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AN AUDIT OF 149 CONSECUTIVE BREAST
BIOPSIES IN IBADAN, NIGERIA
Irabor DO1, CA. Okolo2
ABSTRACT
Objective: To study the outcomes of one hundred and forty nine consecutive breast biopsies in
both male and female patients in one arm of the general surgery division of the department of
surgery, university college hospital Ibadan.
Methodology: A retrospective study of the case files and histopathology reports of 149 patients
who had biopsies of the breast from May 1996 to September 2004.
Results: The study showed that below the age of 30 years, there was no malignancy detected in
85 breast biopsies, however as the age increased it was seen that less than one out of four
biopsies were malignant when the patients were aged between 31 and 40 years, rising to one out
of four biopsies for the 41-50 and 51-60 age-groups. The 61-70 yielded roughly one out of three
whilst two out of three breast biopsies were malignant in the 71-80 age-groups.
Conclusions: Majority of breast lumps are benign and women have a probability of one chance in
10 that their biopsies may be malignant. However under 30 years this is unlikely. Above the age
of 40 years the chance of malignancy rises to a one in four which will strongly support screening
methods for women above 40 years. For record purposes, fibroadenoma is still the most common
breast lesion in women under 30 years and invasive ductal carcinoma is the most common
histopathological type of breast cancer in Ibadan, Nigeria.
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The presence of a breast lump strikes most
educated and enlightened women with
apprehension, uncertainty, fear and sometimes
depression.1 Fortunately not all breast lumps
are malignant; in fact the majority is not. However not one surgeon can stick his head out to
affirm with certainty that, clinically, a breast
lump is benign even if the age of the patient
and features of the lump do not support
malignancy.2,3 The final arbiter is histologic
tissue diagnosis which can be achieved from
tissue biopsy obtained by different techniques
such as needle, core, incisional or excisional
biopsies.
This study reviews the tissue diagnoses of
patients (both male and female) who presented
to one of the general surgery units of the
University College Hospital Ibadan with
complaints of a lump or lumps in one or both
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breasts. It is hoped that apart from shedding
some light on the probability of having a
benign or malignant outcome after breast lump
excision in Ibadan, Nigeria, the paper may
provide useful data for counseling patients,
strengthening advocacy for better breast health
awareness and supporting purposeful
screening measures.4
METHODLOGY
This is a retrospective study of all the patients
who had excision of breast lumps in one surgical unit of the University College Hospital
Ibadan, Nigeria between May 1996 and September 2004, a period of eight years and three
months. All the patients were initially seen at
the surgical outpatients’ clinic where they were
interviewed, examined and scheduled for
excisional or incisional biopsies depending on
the sizes of the lumps.
All the biopsies were performed as day case
procedures under 0.5% xylocaine where the
average volume used in infiltration for each
patient did not exceed 10ml except in patients
with bilateral disease. The incisions were
circumareolar for the most when feasible (for
cosmetic reasons) and circumferential when
the former was not possible due to site of the
lump. No patient had to be converted to general anesthesia. No patients were transfused.
The incision was closed with subcuticular
stitches using either 3-0 vicryl or 3-0 nylon. The
patients went home immediately after operation on oral analgesics. Antibiotics were not
prescribed. Those without drains were seen at
the outpatient’s clinic 9-days later; those with
drains were seen 48-hours after operation to
remove the drain then were seen one week

after. The subcuticular nylon stitches were
gently withdrawn on the 9th day post-surgery
at the outpatient’s clinic. The tissue biopsy
specimen were fixed in 10% formalin and sent
to the histopathology laboratory. The pathologists did the gross description and cut up of
the specimen and the tissue slides were stained
using Haematoxylin and Eosin. The slides were
read and interpreted by the pathologists who
made the histopathology reports available.
The histopathology reports were usually
available from the pathology department three
weeks after surgery, thus after the 1 st
post-operative visit to the outpatient clinic most
patients were given a 3-week appointment.
Decisions about further management were
taken at this time.
RESULTS
The period of study was 100-months; May
1996-September 2004, and a total of 149
patients were studied; 5 males and 144 females
giving a Male/Female ratio of 1:29. The age
range was 15 to 72 years.
The total number of lumps was 161 (11
patients had bilateral lesions) with the ratio of
cancerous to benign lumps of 1:8.5 (17 to 144).
It was noticed that the cancerous lumps comprised 10.56% of the total number of biopsies
while fibrocystic disease accounted for 18.60%
and the majority (52.80%) was fibroadenomata; in all 85 patients in had fibroadenoma, 30 patients had fibrocystic disease
while 17 had carcinoma. The percentage of
patients with cancerous lumps rose gradually
from the 30-40 age group to the 70-80 age
group (Table-I). The mean age of patients with
carcinoma was 48.8 years; those with

