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Mammary gland pathology.  Pathology of pregnancy, postpartum period and placenta 

I. Microspecimens:

№ 226. Gynecomastia. (H.E. stain).

Indications:

1. Dilated glandular ducts with proliferation of the epithelium;

2. Fibrous tissue bundles;

3. Adipose tissue.

In microspecimen is observed, proliferation of the glandular ducts, some of them are cystically

dilated, lined by cuboidal or columnar mono stratified epithelium, another are with hyperplasia which

forming papillary thickens, the periductal stroma consists of dense bundles of collagen fibers and

adipose tissue.

Macroscopically the mammary gland is diffusely enlarged in size, in some cases a nodule with

dimensions of 2-5 cm, of flaccid consistency, predominantly located in the subareolar area or in the

external upper quadrant is observed.

In adolescents it is more often bilateral, in adults over 50 years - unilaterally. The pathogenetic

mechanism consists in the hormonal stimulation of the proliferative process by the excess of estrogens

or by the reduction of androgen secretion. It is encountered in liver cirrhosis (reduction of the liver's

ability to metabolize estrogen), in testicular and pituitary tumors, lung cancer (paraneoplastic

syndrome with gonadotropin hypersecretion), estrogen treatment in prostate carcinoma, testicular

atrophy in Klinefelter syndrome. In adolescents and elders it is considered a physiological process.

There is no conclusive data on the increased risk of breast cancer in men with gynecomastia



№ 226. Gynecomastia. (H.E. stain).
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№ 215. Invasive ductal carcinoma of the mammary gland. (H-E stain).
Indications:
1. Groups of cancerous cells with cellular and nuclear polymorphism.
2. Tumor stroma infiltrated with tumor cells.
3. Infiltration of adjacent adipose tissue.

In the specimen there are nests and cords of atypical cancer cells, unevenly distributed. Tumor cells
have a round or polygonal shape, eosinophilic cytoplasm, nuclei with variable polymorphism, contain
one or more nucleoli, mitotic figures are observed, in some places – tubular aspect; infiltration of
stroma and adipose tissue with cancer cells, foci of inflammatory lymphoplasmacytic infiltration is
present.

Invasive ductal carcinoma is the most common form of carcinoma, accounting for up to 70-80% of
the total number of breast carcinomas. The average age of patients is 50-60 years. The location of the
tumor is more often in the external superior quadrant (50%) and the central region (20%), in about 4%
of patients the primary tumor is bilateral. Invasive breast carcinoma tends to progress locally with
infiltration of the pectoralis muscle, thoracic fascia, or skin, leading to retraction of the skin, including
the nipple - this may be the first sign of malignancy. Damage to the lymph vessels can cause local
lymphedema with the appearance of "orange peel" on the skin. Breast carcinoma initially metastasizes
to regional lymph nodes (most often axillary nodules), and hematogenous metastases can be in the
lungs, liver, bones, adrenal glands, brain, but practically any organ.



№ 215. Invasive ductal carcinoma of the mammary gland. (H-E stain).
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№ 214. Fibroadenoma of the mammary gland. (H-E stain).
Indications:
1. Leaves-like spaces, covered by ductal epithelium.
2. Fibrous stroma, which compresses and deforms the lumen of the ducts..

A well-circumscribed tumor nodule can be observed in the slide, delimited by a fibroconjunctive
pseudocapsule; it consists of 2 components: epithelial and stromal; the epithelial component has the
ductal epithelium (the basement membrane is intact), and the stromal epithelium - connective tissue,
which proliferates, compressing and deforming the ducts, the lumen of which looks like slits, in some
places similar to “leaves"; small foci of hyalinosis are observed in the connective tissue

Fibroadenoma (or adenofibroma) is the most common benign tumor of the mammary gland, which is
found at any age, but mostly in young women between 15-30 years; it develops by proliferating the
fibroblastic connective tissue, specially the stromal cells being neoplastic monoclonal, and the
proliferation of the epithelium has a non-tumorous, reactive character. Macroscopically it has the
appearance of a solitary node, well defined, encapsulated, dense consistency, whitish color, mobile,
does not infiltrate adjacent tissues and skin, the dimensions being relatively small, in most cases 2-4
cm, may be foci of hyalinosis and myxomatosis. The microscopic pattern can be intracanalicular,
pericananalicular or mixed. In the intracanalicular variant the fibrous stroma proliferates, protruding
and compressing the lumen of the ducts, giving them the appearance of slits, and in the pericanalicular
variant the connective tissue proliferates circumferentially around the ducts, the lumen does not
deform, it can only be slightly stenotic. Both microscopic variants can coexist in one and the same
tumor. Hyperestrogenism is thought to play an important role in the development of this tumor. It can
increase during pregnancy and regress into menopause.



