
1. Introduction 
 
Various stages of female breast examination are 
aimed at detecting abnormality in form of palpable 
or impalpable mass. Three basic applicable ap-
proaches are physical examinations, and these have 
long prove proficient to both the patients and inves-
tigators in the early detection of arbitrary female 
breast growth [1-7]. Also the convenience, rapidity 
of result production, the reliability [8], and repro-
ducibility of such results have increased female 
breast screening by proficient mammography [9-11], 
than other medical physical examination and breast 
self-examination.  
 Tumour of the female breast is a basic form 
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One of the most predictors of local breast excision is palpable lump. Proliferative palpable benign breast dis-
eases (PPBBDs) have risk factors for breast cancer development. The aim of the study is to determine the fre-
quency at which biopsies are taken in the absence of axilla lymph node, dependable aspiration cytology result, 
and effective mammography report for the increasing types of PPBBDs. In 3years were 200 breast biopsies 
and 110 (55%) were PPBBDs of 9 lesion types such as fibroadenoma, fibrosis, fibrocystic disease, galactocele, 
traumatic fat necrosis, adenoma, dermatitis, and granulomatous mastitis. Fibroadenoma and fibrocystic disease 
occurred 93 times (84.5% out of 110).PPBBDs were found to have predilection for age range of occurrence 10
-30 years, and mostly an incidental finding as palpable within few weeks to 10 years with size range between 
0.8x0.5x0.3cm to 8.8x6.0x4.0cm. Age group distribution revealed 26 cases in 10-19; 44 cases in20-29; 19 in 
30-39; 9 cases 40-49; 11 cases 50-59; and 60-69 1 case. The site of incidence is mostly unilateral, and reoccur-
rence rare. Atypical hyperplasia and papillomatosis may co-exist with PPBBD types, and chronic inflamma-
tory cells, fibrosis, collagenous and fibromyxomatous stroma proliferation de-limit advance to cancer. Our 
study confirms that fibroadenoma, fibrocystic disease, and adenoma were popular PPBBDs with subclinical 
face, and do not provoke axillar lymph node.  
 
Keywords: Female Breast, Benign Tumour, Proliferation, Occurrence, Biopsy, Age Group, Morphology, 
Mammography. 

of disease and no matter the developing features that 
may contribute in the characteristic classification 
into benignant and malignant condition must have 
certain etiological frontier to discover. The dynamic 
influence of man on his environment has interplayed 
with climatic changes in addition to nutrition and 
inheritable gene and has increased the number of 
females at risk of breast disease [12-18]. Collective 
studies on these factors have shown subjective out 
come [20-21], and were considered a step toward 
unveiling the accurate disease of the breast by fine 
needle aspiration cytology (FNAC) and large-core 
needle biopsy (LCNB) or histological analysis. The 
presence of palpable lump in female breast usually 
call for biopsy particularly when there is nipple dis-

A
fr

ic
an

 B
iographical Cen

tr e

Dir e ctories of African B

io
g

rp
h

y* *
a b c

ABC Publishers Inc 



charge [23] and/or mastodynia, and mastalgia 
[24,25].    

 Several diagnostic measure tried on female 
breast cancer samples have incriminated genetic fac-
tors as epidermal growth factors in association with 
other factors in general breast tumorigenesis [26-30]. 
 Different findings have been empirical 
changes in serum transferring receptor levels [31], 
steroid hormones in both tumour types [16], and the 
presence of monoclonal antibody levels (though in 
men) that had remained difficult to be differentiated 
[32-34]. Therefore levels of hormones in variable 
presence or absence do suggestively predicate hu-
man breast cyst progression; and causative factors of 
human normal breast tissue development and prolif-
eration [24]. Hence, mastalgia – a concern symptom 
of breast cancer, can yield endocrine abnormalities 
[35] without associated specific histologic features. 
Though the various investigative approaches favour 
the classes of female breast cancer and prognostic 
values necessitated, but when in contrast with be-
nign lesion the applications are unnecessary. This is 
because the fate of benign lesions of the breast is 
unknown or otherwise known only if the histo-
morphologic entities of benignancy favour inno-
cency than borderline by Bloom-Richardson tumour 
grading [36] as employed in a case [37].        
 Therefore we search for proliferative palpa-
ble benign breast diseases (PPBB Ds), frequency of 
occurrence, histologic features, and the possible age 
relationship to provoking etiologic factors. 
  
