures and smooth muscle in a 
well-circumscribed lesion and presence of fat and 
fibrous tissue are not the consistent features(l5). 

In the present lesion, mitotic figures were 
occasionally encountered in the fibrous stroma but 
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very rare in the smooth muscle element. In breast 
hamartoma, mitotic figures were reported to be 
absent or extremely rare by some authors(4). Con­
cerning muscular hamartomas, mitotic figure in 
muscular component was absent when it was 
mentioned(8,10,12,13). In addition, neither recur­
rence nor metastasis was reported in the follow­
up duration of 5 to 40 months following surgery. 
Therefore, muscular hamartoma seems to have a 
benign course. However, in the presence of mitotic 
figures, it is still important to distinguish between 
malignant and benign lesions. Regarding smooth 
muscle tumor of the breast, the tumor with 3 or 
more mitotic figures/1 0 HPF was considered leio­
myosarcoma, while benign tumor should show no 
mitosis06). In spite of this suggestion, occasional 
mitotic figures were reported in fibroadenoma with 
smooth muscleCl4) and rare mitoses in some 
leiomyomas of the breast as we11(15). Although the 
definite histologic criteria to determine the malig­
nant potential of smooth muscle tumor of the breast 
has not been settled(15), in our opinion, mitotic 
count in smooth muscle lesion of the breast should 
be used as a guideline, in association with other 
histologic parameters, to predict the outcome for 
an individual patient. 

ACKNOWLEDGEMENT 
The authors wish to thank Associate Pro­

fessor Pramote Vanittanakom, Ph.D., for per­
forming the ultrastructural study. 

(Received for publication on September 4, 1996) 



Vol. 80 No. 10 MUSCULAR HAMARTOMA OF THE BREAST 679 

REFERENCES 
1. Fisher CJ, Hanby AM, Robinson L, Millis RR. 

Mammary hamartoma : a review of 35 cases. 
Histopathology 1992; 20: 99-106. 

2. Scott-Conner CEH, Powers C, Subramony C, 
Didlake RH. Changing clinical picture of mam­
mary hamartoma. Am J Surg 1993; 165: 208-12. 

3. Fiirgaard B, Kristensen S. Muscular hamartoma 
of the breast: a case report. Acta radio! 1992; 33: 
115-6. 

4. Daya D, TrusT, D'Souza TJ, Minuk T, Yemen B. 
Hamartoma of the breast, an underrecognized 
breast lesion : a clinicopathologic and radio­
graphic study of 25 cases. Am J Clin Path 1995; 
103: 685-9. 

5. Arrigoni MG, Dockerty MB, Judd ES. The iden­
tification and treatment of mammary hamartoma. 
Surg Gynecol Obstet 1971; 133:577-82. 

6. Jones MW, Norris HJ, Wargotz ES. Hamartomas 
of the breast. Surg Gynecol Obstet 1991; 173: 
54-6. 

7. Tavassoli FA. Pathology of the breast. New York, 
Elsevier, 1992, 128-30. 

8. Davies JD, Riddel RH. Muscular hamartomas of 
the breast. J Pathol 1973; 111: 209-11. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

Oberman HA. Hamartomas and hamartoma 
variants of the breast. Semin Diagn Pathol 1989; 
6: 135-45. 
Huntrakoon M, Lin F. Muscular hamartoma of 
the breast. An electron microscopic study. Vir­
chows Arch A Pathol Anat Histopathol 1984; 
403: 307-12. 
Bussolati G, Ghiringhello B, Papotti M. Subareo­
lar muscular hamartoma of the breast. Appl Pathol 
1982; 2: 92-5. 
Daroca PJ, Reed RJ, Love GL, Kraus SD. Myoid 
hamartomas of the breast. Hum Pathol 1985; 16: 
212-9. 
Shepstone BJ, Wells CA, Berry AR, Ferguson 
JDP. Mammographic appearance and histopatho­
logical description of a muscular hamartoma of 
the breast. Br J Radio! 1985; 58: 459-61. 
Mackenzie DH. A fibroadenoma of the breast 
with smooth muscle. J Path Bact 1968; 96: 231-2. 
Diaz-Arias AA, Hurt MA, Loy TS, Seeger RM, 
Bickel JT. Leiomyoma of the breast. Human 
Pathol1989; 20: 396-9. 
Chen KTK, Kuo TT, Hoffmann. Leiomyosar­
coma of the breast : A case of long survival and 
late hepatic metastasis. Cancer 1981; 47: 1883-6. 

~ .- .-
f!JWl.Jf! fijnJfJJ,JJW>JFT, W.l.J. *, 

LIH1f'"IW1 1'lfern1n!, W.l.J. *, NW~f11 "Nflfljflll.J"J!f, W.l.J. ** 

Hamartoma 'll!l~Liill"U).IL th..1m1::~-wu hhJrJtJ fhu h1(jj"WU'i!ltl t 'iflL U"Url!l"U~Liill"IJ).I;S~j:j'lJ!lUL'lJ\Pii'\PIL'I"U l\Pitiil 
~ " <-I. I " .f .; 1 ~ 1 ~ ' ..1 ' ~ 
~m~mJ::Yn~nmN~~'Yl'i'i!Pl"U'Ylu'i::ntJU\Piltl mammary gland, fibrous stroma, LL~:; L"UtlLtJ!l 'lll-J"U "U<1"\PI<1"l"U'Y1LL\Pin\Pil~nu 

muscular hamartoma ~\PILU"U variant 'YI~~'lJ!l~ hamartoma 'lJt:NLiill'l.ll-J <H~-wu11ilmn nl'iliJ'I;:lm!ltJbfl'lf'W\Piif~lLU'l.l 
liltJ~"i'W'I;:lmwn l'ifl'llnn!l'l.I~Liill'l.l).l'lf-Q\PI~'l.l~j:j smooth muscle Li:Juril'l.ltl'l::nm.J 

ed''iltJ~l'l.IJiil'WlL<1"'l.l.!lrlfl"U~Liill'l.ll-J'lJ!l~eJtlltJ'Yit]~mfj 36 i1'Yiil~'iltl y\1\ilfum'i'S'U'I;:lm U'l.l muscular 

hamartoma L\PitJril'l.l'lJ!l~ smooth muscle Juj:j~l'l.ll"UL'lfaGfmn LLa:;j:j mitosis ~l'l.ll'l.IL~mT!lti 'ill-JJ~M!liiU'iltJLRtJlnu 
mru?11um'i'5'W'I;:lmLt~m::'YI-h~'i!ltJT-iA<H~tJ'i::n!lu!illtJ smooth muscle v\d]u benign nu malignant l\PitJmAtJ 

nl'iUU~l'l.ll'l.l mitosis 

* fllfll'll"lYWlOl'Yltll, FlOJ::LL"W'Yltll'llOl"lWf l-Jln'imn~m;ltJ~hu.i, L;ftJ~Lm.i 50200 

•• h~v.mul<lUl'll'l~. inY;j\J 51120 



680 J Med Assoc Thai October 1997 

ERRATUM 

Mo-Suwan L et al. Calcium and phosphate solubility curves for parenteral nutrient 
solutions containing Varninolact® 1997; 80: page 517. 

* TA =(VB- NB x 1000) IV S 

should be: 

* TA =(VB X NB X 1000) I v s 