Table-I: Age incidence of patients with malignant lumps.
Age range

No. of patients

11-20
21-30
31-40
41-50
51-60
61-70
71-80

34
51
30
16
8
7
3
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No. with malignant lumps
0
0
7
4
2
2
2
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% malignant lumps
0%
0%
23.3%
25%
25%
28.6%
66.7%

Breast biopsies audit in Ibadan Nigeria

fibrocystic disease 39.5 years, fibroadenoma
24.4 years and benign phylloides tumor 18.8
years. Most of the cases of fibrocystic disease
occurred in women aged 31 to 50 years
(Table-II).
The benign phylloides tumor accounted for
3.1% (5 patients) of the total number of biopsies and the remaining 15% comprised a range
of diagnoses like duct ectasia, lactational
changes, traumatic fat necrosis, gynecomastia,
lipoma, ductal papilloma and acrine
acrospiroma, to name some (Table-III).
Histopathology of the malignant lumps
showed that 15 out of the 17 had Invasive ductal carcinoma (88.2%) with the two remaining
patients having Medullary and Invasive lobular carcinomas respectively (5.9% each). Two
patients (36 and 50 years) had background
fibrocystic disease associated with their carcinoma and two other patients, a 46 year-old
female and a 72 year-old male had associated
squamous metaplasia. The number of cases
presenting for biopsies over these 8 years
doubled in the year 2002 and have increased
in 2004 (Fig.-1).
Out of the five male patients in this study
there were three with gynecomastia; these
were two 58- year-old men with unilateral leftsided breast enlargement and one 20 year-old
man with a right-sided breast enlargement.
One 70 year-old man had fibrocystic disease
with epitheliosis of the left breast and the last
male in this series was a 72 year-old man with
invasive ductal carcinoma with squamous
metaplasia of the right breast.
DISCUSSION
Most breast lumps are likely to be benign and
roughly one out of ten biopsies turn out to be
Table-II: Age incidence of fibrocystic disease
Age range

No. of patients

11-20
21-30
31-40
41-50
51-60
61-70

1
6
11
8
1
3

%
3.3
20
36.7
26.7
3.3
10

malignant, but that is only generally speaking.2,3 When set against the age-range of the
patients it was seen that below the age of 30
years, there was no malignancy detected in 85
breast biopsies. As the age increased it became
visibly apparent that less than one out of 4
biopsies were malignant when the patients
were aged between 31 and 40 years, rising to
one out of four biopsies for the 41-50 and 5160 age-groups. The 61-70 yielded roughly one
out of three whilst two out of three breast
biopsies were malignant in the 71-80 age-group
(Table-I). Breast cancer has been said to be
exceedingly rare in females under 30 years and
this information agrees with the age-incidence
of breast cancer that it rises with the age of the
patient.2-5
For our patients with benign lumps,
histopathology of the benign lumps showed
fibroadenoma to be the most common breast
Table-III: Histologic diagnoses and proportions.
Histologic Diagnosis

No of cases

Fibroadenoma
Fibrocystic disease
Invasive ductal
carcinoma
Benign Phylloides tumor
Gynecomastia
Duct ectasia
Traumatic fat necrosis
Acute inflammation
Stromal fibrosis
Fibrofatty tissue
(unrepresentative)
Invasive lobular
carcinoma
Medullary carcinoma
Capillary hemangioma
Keloid
Lipoma
Chronic inflammation
Hamartoma
Acrine acrospiroma
Duct papilloma
Lichenoid dermatitis
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Percentage
of Total %

85
30
15

52.8
18.6
9.3

5
3
3
3
3
2
2

3.1
1.9
1.9
1.9
1.9
1.2
1.2

1

0.6

1
1
1
1
1
1
1
1
1

0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
0.6
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No. of patients seen per year
No. of Patients