2. Materials and Methods 
 
The search of archival records of the Department of 
Histopathology, Abia State University Teaching 
Hospital, Aba, revealed 1358 reports on breast biop-
sies from the year 2001 to 2003. The reports and the 
corresponding paraffin wax blocks retrieved, and 
200 were relevant for the study. The specimens to 
these were from private Hospitals within the city of 
Aba and from the Institution’s Department Surgery. 
In general, the finding revealed 323 in year 2001, 
431 in 2002, and 604 in 2003 of patients diagnosed 
and observed with proliferative palpable benign 
breast diseases (PPBBDs). Two biopsies from a 
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male and female were disqualified alongside 88 oth-
ers because they lack merit in the study. Of the 110 
cases out of 200 that occurred in the search were fe-
male patients with palpable breast lumps, of which 
adequate clinical history and observations reflected 
reasons for biopsy. Individual patient follow-up 
study was not considered, granted that most patients 
were lost either as a result of habitual relocation or 
inability to honour clinical appointments, or as the 
given residing house addresses were so difficult to 
locate. 
 The routine processed 10% formalin-fixed 
and paraffin embedded blocks retrieved were sec-
tioned at 5um, and stained by haematoxylin and eo-
sin for general tissue microscopic architecture. All 
lesions were classified and grouped histologically 
according to microscopic features salient to confirm 
different individual lesion that occurred. 
 
3. Results 
 
Of the 1358 mammary biopsies discovered in the 
year2001 to 2003, were 200 (14.7%) cases of palpa-
ble breast lumps diagnosed of diseases. Ninety cases 
were excluded because they were either cancer cases 
or failed I the required criteria for consideration. The 
110 (55% of 200) proliferative palpable breast dis-
ease cases revealed 9 different benign lesions occur-
ring in the right and left sites. The lesions comprised 
PPBBDs in our findings were all benign, and such 
that were found include fibroadenoma, fibrocystic 
disease, granulomatous mastitis, adenoma, dermati-
tis, galactocele, phyllodes tumour, traumatic fat ne-
crosis, and fibrosis. Both sites incidence of PPBBDs 
were 17 and 23 found in the year 2001, 20 and 19 in 
2002, and 2003 15 each for left and right respec-
tively. Bilateral presentation was found very rare; 
such that in year 2002 was one case and 2 cases for 
year 2003. The occurrence pattern of individual le-
sions and their distribution frequencies were out-
lined in table 1.  
 Since some diseases have age occurrence 
pattern within medico-geographical location, there-
fore the racial distribution may be interwoven with 
presentation, thereby denoting age group involve-
ment. The frequency of occurrence presented and the 