№ 214. Fibroadenoma of the mammary gland. (H-E stain).
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№ 108. Tubal pregnancy. (H.E. stain).

Indications:

1. Chorionic villi.

2. Decidual tissue.

3. Fallopian tube wall.

In the lumen of the fallopian tube, chorionic villi of variable shape and size, covered with

stratified epithelium may be seen. The inner layer is covered by cuboidal cells - cytotrophoblast

and the outer layer by polymorphous cells, some of them are multinucleated giant cells, with

hyperchromic nuclei - syncytiotrophoblast, stroma of villi is edematized. They are clusters of

polygonal decidual cells with clear cytoplasm, foci of necrosis and hemorrhages. At the site of

implantation of the fertilized ovum, penetration of of the trophoblastic tissue with multinucleated

chorionic cells in the tubular wall can be seen which replacing mucosa and circular muscle layer,

being kept only the longitudinal layer. in the wall there are edema, dilation and hyperemia of the

vessels, bleeding. There are intact areas of the tubular wall (not to confuse the villi of the lining of

the uterine trunk with the chorionic villi!).

Tubal pregnancy is the most common form of ectopic pregnancy, in which the passage of the

fertilized egg through the uterine tubes is delayed and the implantation occurs outside the body of

the uterus. Due to the infiltration of the wall of the fallopian tube with trophoblastic tissue,

erosion of the blood vessels and hemorrhage occurs in the lumen of the fallopian tube -

hematosalpinx, and as the embryo is grows, the distension of the fallopian tube and the rupture of

the wall with intraperitoneal hemorrhage occur. There is a decidual reaction in the endometrium.



№ 108. Tubal pregnancy. (H.E. stain).
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№ 107. Hydatidiform mole. (H.E. stain).

Indications:

1. Increased in size, edematous chorionic villi.

2. Proliferating chorionic epithelium.

The material is a scrap of the uterine body cavity. There are chorionic villi which are increased in size, of

variable form, their stroma is edematous, myxomatous, with cystic cavities with small number of cellular

elements, blood vessels are absent. The margins of the villi are irregular, fused, on their surface focal

proliferation of the chorionic epithelium, with vacuolar degeneration, consisting of cytotrophoblastic and

syncytiotrophoblastic cells may be seen.

Macroscopically the chorionic villi are dilated, with the diameter from 0,5 cm. to 3 cm. of spherical shape,

the wall is very thin, fine, they contain a clean, transparent liquid, looking like grape clusters. These cystic

formations fill the uterine cavity and may also be present in the blood leakage in case of vaginal

hemorrhages. The hydatiform mole represents one of 3 forms of gestational trophoblastic disease: hydatiform

mole (complete or partial), invasive mole and choriocarcinoma. Hydatiform mole appears as a result of the

abnormal fertilization of the egg, in complete type chorionic epithelial cells are diploid (more commonly

karyotype 46XX), all the chromosomes are of paternal origin, and in partial type the chorionic cells are

triploid (the normal egg is fertilized by 2 sperm) karyotype 69XXY). In complete mole all chorionic villi are

affected, the embryo is absent. In partial one there are affected and normal villi, the embryo is present.

Clinically it is manifested by uterine bleeding, the most characteristic sign being the increase of the level of

human chorionic gonadotropin in the blood. Clinically it is manifested by uterine bleeding, the most

characteristic sign being the increase of the level of human chorionic gonadotropin in the blood. It is most

common in young mothers up to 20 years old and in mothers over 40 years old. In 10% of cases of complete

hydatiform mole, invasive mole develops, and in 2.5% - choriocarcinoma. Partial mole rarely develops in

choriocarcinoma.



№ 107. Hydatidiform mole. (H.E. stain).
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№ 111. Choriocarcinoma of the uterus. (H.E. stain).

