ISSN: 2320-5407 Int. J. Adv. Res. 4(12), 1301-1305

Journal Homepage: - Www.journalijar.com INTERNATIONAL JOURNAL OF

ADVANCED RESEARCH (IJAR)
ISSN 23205470

INTERNATIONAL JOURNAL OF
ADVANCED RESEARCH (IJAR)

Article DOI: 10.21474/1JAR01/2522
e DOI URL: http://dx.doi.org/10.21474/1JAR01/2522

RESEARCH ARTICLE
INVASIVE SOLID PAPILLARY CARCINOMA BREAST-A RARE CASE REPORT.

Dr. Amreen Brown®, "Dr. Parul Gupta?, Dr.Shruti Singh®, Dr. Nirupma Lal®, Dr. A.N. Srivastava* and Dr.
Osman Musa®.
1. Junior Resident, Department of Pathology, Era’s Lucknow Medical College & Hospital, Lucknow, U.P. India.
2. Associate Professor, Department of Pathology, Era’s Lucknow Medical College & Hospital, Lucknow, U.P.
India.
3. Professor, Department of Pathology, Era’s Lucknow Medical College & Hospital, Lucknow, U.P. India.
4. Professor, Department of Pathology, Era’s Lucknow Medical College & Hospital, Lucknow, U.P. India.
5. Professor and Head, Department of Surgery, Era’s Lucknow Medical College & Hospital, Lucknow, U.P. India.

Manuscript Info Abstract

Manuscript History Papillary lesions of the breast are a complex group ranging from
) benign to malignant. Invasive Papillary Breast Carcinomas are rare

Received: 25 October 2016 and account for approximately 0.5% of all invasive breast carcinomas.

Final Accepted: 23 November 2016

Published- December 2016 Here we report a case of 35 year old female who presented with a

mass in the left breast Routine hematological investigations were
within normal limits and USG revealed ill defined SOL .Grossly a
well circumscribed grey-white tumor with few peripheral lobulations
measuring 8x10cm was seen.Tumor appears to be reaching upto skin
anteriorly and also reaching upto base posteriorly. Microscopically
tumor is composed of large variable sized ducts completely filled by a
solid proliferation of malignant cells. The rounded tumor nests are
well circumscribed and multinodular.At periphery tumor shows
infiltrative small nests of malignant cells, with surrounding
desmoplastic stroma. Papillary carcinomas are mostly cystic. Solid
lesions though occur less may be carcinomas with exclusive papillary
morphology.They have a tendency to manifest as large masses which
are related to the common presence of the bulky cystic components.
Hence, the size of the invasive element is often small. For the cases
showing invasion, prognosis depends on the invasive
component.however cases without invasion show a better prognosis.

Copy Right, 1JAR, 2016,. All rights reserved.

Introduction:-

Papillary lesions of the breast represents a complex group ranging from benign to malignant. Papillary carcinomas
constitute 1-2% of breast cancers in women. Solid Papillary Carcinoma is an uncommon lesion that affects primarily
elderly women .Mean age is 72 years and occasionally patients younger than 50years are affected(1,2).About 95%
cases are unilateral. Majority arise in central area of the breast(1,3). If the epithelium has features diagnostic of
intraductal carcinomas, it is classified as papillary carcinoma in situ. If a cystic component is present it is called
intracystic papillary carcinoma else called solid papillary carcinoma(4). Solid lesions are more invasive. Invasive
Papillary Breast Carcinomas are rare and represent approximately 0.5% of invasive breast carcinomas(5). Invasive
component mostly manifests as mucinous or neuroendocrine though other types may also be observed.
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CASE HISTORY- A 35 year old female presented to the surgery OPD with a mass in the left breast. It had a
duration of 7 months and increased in size since 3 months. No history of bloody nipple discharge present.On
examination a bosselated mass felt in the inner and upper quadrant with retracted and inverted nipple.There is no
significant family history present.

INVESTIGATION- Routine hematological investigations were within normal limits.USG revealed ill defined SOL
with areas of micro-calcification and necrosis with increased internal vascularity in left breast suggestive of
neoplastic pathology. Modified radical mastectomy with axillary dissection done.

Grossly the mastectomy specimen measuring 20x14x8cm with attached skin eclipse measuring 17x15cm and
attached axillary tail. Skin bears nipple and areola with retracted, inverted nipple.Cut surface shows well
circumscribed grey-white tumor with few peripheral lobulations measuring 8x10cm.Tumor appears to be reaching
upto skin anteriorly and also reaching upto base posteriorly. Tumor is 1.5cm from superior margin and also appears
to be reaching to inferior margin. It also appears to be present on the inner medial aspect of breast.Cut surface of
axillary tail shows grey brown areas.One of the peripheral areas show cystic area measuring 4x4 cm filled with
mucin.

Microscopically tumor is composed of large variable sized ducts completely filled by a solid proliferation of
malignant cells. The rounded tumor nests are well circumscribed and multinodular. There is presence of delicate
network of fibrovascular stroma distributed in an arborising pattern throughout the compact sheets of malignant
cells. Tumor cells have high nucleo-cytoplasmic ratio, hyperchromatic, pleomorphic nucleus, clumped chromatin,
prominent nucleoli and moderate amount of amphophilic cytoplasm. At periphery tumor shows infiltrative small
nests of malignant cells, with surrounding desmoplastic stroma.Nuclear palisading around stromal core and
psuedorossetting around capillaries present. Foci of large area shows necrosis. Foci of luminal mucin surrounded by
similar tumor cells also seen.