characteristic distribution pattern for PPBBDs bur-
den particularly of fibroadenoma and fibrocystic dis-
ease among the age groups within the years covered 
is significant (table II). Fibroadenoma showed re-
markable frequency of distribution in all the years. 
Age groups 10-19 and 20-29 stood out as most bur-
dened with the lesions. In contrast, fibrocystic dis-
ease featured 48 (40.4%) cases out of 110 as against 
50 cases (45.5%) of fibroadenoma in the same sur-
vey size, and is age upward observed among age 
groups 20-29, 30-39, and 40-49. Relevantly, fibro-
cystic disease was spotted in age group 10-19 which 
it nearly spared save for in the year 2002. Nine cases 
of different PPBBDs were obtained, and fibroade-
noma and fibrocystic disease dominated, and to-
gether with others occurred most   in an increasing 
tailing in three age groups- 10-19 30 cases (27.3%), 
20-29 39 cases (35.5.3%), and 18 cases (16.4%) in 
30-39 out of 110 cases. Others PPBBDs cases oc-
curred sparingly and discretely, and together with 
fibroadenoma and fibrocystic disease adsorbed 70-
79 age groups. 
 The clinico-morphology of PPBBDs were 
characteristically none axilla lymph node, size of 
node, duration of occurrence during which biopsy 
was taken, and histologic characters. These were 
found relevant and significant of proliferative palpa-
ble benign lesions of the breast table III. The dimen-
sion of biopsies diagnosed of size 5.3x4.6x3cm, 
were with average median size range of 
1.0x0.8x0.6cm to 6x6x3cm. In contrast, fibrocystic 
disease average range size 1.3x1.1x0.5cm to 
5.7x4.3x3cm, and average median value of 
1.0x0.8x0.3cm 5x4x2cm were observed. These vari-
ables also dominant sizes that characterized other 
benign lesions of the breast save for granulomatous 
mastitis which presented a staggering size of 8xo.5x 
o.3cm to 8.0x6x4cm and is two pieces. Average size 
range of 0.8x0.5x0.3cm to 8.0x6x4cm was found for 
all PPBBDs in the study. The duration at which time 
patients noticed and persistently observed palpable 
lump were variably different and aberrantly consis-
tent for all PPBBDs in the study table II. Two 
(1.8%) patients claimed ignorant of exact time of 
lump onset, and 70% of patients found lump inci-
dentally. This was after awareness campaign on fe-
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male breast self-examination and education. A range 
of few weeks to 10 years were observed of PPBBDs 
during which surgical intervention by excision of 
palpable lumps were done. 
 Clinical findings suggestive of excision bi-
opsy were apparent and 90% of patients were not 
aware of any abnormality before breast self-
examination campaign and education. However, 
painless, mobile, and often times increase in size of 
mass characterized the bizarre history and duration 
of one week to one month observed for fibroade-
noma and fibrocystic disease at occurrence of 70% 
(35 cases out of 50 cases) and 72% (32 cases out of 
44 cases) cases respectively. Multiple nodes were 
infrequent finding per patient, and the largest ex-
cised is included in the 26.6% (25 out of 94 cases) of 
fibroadenoma and fibrocystic disease. Painless were 
7 cases out of 44 fibrocystic diseases, and with fi-
broadenoma pain was found inconsistent and is ob-
served with increasing mobile lumps. Recurrent 
growth was only in 3 cases of fibroadenomas and 2 
of these cases were on the same sites of right and left 
in two patients but present within a year, and in a 
case, a year and half. One case reoccurred in three 
years and is diagnosed fibrocystic disease. This ap-
peared at a distance in the lower half from the previ-
ous site at right breast.  
 The histological diagnosis confirmed 9 dis-
ease conditions of benign characters as in table IV. 
In particular, fibroadenoma showed five pattern as 
follows:  
Intracannalicula         16 cases 
Pericannacular           17 cases 
Mixed pattern            13 cases  
Tubular adenoma pattern        2 cases,  
Atypical hyperplasia  6 cases in addition to 
various patterns present.  
 Fibrocollagenous and myxomatous stroma 
were well prominent in 10 cases and scanty were slit
-like glands (Figures 1 and 5). In others, stroma and 
glandular structures of numerous shapes sizes were 
in competitive abundance, and is not in any way as-
sociated with size of lump.  
 Fibrocystic disease displayed few cellular 
pattern in preference for cystic glandular structures 
that tend to oppose extension of myxoid and fibro- 
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collagenous elements. Also limited papillary bud 
areas co-habit myxomatous stroma in some cases as 
in figures 1 and 4. Chronic inflammatory cells are 
mostly mononuclear in 28 cases out of 44 cases, and 
8 cases showed dilated multiple cysts filled by fluid 
in the cavity i.e. in contrast to other cysts of various  

 
sizes and shapes. Other lesions of PPBDs were exact  

 
in their individual histomorphologic components 
table 4. 
 

