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Abstract

Intraductal papillary carcinoma is very uncommon breast disease, constituting 0.5% to 1%
of all breast cancers. Intraductal and intracystic papillary carcinomas are the histological
classification of papillary carcinomas. Here we report, a 61 year old man presented with a
mass in the upper outer quadrant of the left breast, with associated nipple discharge and
bleeding since 2 months. Histological examination revealed tumor cells arranged in multi-cell
layered papillae mostly in dilated lumen with foci of cribriform, follicular and solid pattern.
Occasional psammoma bodies are also noted. Surgical excision is usually recommended
after core-needle biopsy if there is atypia, high risk lesion, imaging histological discordance
or positivity for malignancy. Often biopsy excision is performed directly when papillary
carcinoma is suggested by sonography or mammography. Indeed, the surgical excision
allows the pathologist to classify the papillary by classically histological examination of
the lesions especially with immunohistochemical study and to research invasion or DCIS
in surrounding breast tissue, present in majority of cases. There are no evidence based
guidelines for treatment of intraductal papillary carcinoma. Hence, it is recommended to go

for conservative surgery without axillary dissection, which shows excellent prognosis.
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Introduction

Breast carcinoma in men is extremely rare; it represents 0.6% of
all breast carcinomas and less than 1% of all malignancies in men
[1]. Intraductal papillary carcinoma (IPC) is also a rare form of
breast cancer, accounting for 0.5-1% of all breast cancers [2]. IPC
in man is an extremely rare disease with only very few case reports
published in the literature so far [3-5]. IPC accounts for 5 to 7.5%
of all male breast cancers [6]. It typically occurs at an old age with
a good prognosis [7]. Intraductal papillary carcinoma is a rare form
of malignant breast disease, which constitute about 0.5% to 1% of all
breast cancers.

Papillary carcinomas can be classified into intraductal and intracystic
papillary carcinoma as per histopathological evaluation. It has been
found that the incidence and prevalence of both invasive and in situ
papillary carcinoma is greater in postmenopausal elderly women,
and in males. Clinically, the patient is asymptomatic or present
with a breast mass with or without nipple discharge. In radiological
investigations, intraductal papillary carcinoma has present mostly
with benign features. Histological examination shows a well
circumscribed mass lesion having proliferation of neoplastic cells
arranged around fibrovascular cores. From therapeutic as well as
prognostic points distinction of invasive papillary carcinoma from
non-invasive forms is very important.

Papillary neoplasm of breast encompasses a heterogeneous group of
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lesions in histomorphology, all sharing a growth pattern characterized
by the presence of fibro vascular stalks lined by neoplastic epithelial
cells. Malignant papillary neoplasms of the breast consist of a number
of microscopically distinct lesions including ductal carcinoma in
situ (DCIS) arising in an intraductal papilloma, papillary DCIS,
encapsulated papillary carcinoma, solid papillary carcinoma and
invasive papillary carcinoma.

Case Report

A 61 year old man presented with a mass in the upper outer quadrant
of the left breast, with associated nipple discharge and bleeding
since 2 months. On physical examination one 2 cm diameter mass
noted with ill-defined margins. The lesion is fixed and firm but
painless, and without any skin changes. Mammography showed
an oval opacity of the upper outer quadrant with calcifications.
Ultrasonography showed a solid-cystic mass measuring 27 mm, with
posterior acoustic enhancement. FNAC had done revealed nuclear
atypia. Surgical excision was carried out.

Histological examination revealed tumor cells arranged in multi-
cell layered papillae mostly in dilated lumen with foci of cribriform,
follicular and solid pattern. Occasional psammoma bodies are
also noted. There is no evidence of microscopic invasion or
lymphovascular invasion or involvement of any of the ten axillary
nodes dissected (0/10). Nipple and areola as well as posterior
resection margin are not involved (Figures 1 and 2).
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Figure 1. Histological examination revealed tumor cells arranged in multi-cell layered papillae.
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Figure 2. Immunohistochemical findings reveal strong positivity for ER and PR. Allred scoring
show high intensity (3) and proportion (5) score for both ER and PR.

Discussion

Papillary carcinoma of the breast is a rare form of malignant
tumor, constituting 1-2% of all breast carcinomas in women. It
is characterized by the papillary architecture with proliferation
of neoplastic cells forming finger-like projections or fronds
having central fibrovascular cores covered by epithelium without
myoepithelial cell layer. Presence of myoepithelial cells differentiate
between benign and malignant papillary lesion. Lesions can be
divided into invasive and non-invasive forms. Non-invasive papillary
carcinomas are subdivided further into two subtypes, a diffuse form
the papillary variant of ductal carcinoma in situ and a localized form-
intracystic papillary carcinoma. In mammography, the intraductal
papillary carcinoma is seen as a round to oval or lobulated opacity.
The margins of the mass lesions are usually circumscribed but in
some cases indistinct or obscured margins are also found in places
indicating presence of inflammation or invasion. The co-existence
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of a residual palpable mass with a frankly bloody aspirate at the fine
needle aspiration cytology is a strong indicator of carcinoma.

Many authors use core needle biopsy of the intraductal mass under
ultrasonographic guidance as a distinguishing tool between benign
from malignant papillary lesions, but it has got a low accuracy for
identifying in situ or invasive papillary carcinoma because the site of
biopsy is generally central where the invasion is usually found at the
periphery of the tumor mass.

Surgical excision is the standard recommendation after core-needle
biopsy if there is atypia, any high-risk lesion, positivity for malignancy,
or imaging-histological discordance. Excision biopsy is often
performed, when papillary carcinoma is suggested by mammography
or sonography. Surgical excision allows the pathologist to classify the
papillary lesions by conventional histological examination aided with
immunohistochemical study and to demonstrate invasion or DCIS in
surrounding breast tissue, present in majority of cases.



There are no strict evidence based guidelines for treatment of
intraductal papillary carcinoma. Randomized controlled trials
comparing outcome of breast conserving surgery to mastectomy
is also not very promising. There are also many case reports as
well as retrospective studies that showed excellent prognosis with
conservative surgery without dissection at axillary part. In this
context, we believe this paper will enlighten all concern about the
extremely rare Intraductal Papillary Carcinoma of a male breast.
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