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ABSTRACT 

Granular cell tumor is a rare type of soft tissue tumor originated from Schwann cells and often 

affecting head and neck region. Granular cell tumor, which may have many different organ 

involvements in the body, can rarely observed in breast tissue. A 57-year-old postmenopausal 

woman underwent excisional biopsy in another health facility due to a palpable rapidly 

growing painless mass on her left breast. Re-excision with wide surgical margins was 

performed to the patient whose biopsy was reported as granular cell tumor of breast with 

positive surgical margin. Postoperative follow-up was uneventful, and the patient was 

discharged without complication. Wide local excision should be performed to prevent local 

recurrence in the surgical treatment of granular cell breast tumor, which is similar to breast 

carcinoma in both radiological and clinic appearance. In this case report, we aimed to present 

diagnosis and treatment of granular cell tumor with current literature knowledge. 
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ÖZ 

Granüler hücreli tümör sıklıkla baş ve boyun bölgesini etkileyen, Schwann hücrelerinden 

kaynaklanan, nadir bir yumuşak doku tümörü tipidir. Vücutta pek çok farklı organ tutulumu 

olabilen granüler hücreli tümör, nadir de olsa memede de gözlenebilmektedir. Elli yedi yaşında 

postmenopozal kadın hastaya sol memede hızlı büyüyen ele gelen ağrısız palpabl kitle 

nedeniyle dış merkezde eksizyonel biyopsi uygulanmıştı. Biyopsisi memenin granüler hücreli 

tümörü olarak raporlanan ve cerrahi sınır pozitifliği olan hastaya, geniş sağlam cerrahi 

sınırlarla reeksizyon yapıldı. Postoperatif takiplerinde bir problem yaşanmayan hasta sorunsuz 

bir şekilde taburcu edildi. Klinik ve radyolojik olarak meme karsinomuna benzerlik gösteren 

granüler hücreli meme tümörünün cerrahi tedavisinde lokal nüksü engellemek amacıyla geniş 

lokal eksizyon yapılmalıdır. Bu olgu sunumunda, granüler hücreli tümörün tanı ve tedavisini 

güncel literatür bilgisi eşliğinde sunmayı amaçladık. 

Anahtar kelimeler: Granüler hücreli tümör; meme kanseri; calretinin. 

 

 

 

 

 

INTRODUCTION 

Granular cell tumor (GCT) is a type of soft tissue tumor which is originated from 

Schwann cells and was first described in the breast by Abrikossoff in 1931 (1). GCT 

can occur in any part of the body, and often affects the tongue, head, and neck region 

(1). The incidence of granular cell tumors of the breast is 6-8% (2). Although GCT 

usually has a benign character, 1% of all of the GCT cases can also reveal malign 

character (2). GCT of the breast is uncommon, and it is difficult to identify since 

granular cell breast tumor (GCBT) mimics breast carcinoma both clinically and 

radiologically. However, although they have similarities, it is vital to make a 

differentiation between them since the surgical and postoperative treatment approach 

and the prognosis are very different. 
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CASE REPORT 

A 57-year-old postmenopausal woman presented with a 

palpable rapid growing painless mass on the left breast, 

which caused a distorted skin. She had no family history 

of cancer and also had no history of chronic illness, drug 

use, operation, or smoking. Her breast ultrasonography 

(USG) revealed a non-selectable spicular contoured 

nodular opacity in the upper inner quadrant of the left 

breast. A tru-cut biopsy was performed with the suspicion 

of breast carcinoma. Since the tru-cut biopsy did not 

distinguish between benign and malignant, the patient 

underwent an excisional biopsy. 

Histopathological results of the biopsy specimen 

macroscopically revealed a granular cell tumor which was 

1.3x0.8x1 cm in size. Microscopically the tumor had low-

grade mitotic activity without local invasion. Hormone 

receptors were negative, and surgical margin positivity 

was detected. Pathology preparates were consulted with 

the department of pathology, and the diagnosis of granular 

cell tumor was confirmed. Histopathological examination 

of the tumor consisted of cells with an oval-round nucleus 

and eosinophilic granular cytoplasm (Figure 1 and 2). 