Figure 1: Fibrocystic Disease with atypical Hyperplasia 
and fibrocollagenous stroma. X40 objectives 

Figure 2: Two different kinds of PPBBDs in a combined oc-
currence in a case. X10 objectives 

Figure 3: Myxomatous and highly collagenous stroma. X40 
objectives 

Figure 4: Various Cystic sizes in a pattern of fibrocystic Dis-
ease. X50 objections. 

Figure 5: Epithelial Hyperplasia and Myxomatous stroma of 
Fibroadenoma. X50 objective. 
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Lesion 2001 2002 2003 
   

Frequency  
Site  

Frequency  
Site  Site 

 Left Right Left      Right  L & R Left Right L & R 

Fibro-
adenoma 

17 10 7 19 10 8 1 14 7 7 2 (1) 

Fibrosis 2 1 1                 

Adenoma 4 3 1                 

Granuloma-
tous Mastitis 

      1   1           

Galactocele 1 1   1   1           

Phyllode 
Tumous 

1 1                   

Traumatic 
Fat Necrosis 

1   1                 

Fibrocystic 
Disease 

14 7 7 19 9 10   15 6 5   

Dermatitis               1   1   

Total 
Frequency 

40 23 17 40 19 20 1 26 13 13 4 

 
Frequency  

  

Table 1: Female Breast Lesions characters and Distribution in the years and site of Occurrence 

Lesion Year                                              Age Group Total Frequency per 
Lesion 10-19 20-29 30-39 40-49 50-59 60-69 

Fibroadenoma 2001  
2002                
2003 

10         
8             
6 

6           
10        
3 

1 
3 

-           
1           
2 

    17                              
19                              
14 

Fibrosis 
  

2001 
2002  
2003 

1 
  

1 
  

  
  

  
  

  
  

  
  

2 
  

Adenoma 2001   
2002  
2003 

4             
- 

          4                                 
- 

Granulomatous  
Mastitis 

2001  
2002  
2003 

               
1 

                                             
1 

Galactocele 2001  
2002  
2003 

 1             
1               
- 

           1                                 
1 

Phyllodes Tumour 2001  
2002  
2003 

        1  1 

Fibrocystic Disease 2001  
2002  
2003 

                
1 

5            
5           
4 

5           
8            
6 

4           
5           
5 

    14                              
19                              
15 

Dermatitis 2001  
2002  
2003 

                
-            
1 

                                             
-                               
1 

Traumatic Fat Necrosis 2001  
2002  
2003 

      1     1 

Total occurrence   30 39 24 18 1   110 

Table 2: Distribution and Frequency of Breast Lesion among the Age Groups. 
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  2001 2002 2003 

Lesion Dimensional 
Range 

Range of Du-
ration 

Dimensional 
Range 

Range of 
Duration 

Dimensional 
Range 

Range of Dura-
tion 

Fibro-adenoma 0.6x0.2x0.1cm 
to 5x5x4cm 

5wks to 1.3yrs 
2 cases, 2yrs 
reoccurred 

1x0.8x0.6cm to 
6x6x3cm 

3 to 
6months 

0.7x0.5x0.2cm 3 to 4mnths. 1 
case received 
with  1.6yr 

Fibrosis 4x3x3cm 6mnths     3x2x1cm   

Fibrocystic 
Disease 

2x2x1cm to 
7x4x4cm 

1wk to3yrs 1.0x0.8x0.3cm to 
5x5x3cm 

4 to 
11months 

0.6xo.6xo.2cm   

Adenoma 2x2x2cm to 
5x4x3cm 

      1.5x1x1cm   

Granulomatous 
Mastitis 

    8x6x4cm 
(2pices) 

1yr     

Galactocele 3x2x2cm 3mnths 3x2x1cm       

Dermatitis   3yrs     0.8xo.6x0.4cm   

Phyllodes  
Tumour 

10x9x2cm to 
4x3x2cm 

1yr 3x1x0.5cm 10yrs     

Table 3: Histomorphological and Clinical evidence 

Lesion Type/Pattern Histomorphologic Element 

Fibroadenoma Intracannalicula, Pericanna-
licula, Mixed cannalicula, 
Tubular Adenosis. 

