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ABSTRACT
Most of the patients who come to the breast clinic present with the complaint of a palpable 
mass. Some of the pathological lesions that cause this picture are intraductal papillomas. 
Most intraductal papillomas are smaller than 5 mm. In this article, we aimed to present 
an unusually large intraductal papilloma case seen as a cystic structure, together with its 
diagnosis and treatment features, in the light of literature.
A 58-year-old female patient was admitted to our hospital with the complaint of retraction 
of palpable lumps on the left breast. In ultrasonography; A complex cystic mass lesion 
with a thick wall, smooth contours, a diameter of 56x48 mm in the cystic component 
and a diameter of 19.2x13.3 mm in the solid component was observed. It was removed 
with clean surgical margins by excisional biopsy. It reported as low grade papillary ductal 
intraepithelial neoplasia (Atypical Papilloma). Some researchers have reported that the 
rate of transformation of benign intraductal papilloma into malignancy with surgical 
excision may vary between 2% and 10%.
We think that in the management of intraductal polypoid lesions, the effectiveness of each 
of the radiological follow-up, tru-cut biopsy and surgical excision methods should be 
evaluated on a patient basis.
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Most of the patients who come to the 
breast clinic present with the com-

plaint of a palpable mass. Some of the 
pathological lesions that cause this picture 
are intraductal papillomas. Intraductal pap-
illomas are usually seen in premenopausal 
women and originate from the major duct 
[1]. Intracystic papillary lesions of the 
breast are rare and constitute approximately 
1-3% of all breast lesions [2].

Papillomas are formed by the develop-
ment of ductal epithelial proliferation to-
gether with a fibrovascular stalk. Papilloma 
when papillary lesions are central and sol-
itary; When they are located peripherally 

and in more than one terminal ductal lobu-
lar unit, it is called papillomatosis [3]. Pap-
illary lesions are classified as benign (papil-
loma) and malignant (papillary carcinoma). 
Most of the lesions are benign [4]. On ultra-
sonography (USG), papillary lesions can be 
seen as a solid mass in an enlarged duct or 
a cyst, or as a pure solid mass [5]. Most of 
the intraductal papillomas are smaller than 
5 mm [6]. The risk of malignancy increases 
as the size of the cyst and the ratio of its 
solid component increase [7].

In this article, we aimed to present an 
unusually large intraductal papilloma case 
seen as a cystic structure, together with its 
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diagnosis and treatment features, in the light of liter-
ature.

CASE REPORT

A 58-year-old female patient was admitted to our 
hospital with a complaint of palpable left breast for 
about 2 months and nipple recession in the last 15 
days. The patient had no complaints of pain and nipple 
discharge. There were no features of breast cancer risk 
factors in the family history. On physical examination, 
a well-circumscribed, round mass was palpated near 
the areola at the junction of the left breast outer quad-
rant. Breast ultrasonography and mammography ex-
aminations were requested. In ultrasonography, A

complex cystic mass lesion with a thick-walled, 
smooth contour, cystic, solid component inside, show-
ing increased internal vascularity, with a cystic com-
ponent diameter 56 mm and a solid component diam-
eter of 19 mm was observed (Figure 1).

In mammography, A dense nodular area of diam-
eter 6.4 cm with sharp edges and smooth contours 
was observed compressing the glandular parenchyma 
(Figure 2). He was informed that the possible pathol-
ogy result of the detected cystic mass might be benign 
rather than malignancy, but malignancy could not be 

ruled out by radiological imaging alone, and histo-
pathological examination was recommended to the 
patient. Information was given about the use of core 
biopsy and excisional biopsy methods accompanied 
by ultrasonography. At the patient’s request, the cystic 
intraductal polypoid lesion was excised by excisional 
biopsy with clean surgical margins (Figure 3). In its 
pathology, Papillary and solid proliferation areas were 
observed in the dilated duct lumens in the breast pa-
renchyma. In some papillary structures, especially in 
the areas of solid array pattern, atypia and increased 
mitosis were noted in the cells. It was reported as low 
grade papillary ductal intraepithelial neoplasia (Atyp-
ical Papilloma).