Years
Fig-1: Number of patients biopsied per year.
lump with 52.8%, followed by fibrocystic
disease with 18.6% and benign phylloides
tumor 3% which agrees with the fact that the
most common breast lump in females under
the age of 30 years is fibroadenoma.1-5 Several
studies done in Nigeria, Saudi Arabia, Nepal
and India have shown that the most common
breast lump in females is the fibroadenoma
followed by fibrocystic disease.6-14 In a study
of 302 females under the age of 21 years with
breast lumps using fine-needle aspiration
cytology it was found that no malignancies
were present.15 In the absence of a family history it is said that a woman in her 30’s has a
one in 250 chance of developing carcinoma of
the breast during her next 10 years and this
rises to one in 75 in her 40’s for the subsequent
10 years.16 Our patients between the ages of
30-50 had roughly one out of four biopsies being positive for cancer. Fibroadenoma has been
shown from histological studies to resemble
closely hyperplastic lobules commonly found
in normal breasts and the induction of this
lesion by hormone replacement therapy and
in younger nulliparous women taking the oral
contraceptive pill may further underscore the
fact that the hyperplastic stimulus is hormonal,
probably oestrogenic.17 Most fibroadenomata
grow to only about 3cm in diameter and many
260 Pak J Med Sci 2008 Vol. 24 No. 2
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spontaneously regress. 17 A study actually
suggests the safety of non-operative
management of cytologically-confirmed
fibroadenoma; these authors found that 38%
of fibroadenomata resolved over five years.18
Fibrocystic disease is a disease of the more
mature female and in this study majority fell
between the age range 31-50 (63.4%) 2,3,5
(Table-II). The mean age of patients with
fibrocystic disease in this study was 39.5 years
and this is slightly higher when compared with
the recent study in Ghana where this age was
31.8 years.2 Fibrocystic disease is an important
breast lesion because of its high frequency (second to fibroadenoma in this study) and the
ability of some of its subtypes to mimic the clinical and radiographic appearance of carcinoma.19 Hormones also play a role in its development but the exact pathogenesis still remains
to be established.20
Atypical epithelial hyperplasia is the most
important and troublesome component of
fibrocystic disease because of its possible
relationship with carcinoma.19,21 As seen in the
results of this study, two of the patients with
invasive ductal carcinoma also had background fibrocystic changes.
The mean age of our patients diagnosed with
breast cancer was 48.8 years, close to the Ghanaian study of 50.1 years2 and the most common histopathological type was invasive ductal carcinoma and this conforms with several
reports.3,4,10 We also found a difference in the
mean ages of our patients who presented with
fibroadenoma and benign phylloides tumor;
24.4 years to 18.8 years respectively. Phylloides
tumors are said to be rare fibroepithelial
tumors which account for less than 1% of all
breast neoplasms.19 This study however yielded
3.1% of the excisions performed. Benign
phylloides tumor is referred to as giant fibroadenoma in some studies because clinically they
are smooth, rounded multinodular lesions that
may be indistinguishable from fibroadenomas.4
They are also indistinguishable from fibroadenomas mammographically.15 The phylloides
tumor has been reported to occur at any age,
however the median age is said to be generally
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in the 5th decade of life or at least a decade older
than the mean age of patients with fibroadenoma.4,14,15 The converse is what we found in
this study as the 4 patients in this study were
persistently younger than the mean fibroadenoma age. The problem with phylloides
tumor is that the malignant component may
also appear innocuous until distal metastases
appear; this is why some authors may be wary
of advising non-operative management for
breast lumps that have features of fibroadenoma.22 It is also important to note that in this
study one of the cases (acrine acrospiroma)
was not really a primary breast neoplasm but
a skin adnexal tumor in the skin of the breast
presenting clinically as a breast lump.23 This
also applies to the single cases of keloid, capillary hemangioma and lichenoid dermatitis respectively, which are skin lesions (Table-III).
However, the fact that they were located on
the skin of the breast prompted the patients to
seek for surgical consultation. Excision of these
lesions and histopathological examination was
the only way to assure the patients of the
benignity or otherwise of the lesions. One has
to keep in mind that Paget’s disease of the
breast, which is a premalignant condition,
presents as a skin lesion.
In a previous study done in this institution
in 1994, it was reported that only 39% of the
breast biopsies were benign,14 however it seems
that a lot has changed in the sub region since
then as this study produced 89.4% benign
masses, this is closer to the 75-80% obtained in
a sister West African country.4 Stimulation of
public awareness to breast cancer in Ibadan
Nigeria was championed by a non-governmental organization, BRECAN; the breast cancer association of Nigeria, which was inaugurated in 1997. It is debatable whether the significant increase in the number of patients presenting to the hospital from1998 onwards are
due to its activities, however there is no doubt
that more women with breast lumps are having surgery in this hospital (Figure-1). We see
some male patients rarely; as in this study over
a 100-month period only five male patients
presented (3.4% of the total).

In summary, for counseling purposes this
study has reaffirmed that majority of breast
lumps are benign; that women may have a
probability of one chance in 10 that their biopsies may be malignant; and that under 30years
it is unlikely. However, in view of the fact that
certain histologic features in breast biopsies
such as atypical ductal hyperplasia in benign
breast lumps may be linked with malignancy,
it is advised that histologic assessment for all
breast lumps should be routinely done to
evaluate the risk factors for malignancy.
For advocacy purposes we have seen that
above the age of 40 years the chance of malignancy rises to one in four, which will strongly
support screening methods for women above
40 years. Fibroadenoma is still the most common breast lesion in women under 30 years
and invasive ductal carcinoma the most common histopathological type of breast cancer in
Ibadan, Nigeria.
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