Proliferative myomatous stroma and glandular structure in tubular pattern. Slit-
like cleft and cylindrical fashion glands lined by heaped-up epithelial cells or 
rather small numerous proliferating acini. Stroma characterized by fibrocolla-
genous and myxomatous components. Atypical hyperplasia is present and mono-
nuclear inflammatory cells infiltrating. 

Fibrocystic 
disease 

Fibromyxomatous and/or 
myxomatous. 

Lobular structure invaded by dilated cystic duct. Glands show papillary buds 
lined by hyperplastic epithelial cells. Or multiple cysts filled fluid is soiled by 
fibromyxomatous/myxomatous stroma. Chronic inflammatory cells, hyperplastic 
cystic walls are few, and glandular atypia occasional. 

Adenoma Lactating  
Tubular 

Proliferative tubular glands lined by compacted neoplastic cells separated by 
delicate connective tissue 

Fibrosis Fibrous stroma, Lobular 
glands/fibrous stroma 

Fibrous element and chronic inflammatory cells invades lobular architecture. 
Proliferating tubular glands lined by secretory epithelial cells are evident, and 
stroma is fibrous. 

Phyllodes Tu-
mour 

Fibroepithelial Active fibroblastic cells closely packed are with plump elongated nuclei that are 
pleomorphic, few glandular structures, and skeletal muscle interruption present. 

Granulomatous 
Mastitis 

Tubercular Active fibroblastc cells proliferation, lymphocytic infiltration, Langhan giant 
cells in the midst of expanding epithelioid cells. Ceaseous necrosis and few tu-
bercles present 

Galactocele Xantomatous/Collagenous Bands of mononuclear, plasma cells, and xantomatous form cells of firm 
enlarged lobules surrounded by strands of collagenous tissue. 

Necrosis Traumatic Fat Necrosis Massive fat cells necrosis and fibrous bands intensely infiltrated by mononuclear 
and foreign body giant cells. 

Dermatitis Chronic-on-nonspecific Focal tumour nodule that is fibrotic are invaded by mononuclear chronic  cells 

  Table 4: Histomorphologic Features of Individual Lesions of PPBBDs. 

 



