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Abstract

Myofibroblastoma (MFB) is an extremely rare benign tumor that can 
arise in various organs, but commonly in the breast. Albeit it is a be-
nign tumor, the diagnosis is frequently challenging with insurmount-
able difficulties as it might be erroneously diagnosed as a malignancy. 
Herein we are reporting a large-sized MFB presented as a non-tender, 
firm mass which interestingly was adherent to the skin and was ini-
tially thought as cancer. The patient underwent a wide local excision 
and histology confirmed MFB, and had no evidence of recurrence up 
to 8 months post-operatively.
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Introduction

Myofibroblastoma (MFB) is an extremely rare benign tumor 
that can arise in various organs and tissues, but most com-
monly in the breast. It accounts for less than 1% of breast tu-
mors [1]. It was first described by Wargotz et al in 1987, who 
reported 16 cases of this disease predominantly in men [2]. 
Although it is rare, it can add real challenges and difficulties to 
the preoperative planning and diagnosis due to its similarities 
to other benign and malignant breast lesions [3].

To our knowledge only a few cases were described in the 
literature. In this article, based on SCARE criteria we report a 
large-sized MFB presented as a non-tender, firm mass surpris-
ingly adherent to the skin in the upper outer quadrant of the left 
breast in a male patient.

Case Report

A 45-year-old man, an otherwise fit and healthy individual, 

was referred to an urgent breast clinic of a district general hos-
pital in the UK with a 2-month history of a slowly enlarging 
left breast lump. Therefore, he underwent a triple assessment 
as per protocol.

There was no history of breast trauma, associated breast 
tenderness or nipple discharge. The patient had no previous 
history of previous breast pathology, nor any family history of 
breast diseases. He is not on any regular medications, a non-
smoker and denied any anabolic steroid use.

Physical examination revealed that the lump was smooth, 
round and well-defined, but adherent to the overlying skin. 
Axillary lymph nodes were not palpable and abdominal and 
testicular examinations were both unremarkable.

Ultrasonography examination revealed an 8 × 3.8 cm 
round, well-defined, homogeneous mass in the upper outer 
quadrant of the left breast with associated vascularity (Fig. 1). 
A subsequent core needle biopsy of the lesion has shown this 
to be a benign MFB.

Following multidisciplinary team review, a decision was 
made to perform a wide local excision of the tumor. Subse-
quently, macroscopic histopathology revealed a well-circum-
scribed neoplasm surrounded by adipose tissue.

Microscopically, spindle-shaped myofibroblastic cells 
were observed to form haphazard fascicles separated by colla-
genous stroma. Occasional mild nuclear atypia was noted with 
one or two mitoses seen per 10 high-power fields (Fig. 2).

Although wide local excision was performed with a cu-
rative intent, the neoplasm abutted the anterior margin of the 
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Figure 1. Ultrasonography showing 8 × 3.8 cm round, well-defined, 
homogeneous mass (white arrows demonstrating the edges).
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resection, and therefore complete excision of the tumor could 
not be guaranteed. Follow-up ultrasound scans of breast at 3 
and 8 months post-operatively were normal and there was no 
evidence of recurrence upon examination.

Discussion

Wargotz et al were the first to describe MFB in 1987. They 
reported 16 cases of this disease predominantly in men [2]. 
Since then, more than 70 cases of MFB were also reported in 
the English literature [4].

MFBs are rare benign mesenchymal tumors, arising from 
fibroblasts and smooth muscles. They belong to a family of 
benign spindle tumors of mammary stroma [5]. MFBs most 
commonly occur in the breast of men predominantly aged 25 
- 87 years and post-menopausal women [5, 6]. In the existing 
literature, extra-mammary sites also have been reported.

The usual clinical presentation is a solitary, painless firm 
mass that is freely mobile. In our case, the mass was adherent 
to overlying skin, which is a unique feature of our case. As 
such tumors usually grow slowly over several months for up 
to 4 cm; in our case the tumor size was larger at approximately 
8 × 3.8 cm.

Histologically, MFB may exhibit several common patho-
logical variants; however, these all exhibit common basic com-
positions and growth patterns. In our case, the histopathology 
examination showed a classical type MFB as described earlier.

Ultrasonography usually shows a well-circumscribed sol-
id, homogenous, slightly hypoechoic mass. MFB often mimics 
fibroadenoma and therefore ultrasound alone cannot make a 
definitive diagnosis.

Clinical assessment and imaging alone may result in mis-
diagnosis of malignancy. Core biopsy is more appropriate test 
for diagnosis than fine needle aspiration [7, 8]. MFB is usu-
ally diagnosed by histopathology with immunohistochemical 
staining showing immunoreactivity to CD34, desmin, smooth 
muscle actin and vimentin. However, sometimes MFB diagno-
sis might be challenging as it could be mistaken for a diagnosis 

of cancer in rare cases due to the presence of spindle cells [9]. 
MFBs are usually treated by surgical excision and no recur-
rences have been reported so far. In our case, the patient was 
monitored with regular follow-up scans up to 8 months and 
no signs of recurrence identified on scans as well as on physi-
cal examination. To our knowledge it is the first case to report 
adherence of the MFB to the skin which initially raised the 
possibility of malignancy.

The learning points are as follows: 1) MFB must be con-
sidered as a potential differential diagnosis in patients who pre-
sent with a solitary painless breast mass; 2) MFB can present 
as mobile or fixed mass; 3) MFB often mimics fibroadenoma 
and therefore ultrasound alone cannot make a definitive diag-
nosis; and 4) Core biopsy is more appropriate for diagnosis of 
MFB than fine needle aspiration (FNA).
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