Due to the frank nature of the invasion seen, the immunohistochemical markers for the identification of the
myoepithelial cells were not considered as necessary. A diagnosis of an invasive solid papillary carcinoma of the
breast was made. Axillary dissections yielded six lymph nodes which were negative for metastatic deposits.
DIFFERENTIAL DIAGNOSIS- Invasive micropapillary carcinoma, Florid ductal hyperplasia, lobular neoplasia,
intracystic papillary carcinoma (IPC), and ordinary low-nuclear-grade ductal carcinoma in situ can be kept as a
differential.

TREATMENT-Complete excision of the lesion ,total or partial mastectomy is the treatment of choice for SPC. Data
is not available to evaluate the role of sentinel lymph node biopsy in SPC(14,15).

Discussion:-

Papillary Carcinomas are usually present in the postmenopausal women.the mean age being between 63-67 years.In
our case the patient is 35 year old women .Papillary Carcinomas are mostly discriminated as benign or malignant on
the presence or absence of the myoepithelial component. Many authors have shown that solid papillary carcinomas
lack myoepithelial cells at their periphery so the concept that solid papillary carcinomas are in situ tumors has been
challenged. It remains a matter of controversy(6,7,8).Malignant tumors are characterised by a frond-like growth
pattern on a fibrovascular core lacking a myoepithelial layer.Pathologically four patterns exist- cribriform,compact
columnar epithelial,stratified spindle cell and transitional.Combinations of these patterns may also be seen.
Approximately 50% of papillary carcinomas arise in the retro-areolar or sub-areolar region of the breast.

Foote and Stewart observed that in some areas of the papillary carcinoma the cellular proliferation becomes dense
and basic papillary properties become overgrown. Such tumors are classified as Solid Papillary Carcinomas (SPCs).
The SPC cases are divided into three groups:1) SPC only (32.7%),2) SPC with extravasated mucin (8.6%), and 3)
SPC with invasive components (58.7%), which may be further devided like- A) Neuroendocrine-like (29.5%),B)
Colloid (23.5%),C) Ductal not otherwise specified (14.5%),D) Lobular (3%), E)Tubular (3%),F) Mixed (26.5%)(9).
Papillary carcinomas are mostly cystic. Solid lesions though occur less may be carcinomas with exclusive papillary
morphology.They have a tendency to manifest as large masses which are related to the common presence of the
bulky cystic components. Hence, the size of the invasive element is often small.
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Papillary carcinomas of breast are ER and progesterone receptor positive.They are Her2Neu
negative(10,11,12).Markers for myoepithelial cell layer for invasion assessment are Smooth muscle actin, p63,

CD10, S-100, calponin and maspin. Smooth muscle myosin heavy chain and p63 are more specific(12,13).

On mammaography Invasive papillary carcinoma is a round, oval or lobulated mass .Margins are circumbscribed but
may be obscured or indistinct. Accompaying microcalcifications or a dilated ductal pattern may be present.

Ultrasonographic evaluation of invasive papillary carcinomas reveal a hypoechoic and solid mass,commonly
accompanied with posterior acoustic enhancement.Complex cystic and solid masses may be evident.

Invasive papillary carcinomas are infiltrating breast carcinomas with exclusive papillary morphology and should be
distinguished from the other malignant papillary lesions. They should not be confused with invasive micropapillary

carcinoma, which is a separate entity. Invasive papillary carcinoma, morphologically lacks true fibrovascular cores,
and is characterised by neoplastic cells arranged in solid nests or tubules surrounded by clear spaces.
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Fig.1:- Gross image showing well circumscribed grey white growth measuring 9x4cm.
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Fig.2: Section showing sheets and small nests of atypical cells separated by thick fibrocollagenous septae..These
atypical cells are forming micropapillae and solid sheets and have moderate to marked pleomorphism and
atypia.(H&E,10x).

e pio¥8 A ¥ 2 " b Oy P 75 o
Fig.3: Section shows presence n an arborising pattern
throughout the compact sheets of malignant cells.(H&E 40x).
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Apart from this florid ductal hyperplasia, lobular neoplasia, intracystic papillary carcinoma (IPC), and ordinary
low—nuclear-grade ductal carcinoma in situ can be kept as a differential. Florid ductal hyperplasia has no
fibrovascular core, palisading of cells or presence of mucin. Mitotic activity is not a feature of florid ductal
hyperplasia(2,14). Lobular neoplasia is shows discohesion of cells and lacks papillary fronds.2.
Immunohistochemistry using e- cadherin, shows positivity in SPC and it is negative in lobular proliferations.
Intracystic papillary carcinoma is present in elderly patients. It is well circumscribed, and may lack a layer of
myoepithelial cell layer at the periphery. Low grade DCIS does not have the morphology like that of SPC, or the
cells with plasmacytoid or spindle cell appearance. The presence of mucin, branching fibrovascular stroma, and
ducts encompassed by fibrosis are not features of DCIS(2,14).

In the absence of invasion, SPCs have a better outcome. For the cases associated with invasion, prognosis will
depend upon the invasive component of the tumor(14). In these cases, metastasis can occur without axillary lymph
node involvement(1,14). Maluf and Koerner described a case in which lung metastasis occurred without the
evidence of axillary lymph metastasis.

Conclusion:-

Solid papillary carcinoma is an unusual breast tumor. Invasive solid papillary carcinoma is a rare variant. Clinically
and histologically they are distinct breast tumors that predominantly occur in elderly patients. For the cases showing
invasion, prognosis depends on the invasive component.however cases without invasion show a better prognosis.
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