Indications:

1. Epithelial cytotrophoblast cells with clear cytoplasm (Langhans cells).

2. Syncytial atypical cells with hyperchromic nuclei.

3. Foci of hemorrhages.

In microspecimen there are compact tumor tissue,In the micro-preparation we find compact

tumor tissue, consisting of 2 components: cytotrophoblastic cells and anaplastic

syncytiotrophoblastic cells, which come from the chorionic epithelium. Tumor cells are arranged

chaotically, in different proportions, the chorionic villi are missing. There is a marked cellular

and nuclear polymorphism. Cytotrophoblastic cells have clear cytoplasm, weakly colored

nucleus, and syncytiotrophoblastic cells wich vary in shape and size, are intensely basophilic

with hyperchromic nuclei, multinucleated giant cells and mitosis figures can be seen. In the

tumor stroma is absent, blood vessels are lined by tumor cells, extensive areas of necrosis and

bleeding are observed.

Choriocarcinoma is a malignant tumor of the trophoblast, which develops from the complete

hydatiform mole (50%), from placental remnants after abortion (25%), after normal birth (20%)

or from ectopic pregnancy (5%). It is a very aggressive, invasive tumor, which rapidly

metastasizes hematogenously with metastases into the lungs (80%), vagina (30%), brain (10%),

liver (10%) and kidneys. Lymphogenic metastases are not characteristic. At the early stage, the

tumor tissue penetrates into the myometrium and blood vessels. The tumor is distinguished by

remarkable sensitivity to chemotherapy, even metastasis.



№ 111. Choriocarcinoma of the uterus. (H.E. stain).
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II. Macrospecimens:

№ 101. Acute endometritis.

In the uterine cavity there are blood clots of reddish color and necrotic masses of yellowish color.

Endometritis can be acute and chronic. The acute form is most often caused by the retention in the uterine

cavity of placental remnants after birth (puerperal endometritis) or after abortion, the presence of

intrauterine devices or may be a manifestation of ascending infection in pelvic inflammatory diseases, e.g.,

in gonorrhea. In some cases it can have a severe evolution with diffuse purulent inflammation with the

development of metritis, thrombophlebitis and septicemia. Acute endometritis is usually associated with

involvement of the uterine tubes - salpingitis.



№ 101. Acute endometritis.



№ 108. Tubal pregnancy.

The uterine tube is dilated, up to 2-3 cm in diameter, ellipsoid in shape, blood clots, fragments of placental

tissue and gray-colored fetal remnants are observed on the section.

Ectopic pregnancy constitutes about 1% of the total number of pregnancies, and tubal localization is the

most frequent - more than 90%. Much less rarely is ovarian and abdominal pregnancy encountered. Ectopic

pregnancy constitutes about 1% of the total number of pregnancies, and tubal localization is the most

frequent - more than 90%. Much less rarely is ovarian and abdominal pregnancy encountered.

The salpingitis results in fibrosis processes and subsequent tube deformation. The most frequent localization

is in the ampulla region of the fallopian tube, much less frequently in the interstitial region of the horn of the

uterine corpus. Tubal pregnancy in dynamic evolves towards the rupture of the wall, which occurs suddenly,

with a clinical pattern of acute abdomen and intraperitoneal hemorrhage with hemorrhagic shock. In some

cases, the embryo is detached from the tubular wall, dies and is expelled into the peritoneal cavity through

the fimbriated portion of fallopian tube - tubal abortion. The embryo / fetus in the abdominal cavity may be

mummified or calcified (lithopedion). Aceleași modificări pot surveni în embrionul/fătul, care este eliminat

în cavitatea abdominală prin ruptura trompei.

№ 113. Breast carcinoma

The mammary gland with a tumoral mass of irregular shape, without precise limits, dense consistency, the 

nipple is deformed, retracted.



№ 108. Tubal pregnancy.



№ 113. Breast carcinoma



Fibrocystic changes
(macro- and microscopic)

Normal mammary gland 



Invasive carcinoma of

mammary gland.



a

b

c

Breast carcinoma in situ :
a – intraductal in situ;

b – comedocarcinoma with central 

necrosis in the duct;

c – lobular in situ.



Invasive breast carcinoma: 
a – ductal;

b – lobular.

a
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Ovarian ectopic pregnancy.

Ectopic intraperitoneal

pregnancy



Ectopic pregnancy. Egg implantation 

occurs outside the uterus.



Placenta circumvallata.



Retroplacental hematoma.



Difference in size of the normal placenta (left) and the placenta in preeclampsia (right).



Central placenta praevia (implantation at the level of the internal cervical orifice).



Placenta accreta (hysterectomy).



Placental infarction.



Hydatidiform mole.



Gestational 

choriocarcinoma.

Invasive mole

Molă hidatiformă disecantăChoriocarcinoma with dissemination 

into the lungs.
















