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Background : Papillary carcinoma of breast is rare and account for approximately 1-2% of newly diagnosed cases of 
breast cancers. The common age group of presentation is 6-7th decade. These tumours usually present with a painless 
retroareolar swelling associated with bloody nipple discharge in 50% cases. Case 1) 57 year old most Cases : 
menopausal woman presented with huge ulcerative lump in right breast over a period of 1 year. After confirming 
diagnosis with incisional biopsy, patient was proceeded with Neoadjuvant Chemotherapy (NACT) followed by Right 
MRM with SSG.   Case 2) 66 year old male patient came with complaints of bloody discharge from nipple for past 1 year. A 
small subcentimetric lump present in retroareolar region on left breast was present, on which USG guided CNB revealed 
Invasive Ductal Carcinoma. Patient was proceeded with Left MRM. Case 3) 65 year old male patient presented with 
painless lump in left breast for 3 months. Clinical examination revealed a 1*2 cm lump in left breast with a single mobile 
ipsilateral axillary node. Image guided CNB revealed Invasive Papillary carcinoma. Patient was taken up for upfront Left 
MRM. All 3 patients are on regular follow-up for more than a year, and no recurrence is noted on followup.
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INTRODUCTION
Papillary carcinoma of breast accounts for 0.5% of all newly 
diagnosed instances of breast cancer. Unless coupled with 
invasion, solid papillary carcinomas have indolent clinical 
behavior. This case series discusses the prevalence, various 
appearances, pathology, and follow-up of patients with 
papillary cancer of the breast.

CASE REPORTS
CASE 1
A 57 year old postmenopausal female presented with 
complaints of lump in right breast for 1 year. Examination 
revealed huge 14*16cm lump in right breast with ulceration. 
Two repeated core needle biopsies revealed benign 
phyllodes tumour, despite the clinical suspicion of 
malignancy. Incision biopsy revealed invasive breast 
carcinoma. After completion of Neo Adjuvant Chemotherapy 
(NACT), patient was proceeded with right Modified Radical 
Mastectomy (MRM) with SSG after confirming deeper margin 
status by frozen section.

Figure 1) Huge ulcerative lump in 57 year old, on repeated 
CNB revealed Phyllodes Tumour

Figure 2) Post-operative picture with SSG after 
confirming margin status

Postoperative Histopathological Examination revealed 
Invasive Papillary Carcinoma Grade II with DCIS component 
<5%, all 17 lymph nodes negative for malignancy. pT4b N0 
M0. Patient was represented in tumour board and was adviced 
adjuvant chemotherapy, which patient had completely 
undergone. There is no recurrence on follow-up for 2 years

CASE 2
A 66 year old gentleman came with complaints of bloody 
discharge in left nipple for 1 year. On examination, 1*1 cm 
lump in retroareolar region of left breast. Examination of left 
axilla, right breast, right axilla were clinically normal. Nipple 
discharge for cytology revealed hemorrhagic material and 
was suggestive of malignancy. Image guided core needle 
biopsy from left breast lump revealed Invasive Ductal 
Carcinoma. Patient was proceeded with left Modified Radical 
Mastectomy (MRM). Postoperative Histopathological 
examination revealed Encapsulated Papillary Carcinoma 
with Invasion, ER,PR 90% positivity, pT1 N0 M0 Adjuvant 
chemotherapy, radiotherapy were not indicated. Patient is on 
Tablet Tamoxifen for 2 years, since post-op, no recurrence 
reported.

Figure 3) Papillary carcinoma in a 66 year old presenting 
with bloody nipple discharge

CASE 3
A 65 year old gentleman presented with complaints of slow 
growing lump in left breast for 3 months. Clinical examination 
revealed a 1*2 cm firm lesion in sub areolar region of left 
breast with 1*1cm discrete, mobile, nontender firm node in 
left axilla. Core Needle Biopsy from breast lesion revealed 
Invasive Papillary Carcinoma. Patient was taken up for upfront 
lef t  Modif ied Radical  Mastectomy.  Postoperat ive 
Histopathological examination revealed Invasive Papillary 
Carcinoma Grade 1 with all 18 nodes negative for malignancy 
pT N M . Patient is on adjuvant chemotherapy for 1 year, no 2 0 0
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recurrence on follow-up has been reported.

DISCUSSION
Solid Papillary Carcinoma  is an uncommon breast lesion and 

(2,4,7,11)constitutes approximately 1% of breast tumours . It is 
known to arise from the ducts and is considered a variant of 
ductal carcinoma in situ (DCIS) by some authors. The mean 

(3,4,8,9,11)age of presentation is the 7th decade of life ; however, it 
can also affect younger women. About 95% of the tumours are 
unilateral, and approximately 50% arise in the retro-areolar 

(1,3,4,9)or the subareolar regions ; hence, most cases present as a 
centrally located breast mass with nipple discharge.

BENIGN 
Ÿ Intraductal Papilloma (solitary)
Ÿ Intraductal papillomatosis

ATYPICAL
Ÿ Papilloma with atypical hyperplasia
Ÿ Papilloma with DCIS

MALIGNANT – NON-INVASIVE
Ÿ Papillary Ductal carcinoma in situ
Ÿ Encapsulated Papillary Carcinoma
Ÿ Solid Papillary Carcinoma

MALIGNANT – INVASIVE
Ÿ Invasive Papillary Carcinoma

2  Types Of Invasion 
1. Papillary carcinoma associated with conventional type of 

(2,5,7,12)Invasive Carcinoma , where the invasive component may 
be composed of a pure Invasive Ductal Carcinoma (IDC), or a 
mixed morphology composed of mucinous, neuroendocrine-
like, IDC, or uncommonly, lobular and tubular subtypes. 

2. Predominant papillary carcinoma but with features of 
stromal invasion, most commonly associated with stromal 

(1,8,10)desmoplasia 

Ÿ Loss of myoepithelial layer highlighted by the 
immunohistochemical loss of p63 is necessary to 
distinguish it from Ductal Carcinoma In-Situ (DCIS) and 
may also confirm areas of doubtful invasion

Ÿ Papillary Carcinoma of breast strongly mimics
Ÿ Lobular Carcinoma In-Situ (LCIS)
Ÿ Atypical ductal epithelial hyperplasia
Ÿ Lobular hyperplasia 

Figure 4 A) An intraductal papilloma with characteristic 
finger-like fronds as well as a component of usual ductal 
hyperplasia forming a more solid area of proliferation 
Figure 4 B) IHC for p63/CK14 double stain highlights the 
myoepithelial cells that are subjacent to the negative staining 
epithelial cells lining the papillae 

All three patients presented with painless breast lump around 
(5)mean age of 60 as mentioned by Lewis JT et al . One patient 

presented with bloody nipple discharge, which is the most 
common presenting complaint in papillary carcinoma 

(4,5,12,13)breast .  whereas another patient was twice biopsy 
proven phyllodes tumour. Sonographically all 3 lesions 
presented as homogeneous solid lesions. Surgical excision is 
recommended for papillary lesions following an image-

guided core needle biopsy, specially to rule out malignancy 
when atypia is diagnosed, which has been emphasized in 

(12,13)many studies .

Conclusion
Solid papillary carcinoma of breast is seen in elderly with 
limited lymph node metastasis with a favourable prognosis . It 
has a morphological overlap with various benign and 
malignant lesions. It requires a thorough clinical, radiological 
and immunohistochemical workup to reach a definite 
diagnosis so that appropriate therapy can be administered 
for maximum patient benefit.
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