4. Discussion  
 
Several form of mammary diseases have been associ-
ated with increasing expression of epithelial specific 
matrix metalloproteinase matrilysin(MAT) considered 
to contribute in early stage of tumorigenesis[38]. Con-
sequently, the development of lump in the female 
breast calls for pathologic examination of all breast 
biopsies in order to establish appropriate histologic 
characters for benignant or malignant diagnosis. Be-
fore 1970s, palpable breast is suggestive of disease, 
and indicates breast particularly when history is suspi-
cious of malignancy [39]. Our study discovered that 
the reasons for breast biopsies were based on the pres-
ence of lumps irrespective of the site and clinical his-
tory. Thee knowledge gained poses the questions, do 
all female breast lumps suggest the presence of lesion? 
Also must all female breast lumps be removed? 
 The Association of Directors, Anatomic and 
Surgical Pathology USA, while in attempt to solving 
all diagnostic discrepancies, emphasized on the need 
for adequate material to accompany all histological 
samples [40]. This pre-supposes that wrong pathologic 
report may emanate from clinical inadequacy. Very 
clear in our observation is the contrary. No adequate 
information was obtained from consulted patients and 
made available to the diagnosing Pathologist. This is 
presumably largely due to poor informed knowledge 
of breast self-examination outcome by patient, and to 
a lesser extent the inability of the consulting Clinician 
to have requisite equipment for appropriate clinical 
diagnosis. Therefore, any lump is undoubtedly consid-
ered for surgery at patients’ instance. Also that ability 
of consulting surgeon to advice and convincingly help 
previous ill-instructed patients against punitive exci-
sion was lacking. Though who will be able to dare 
against made-up mind of psychosocial patient suspi-
cious of breast lump [41]. Worrisome and compound-
ing still is the unavailability of affordable mammogra-
phy. Screening of organ masses by fine needle aspira-
tion biopsy (FNAB) was not extended to breast lump 
alone as suggested in reports [42,43], but have been 
applied elsewhere to other organs [44]. The applica-
tion have helped to confirm malignancy on probably 
benign report from mammography [45]. Had FNAB or 
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mammography carried out on 14.7% patients in our 
study, excision would have been minimized and the 
incidence of breast lesions better statistically charac-
terized in the young aged patients. Therefore, the 
idea of surgical removal of breast lump based on 
palpable abnormality as observed in this search is in 
conformity with general knowledge – that is dictate 
benignancy or malignancy, and to either terminate 
by lumpectomy (for diagnosed benign disease) or 
institute radical mastectomy as therapy if gross diag-
nosis is carcinoma [46]. Does this gainfully produce 
cure7 in all cases? 
 The age group distribution pattern of PPBBD 
is significant and relevant in predicting lumpectomy, 
therapy, and formulation of prognostic outcome. We 
observed that by age grouping, 8 out of 9PPBBDs 
were implicated in the study, giving highest preva-
lence of 89 cases out of 110 cases concentrated be-
tween second and third decade of life (table 2). The 
outcome is a clear reflection that 23.6% occurred in 
10-19, 40% in 20-29, and in 30-39 17.3% of 110 
cases, which the different types of lesions could pos-
sibly be predicted by FNAC [43] as with impalpable 
breast disease. Several reports had short age grading 
of patient involved that is between 33-67 years with 
FNAs of palpable breast diseases. The histological 
findings in such cases were atypical ductal hyperpla-
sia, moderate – to florid ductal hyperplasia, and mild 
ductal hyperplasia [43,47,48]. Short age range ap-
proach was also observed rewarding in our search 
but within the young females. When other reports 
bordering on palpable lesions of the breast are con-
sidered, our record will be at variance because such 
documentation marked wide age range of 18 to 89 
years tracing on lesions that occurred [49,50]. Rea-
sons can be deduced for the type of result we ob-
tained. These may include number of patients and 
the short period enclosed by the study. The signifi-
cance of this study could be racial or undoubtedly 
point to the increasing lack of good health policies, 
the inability to integrate health programmes early 
enough in our educational system or otherwise rest 
on unabated subjection of young females to hash 
duties and indecent life style in a poor economy.  
 Again, PPBBDs were resisted at about first 

 