DISCUSSIONDISCUSSION

Nipple retraction, discharge and palpable breast 
stiffness are the main complaints that cause patients 
to worry and apply to the hospital. As a result of the 
frequent use of imaging methods such as mammog-
raphy or ultrasonography in breast cancer screening, 
papillary lesions can be detected as an asymptomatic 
mass or calcified lesion [8]. US findings in papillary 
breast lesions depend on the macroscopic appearance 
of the lesion [9]. On US, papillary lesions can be seen 

Figure 1. Ultrasound image of a complex cystic mass lesion

100     Journal of Bursa Faculty of Medicine Volume 1 Issue 3 September 2023



J Bursa Med 2023;1(3):99-103 	 	 	 	 	 	 											Ulaş

as a solid mass in an enlarged duct or a cyst, or as a 
pure solid mass [5, 9]. If the lesion is small, a focal 
enlarged canal without a mass may be the only US 
finding. In this case,

the presence of nipple discharge in the patient 
should suggest the diagnosis of papillary lesion, even 
if the mass is not observed [5]. Han et al. [10] classi-
fied papillary lesions in US into four groups as intra-
luminal, extraductal, completely solid and solid-cystic 

mixed type. Masses localized in the breast, especially 
behind the nipple-areola complex, may present with 
skin and nipple retraction as a clinical symptom due 
to a fibrous process. Pathologically, there are signs 
of fat necrosis, ductal ectasia, Mondor’s disease, and 
skin retraction in carcinoma [11]. Since ductal ectasia 
is associated with advanced fibrosis of the duct wall, 
the nipple may be flattened or completely collapsed in 
this disease [12].

Intraductal papillomas are usually seen in premeno-
pausal women and originate from the major duct. It is 
usually less than 0.5 cm in size but can reach up to 5 
cm [1]. In our case, there was an uncommon intraduct-
al papillomatoid lesion with a size of approximately 
2 cm within the 5 cm ductal cystic component. She 
complained of nipple recession due to being near the 
areola.

While papillary neoplasia constitutes 40-70% of 
pathological nipple discharges, bloody or pathological 
discharge is observed in only half of the patients diag-
nosed with papilloma. Papillary carcinomas are rare 
and account for 1% to 2% of all breast malignancies. 
It is frequently seen in the postmenopausal group, and 
complaints of palpable mass and nipple discharge are 
present [13]. In our case, there was postmenopausal 
age but no nipple discharge. The absence of this find-
ing was a feature that strengthened the benign char-
acter of the lesion. Cysts containing papilloma are 
smaller in size than papillary carcinoma, and intracys-
tic papillary lesions smaller than 3 cm are usually 

Figure 2. Mammography image of a dense nodu-
lar area of diameter 6.4 cm with sharp edges and 
smooth contours.

Figure 3. Excised cystic intraductal polypoid lesi-
on.
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benign [14]. In our case, there was a polypoid mass of 
approximately 2 cm in line with the literature, and this 
finding supported the idea that the lesion was benign.

Although it greatly reduces the rate of excisional 
biopsy, there is no standard treatment approach for 
which patients to undergo excision in the management 
of benign papillary

lesions after tru-cut biopsy or FNAB. Excisional 
biopsy is recommended because a significant portion 
of the cases diagnosed with Tru-cut biopsy or FNAB 
are upgraded to in-situ or invasive cancer after sur-
gical excision [15]. However, some authors suggest 
removal of only lesions with atypia [16]. One reason 
for concern in this regard is the possibility that areas 
of atypia or a focus of carcinoma may be missed in the 
biopsy specimen. In recent studies, it has been shown 
that upgrading is detected in one-fifth of the patients, 
and therefore the treatment approach has changed in 
favor of surgery [16, 17].

Differentiation of benign and malignant papillary 
lesions is difficult in the absence of specific radiolog-
ical and histological findings, and surgical excision is 
required [18]. Some investigators have reported that 
the rate of benign intraductal papilloma becoming 
malignant with surgical excision may vary between 
2% and 10% [19]. For this reason, some suggest fol-
low-up with clinical and imaging methods, while oth-
ers recommend resection. Benign IDPs proven by ra-
diology and core biopsy compatibility rarely turn into 
malignancy [20].

Various studies in the literature have shown a re-
lationship between advanced age, postmenopausal 
status, complex cystic echo pattern on imaging, pe-
ripheral localization, microcalcifications, large lesion, 
pathology-radiology mismatch, high Breast Imaging 
Reporting and Data Systems (BI-RADS) score, and 
nipple discharge and malignancy. detected [21]. Since 
the USG finding was BIRADS 4C, the patient was in-
formed, and excisional biopsy was performed without 
tru-cut biopsy. Pathology result was reported as Low 
grade papillary ductal intraepithelial neoplasia (Atyp-
ical Papilloma).

CONCLUSION

Intraductal papillomas constitute approximately 
1-3% of all breast lesions and 1% to 2% of all breast 
malignancies. As the lesion size increases, the ma-
lignancy potential increases. Diagnosis can be made 
with less invasive methods such as tru cut biopsy, 

but the possibility of pathological upgrade of 2-10% 
should be considered. For this reason, we think that 
the efficacy of radiological follow-up, tru-cut biopsy 
and surgical excision methods should be evaluated on 
a patient basis in the management of intraductal pol-
ypoid lesions.
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