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Diabetic Mastopathy: A Rare Complication of Type 1 Diabetes
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Abstract: Diabetic mastopathy is a rare complication encountered in type | diabetes.

This observation relates diagnostic, morphological, therapeutic and evolutionary characteristics of diabetic mastopathy.

Our case consist of a young woman aged 30 years, type 1 diabetic for 20 years with chronic blood sugar imbalance

(HBA1C 13%); at the stage of microvascular complications.

During the last year, she has had a painless bilateral breast induration, while physical examination found very hard
breasts without inflammatory signs or well-individualized nodule.

The echo-mammography showed a heterogeneous appearance of the two breasts with a nodule in the upper inner
quadrant of the left breast rated ACR4 at the BI-RADS classification. The surgical biopsy showed dense fibrous tissue
with a chronic inflammatory infiltrate, predominately lymphocytic, related to diabetic mastopathy. Abstention and

monitoring were recommended.

Indeed, clinical and radiological signs of diabetic mastopathy are nonspecific and can leave a suspected breast cancer.
The pathogenesis is not known. The duration of diabetes and hyperglycemia could be contributing factors. After
histological diagnosis, in agreement with the clinic (old and complicated diabetes), surgical abstention is the rule.
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INTRODUCTION

Diabetic mastopathy is a rare lesion, found in the
complicated type 1 diabetes, representing less than 1%
of benign breast lesions [1].

Called "diabetic fibrous breast disease" in the
English literature, it was described for the first time by
Soler et al. in 1984 [2].

Clinical and radiological signs, associated with it,
are not very specific and can leave a suspected breast
cancer.

The diagnosis is suspected in clinical situations and
confirmed histologically [3]. Surgical abstention is the
rule.

This observation relates diagnostic, morphological,
therapeutic and evolutionary characteristics of diabetic
mastopathy.

CASE PRESENTATION

Our case consist of a young woman aged 30 years,
type 1 diabetic for 20 years with chronic blood sugar
imbalance (HBA1C = 13%), at the stage of
microvascular complications (stage Ill nephropathy and
proliferative diabetic retinopathy).
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She has had a painless bilateral breast induration
for the last year.

Physical examination found very hard breasts
without inflammatory signs or well individualized
nodules.

The mammography was inconclusive and showed
no anomaly, given the dense nature of-the breasts
(Figures 1).

Breast ultrasound reveals an expansive process
rated ACR4 at the BI-RADS classification, located
above the areolar part of the left breast, and retro-
areolar part of the right breast (Figures 2).

Surgical biopsy showed dense fibrous tissue with a
chronic inflammatory infiltrate, predominately
lymphocytic, related to diabetic mastopathy.

Abstention and monitoring were recommended; and
showed a stationary appearance of the lesions.

DISCUSSION

Diabetic mastopathy is called fibrous breast
disease; it is a rare benign pathology, and it represents
less than 1% of all benign breast lesions, but can range
from 0,6 to 13% in type 1 diabetic women [1, 4].

Diabetic mastopathy is usually observed in young
patients with long-term type 1 diabetes, and multiple
complications [5]. This situation corresponds to our
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Figures 2: Breast ultrasound reveals an expansive process classified ACR4 at the BI-RADS classification, located above the
areolar part of the left breast, and the retro-areolar part of the right breast.

patient, who has been diabetic for 20 years, with
complications (diabetic retinopathy and stage |l
nephropathy).

The diagnosis can be difficult to make, because this
condition can closely mimic the clinical presentation of
breast cancer [4, 5]. In our patient’s case, the presence
of hard breasts at the examination, along with the
mammographic ultrasound features, is in favor of a
suspicious ACRA4 lesion.

Indeed, the symptoms of diabetic mastopathy are
not pathognomonic and can simulate a breast cancer.
One can find a single or multiple breast lumps, either
unilateral or bilateral, with irregular contours and hard
or stony consistency, and no nipple discharge and no
inflammatory phenomenon.

Radiological examinations provide little information
and have low sensitivity and specificity [6, 7].

Mammography frequently shows overdensities,
more or less regular, sometimes dense breasts but
without  architectural distortion or clusters of
microcalcifications, as in our patient’s case.

Ultrasonography often reveals irregular hypoechoic
masses with strong posterior acoustic shadowing [8, 9].

Breast magnetic resonance imaging has been
tested in some patients, but the results were disap-
pointing, as it does not allow to distinguish between
diabetic mastopathy and breast cancer [10, 11].

The diagnosis of diabetic mastopathy is histological
[3, 12].

Fine needle aspiration cytology is difficult to perform
and the number of poor and uninterpretable cell
cytology is high, reaching 50% in some series [9, 13].
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Tomoszewski et al. [14] were the first to describe
the distinctive pathological finding associated with
diabetic mastopathy.

Specific histopathologic characteristics of diabetic
mastopathy include keloidal fibrosis, epithelioid
fibroblasts, widespread perivascular/lobular
lymphocytic infiltration, and widespread peri-vascular
lymphocytic infiltration [11, 15].

Histological aspects are explained by the
pathophysiology of diabetic mastopathy.

The autoimmune response also explains the
association with autoimmune diseases.

On the first 12 observations described by Soler et
al. 5 cases of thyroiditis and 11 cases of arthropathy
are found [2].

The pathogenesis of diabetic mastopathy is not fully
elucidated. It is multifactorial and many hypotheses
have been advanced: Hyperglycemia is the cause of an
abnormal decrease of the degradation of connective
tissue in the extracellular matrix. Some authors suggest
the hypothesis of a secondary immune response to
excess glycation involving B lymphocytes and
macrophages. The presence of cytokines and mast
cells promotes the secretion of collagen [3, 6, 16].

Others suggest the presence of exogenous insulin
toxicity through inflammatory or immune reaction.
Cases of diabetic mastopathy have been described in
type 2 diabetic patients on insulin [3].

When diabetic mastopathy is suspected, a biopsy
should be performed to confirm the diagnosis and
conservative management is adequate. When improper
excision surgery is performed, the evolution is
characterized by recidivism rates ranging from 20 to
100% [17].

In our patient's case, clinical and radiological
monitoring has been recommended and showed a
stationary appearance of the lesions.

No relationship between diabetic mastopathy and
breast cancer has been reported in literature. Patients
with diabetic mastopathy have a risk of developing
breast cancer similar to the general population [3].

CONCLUSION

Diabetic Mastopathy is a benign lesion that we must
consider in any resembling clinical context. A biopsy

can provide a diagnosis and prevent abusive

mastectomy.
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