to fourth decade of life, and popular types 
(fibroadenoma, and fibrocystic disease) occurring 
most within these age groups. This pattern of distribu-
tion seems peculiar to our study, and available records 
to us were only cases reports [47,51] and when other-
wise, failed to show age groups involvement even 
with large survey [45,52,53]. It is important to point 
out that palpable breast nodes in our locality might be 
associated with poverty related life style in the young 
females.  Hence, instead of evoking PPBBDs like 
mammary dysplasia, reactive hyperplasia, even ductal 
carcinoma in situ (DCIS), rather atypia and hyperpla-
sia were minimal histiologic outcome. We suggest that 
work should be done as to ascertain whether there is 
poverty related factors predisposing young female to 
PPBBDs in our locality. 
 The overall priority of biopsy from clinically 
palpable breast mass is to obtain distinct accurate his-
tologic diagnosis predict conclusively histogenic en-
tity capable of moderating prognosis, extrapolate pos-
sibly the degree of lesion involvement before surgery 
and afterward [54-56]. The size of palpable breast 
node in the female varies in all cases of lesions, and 
when accompany with axilla nodes may predicate can-
cer.57 We observed that size is inconsistent and is 
without relevance to suspicious histologic character or 
definite PPBBD type (tables 2 and 4).  When size is 
correlated with duration, it is compositely similar to 
existing data [58,59] particularly at average size range 
of 0.8x0.5x0.3cm to 8x6x4cm. Therefore, size of pal-
pable breast lump that can constitute any type of dis-
ease is variably undependable of PPBBDs as in other 
studies [49,60]. 
 Clinical history of patients in the study were 
bizarre and incoherent, and these confirms the general 
state of awareness existing within the geographical 
zone (south-east of Nigeria) covered by this study. 
Ninety percent were unaware of female breast lesion 
until after the female breast self-examination cam-
paign. Consequently, the durational range of one week 
to 10 years at which time lumps were dictated as pain-
ful or none painful palpable, mobile, and sometimes 
increasing size may be incorrect. Also the duration at 
which time palpable breast lump could develop is dif-
ficult to ascertain. From this study, we observed that 
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the size of breast lump have relationship with dura-
tion of immune response, which inversely has ge-
netic implication toward tumorigenetic messengers 
as in other reports [38,61-69]. This is because female 
physiologic cycle influences’ breast development, 
and the clinical history from the patients support du-
ration observed. Our finding supports Parks’ work71 
as mentioned in a report and informs that PPBBDs is 
mostly aberrations of normal development and invo-
lution of female breast [72]. 

 Tumour reoccurrence is said to be infre-
quently size dependent, and is related to the type of 
benign lesion histogenicity [72]. Our study failed to 
unveil the mechanism associated with local reoccur-
rence, as only 3 cases of such were observed with 
fibroadenoma (table 3). When reoccurrence is 
marched with size and site of lesion, reoccurrence 
becomes rare with PPBBDs unlike malignancy. 
Hence, multicentricity test tries on breast cancer, 73 
may be necessary with PPBBDs. 
 The histo-morphological characters in the 9 
lesions observed as PPBBDs were specific for indi-
vidual disease and their benign feature are as shown 
in table 4. Presence of atypical hyperplasia, phyl-
lodes, papillary buds, and high cellularity evoke 
alarm (figure 1-5). These features support the rare-
ness and infrequent ability with which PPBBDs may 
be transformed into malignancy. This fact sustained 
in cytopathology and histopathology diagnosis, is 
said to be a guide towards prompt lumpectomy or 
mass excision. Since cellular atypia, epithelial atypi-
cal ductal hyperplasia, increase cellular, necrosis, 
mucinous secretion, lobular or proliferative cystic 
differentiation, and possible antigenic modification 
[74,75] factors present can be dictated by FNAC and 
FNAB immunohistochemistry, occasion prompt 
lumpectomy or mass excision could be adapted only 
after then. In contrast to findings in this search, glan-
dular atypia, phyllodes tumour and hyperplasia were 
present but no associated cancer was evident in all 
110 cases. This is because PPBBD types in the study 
have shown no feature of transgenicity. 

 



5. Conclusion 
 
In conclusion, proliferative palpable benign diseases 
are popular among females in their second through 
fourth decade of life, and this is relevant to explaining 
the changing age range of breast cancer onset and inci-
dence. The onset of PPBBD is usually clinically as-
ymptomatic, and site and size of lump incidence are 
not sufficient evidence for the type of lesion. These 
may explain reasons for sudden discovery of breast 
cancer in our geographical zone. Also, the increased 
occurrence of fibrocystic disease and the histo-
morphologic features of the epithelial cells lining the 
cystic wall as observed may be another reason for sud-
den transformation of certain PPBBDs to malignancy 
on dictated on time. Female breast examination, mam-
mography, and fine – needle aspiration cytology even 
large – core needle biopsy should be encouraged. 
Again, quarterly breast screening of adult females who 
are up to 18 years and above is hereby suggested, and 
punitive breast tissue excision be reconsidered since it 
does not provide total cure to patients with odd lesion 
or neither prevent reoccurrence of breast lump. 
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