Tumor cells were S100 positive (Figure 3) and CD68 

negative immunohistochemically. It was also stained 

positively with PAS (Figure 4). 

 

 

 
Figure 1. Tumor cells in adipose tissue (Hematoxylin & 

Eosin, 40x) 

 

 

 

 
Figure 3. S100 positivity in tumor cells (200x) 

The patient was diagnosed with granular cell tumor, and 

re-excision was performed with clear surgical margins. 

Since the malignancy risk decrease in the cases of small-

sized tumors without local invasion and low-grade mitotic 

activity, we did not perform sentinel lymph node biopsy. 

The patient was discharged on the postoperative second 

day without any complications. She was followed up for 

fourteen months without any local recurrence or distant 

metastasis. 

 

DISCUSSION 

GCTs of the breast is a rarely seen malignancy which 

originates from perineural Schwann cells between the 

lobular breast tissues (1,2). GCT mostly affects the head, 

and neck region, and soft tissue and generally has a benign 

character. Malignant features are present in 1% of the 

cases (1,2). The incidence of GCBT has increased in 

middle age, premenopausal, and black women (2,3). 

Although GCT is mostly seen in the upper inner quadrant 

of the breast as in our case, breast carcinoma is usually 

located in the upper outer quadrant (3). GCBT often 

presents with a painless, mobile, mass (2,4). The mass can 

cause distorted skin. GCBT can be confused with breast 

carcinoma clinically because of distortion in breast skin 

and fibroadenoma with a mobile mass without pain (4,5). 

 

 

 
Figure 2. Oval-round nucleus, tumor cells with granular 

cytoplasm (Hematoxylin & Eosin, 40x) 

 

 

 

 
Figure 4. PAS positivity in tumor cells (200x) 



Demirli Atıcı et al. Granular Cell Tumor of Breast 

 

Düzce Tıp Fak Derg / Duzce Med J, 2019;21(2):142-144 144 

 

USG and mammography can lead to a misdiagnose since 

carcinoma and GCBT have similar appearances such as 

irregularity, spiculation, stellation, and isodensity. 

Microcalcification in mammography is not an expected 

radiological finding for GCBT. GCBTs are more 

commonly described as spicular extensions or well-

defined masses (2,4). PET-CT can accurately differentiate 

GCBT from a malignant tumor since it does not show 

increased glucose uptake (6). 

The hormone receptor is negative, and neoplastic cells 

typically express S100 due to cytoplasmic lysosome 

content (4,5). S-100 protein, PAS-positive staining, and 

cytokeratin negativity differentiate GCBT from breast 

carcinoma immunohistochemically (4,5). Moreover, the 

study by Jiménez-Herrero et al. (7) showed that calretinin 

is an important marker in the differential diagnosis of 

GCBT and carcinoma. 

Among the GCT, 1% of the cases have a malignant 

character with high rate metastasis and poor prognosis (8). 

Local invasion, increased mitotic rate, rapid growing, mass 

size (>4 cm), variation in cell size, and shape suggests the 

malignant variant of GCT (9). In our case, due to the small 

size and low mitotic activity of the tumor that indicated 

low malignancy risk, we did not prefer to perform sentinel 

lymph node biopsy as reported in the literature (4,5). 

The primary treatment of GCBT is surgical resection. 

These tumors have a good prognosis and can be treated 

with wide surgical excision (4,5). Inadequate excision, or 

surgical margin positivity can cause local recurrences. 

However, Brown et al. (10) reported that after extensive 

excision, approximately 2-8% of recurrence rates could be 

observed. Except for the malignant cases, sentinel lymph 

node biopsy or axillary dissection is not routinely 

recommended (4,5,10). However, Brown et al. (10) 

reported that surgical excision is the only treatment for 

GCTs, adjuvant chemotherapy, or radiotherapy are not 

needed. The efficacy of postoperative radiotherapy and 

chemotherapy in the treatment of GCBT is not known due 

to the limited number of studies. 

In conclusion, GCBT is a benign disease that can mimic 

breast cancer clinically and radiologically. GCBT 

diagnosis can be established with the 

immunohistochemical examination of S-100 and 

calretinin. Surgical removal of the mass with wide excision 

can prevent local recurrence. 
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