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Abstract
The treatment of a 40-year-old woman with a giant fibroadenoma in her left breast is presented.
The fibroadenoma measured 14 × 5 × 3 cm and weighed 170 g. We demonstrate that the surgical
strategy and the reconstructive techniques in oncoplastic breast cancer surgery successfully can
be applied to the treatment of these rare benign tumours improving the cosmetic and functional
outcome.
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1. Introduction
Fibroadenoma is a rather common nodular benign tumour of the breast [1]. A giant fibroadenoma, defined as a
fibroadenoma larger than 5 cm or with a weight 500 g or more, constitutes just 0.5% - 2% of all fibroadenomas
[1] [2]. The fibroadenoma is a mixed fibroepithelial benign tumor, often with a considerable cystic component,
and is usually incapsuled, sometimes lobulated, and most often unilateral [1]. Fibroadenomas occur most often
in younger women, but giant fibroadenomas can also occur in adolescents as a rapid growing tumour [1] [3].
The tumour often causes discomfort and anxiety of malignancy besides asymmetry to the contralateral breast for
obvious reasons. Treatment is radical surgery with removal of the entire tumour. Surgery for larger fibroademo*
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nas in the breast is challenging as removal of the tumour leaves the breast with considerable and mutilating defect as well as asymmetry to the contralateral breast.
The aim of this case report is to bring forward how the challenge of treating a large fibroadenoma can be met
by applying the surgical reconstructive techniques usually used for breast cancer in oncoplastic breast surgery.

2. Case Report
A 40-year-old healthy woman with recurrence of a fibroadenom in the upper lateral quadrant of the left breast
was referred to Privathospitalet Hamlet in 2008. The patient had had surgery 14 years earlier for a fibroadenoma
located in the same position. It was apparently not removed radically primarily as the fibroadenoma continued to
grow in the following years. The patients primary concern was pain and discomfort related to the tumour. Secondly, she was not pleased by the cosmetic appearance because of the resulting asymmetry to the normal right
breast.
Clinical examination showed that the left breast had a huge tumour located in the upper lateral-mid-part of the
breast resulting in asymmetry to the right breast with a volume difference about 200 cc (Figure 1). Mammography and ultrasound showed a multicystic fibroadenoma with no signs of malignancy. Axillary lymphnodes
showed normal architecture. A pre-operative biopsy was not considered necessary.
Surgery was planned and performed with removal of the fibroadenoma en-bloc as a partial mastectomy. The
incision lines were drawn as known from reduction mammaplasty (Figure 2(a)). The specimen measured approximately 14 × 5 × 3 cm and its weight was 170 g. Hence, a considerable defect of the breast had to be handled with (Figure 2(b)). The problem was solved by means of immediate partial reconstruction with the displacement technique. Consequently, an extended superomedial deepitheliased flap wearing the nipple-areolacomplex was used and the flap was transposed to the defect in the upper lateral part of the breast (Figure 2(c)).
To correct asymmetry, a mastopexy was done at the right breast. Histological examination of the specimen confirmed the diagnosis of a fibroadenoma with no sign of malignancy.
Follow-up in the outpatient unit was done after 2 weeks, 3 month and after 3 years and 4 months. No early or
late postoperative complications occurred. At the latest visit the patient had no signs of recurrence of the fibroadenoma. She had no pain or discomfort from either breast and she was very pleased with the cosmetic outcome of the surgery (Figure 3).

3. Discussion
Surgery for larger and giant fibroadenomas of the breast is challenging as the resection of the tumour causes a
considerable defect of the breast as well as an asymmetry to the contralateral breast. As the patients most often
are young women it is of particular importance that the esthetical and functional outcome is the best possible. In
the literature, several approaches to resection with or without reconstruction are described mostly as case-reports.

(a)

(b)

(c)

Figure 1. Preoperative photos of a 40-year women with asymmetria of the breast caused by a fibroadenoma in the upper
lateral part of the left breast.
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Figure 2. Peroperative photos showing incision lines and the incision through which the fibroadenoma was removed
(a), the fibroadenoma measuring 14 × 5 × 3 cm, weight 170 g (b) and the deepitheliased superomedial extended flap in
position in the defect after removal of the adenoma (c).
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Figure 3. Postoperative photos 3-year and 4 months after surgery.

These case reports give examples of simple excision [3] [4], excision in combination with mastopexy or mamma
reduction plasty [4] [5], mastectomy [2] as well as excision with immediate reconstruction with prosthesis [6]. A
report by A. Nour et al. is of particular interest in this context as they report results of oncoplastic techniques in
the management of giant and multiple benign lesions of the breast using the of round block and mammaplasty
techniques [7].
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In our case, we actually applied the principles for preoperative evaluation and considered the various reconstructive techniques that we regularly use in oncoplastic breast cancer surgery. In oncoplastic breast surgery
three different techniques are used; volume reduction, volume displacement and volume replacement. The technique for reconstruction to be used depends on the relation between the size of the tumour, the size of the breast
and the location of the tumour [8]-[10]. For our patient, we chose an immediate partial reconstruction with the
volume displacement technique using an extended superomedial internal flap to fill the defect after removal of
the fibroma with the chance of giving the breast a natural shape. In the same surgical procedure, we made a
mastopexy on the contralateral side to achieve symmetry which also is in agreement with the concept of oncoplastic breast surgery. In other cases of large benign tumours, the techniques of volume reduction or volume
replacement may be used depending on the relation between the size of the tumour, the size of the breast and the
location of the tumour.

4. Conclusion
In summary, the concept of oncoplastic breast surgery has improved the outcome of treatment of malignant lesions, but the same concept can be applied to improve the outcome of treatment of benign lesions of the breast
as well. Large benign lesions are rather rare and the purpose of this report is to bring forward the concept of oncoplastic breast surgery for these cases.
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