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ABSTRACT 
Intracystic papillary carcinoma of the breast is a rare malignancy with excellent prognosis. We present the 

case of a 49 year old female patient with a huge cystic mass in her left breast which was found to be an 

intracystic papillary carcinoma. 
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INTRODUCTION 
Intracystic papillary carcinoma is a rare malignancy of the breast accounting for 0.5 – 2 % of all breast 

carcinomas (Burton 2009). It has a slow growth rate and an excellent prognosis (Dogan 2003), the ten 

year survival is reported to be 100% (Lefkowits, 1994). We present the case of a 49 year old woman with 
intracystic papillary carcinoma of the breast who presented with a huge palpable cystic mass of five years 

duration. 

 

CASES  
A 49 year old premenopausal woman presented with a huge lump in the left breast of five years duration. 

It was initially small in size which gradually enlarged to its present size. She had no nipple discharge and 

no family history of breast carcinoma. Physical examination revealed two large cystic lumps in the breast 
attached to one another. The first lump was 15 X 8 cm in size and yeilded a haemorrhagic fluid on 

aspiration. The second lump was 6 X 4 cm in size and was found to contain a yellowish fluid on 

aspiration. There was no evidence of axillary lymphadenopathy. Cytopathology from the cystic fluid was 
negative for malignancy. Ultrasonography showed cystic masses with solid components. 

 

 
Figure 1: Large cystic mass occupying nearly the whole of the breast 
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Figure 2: Left above shows collagen tissue i.e. cyst wall. Lower picture shows multiple irregularly 

arranged ducts of multiple sizes lined by highly irregular atypical cell, along with hyperchromatic 

nuclei with scanty cytoplasm, with atypical mitotic fig. & dilated congested vessels with 

haemorrhage and stroma infiltrated by malignant cells with calcification (primary site for 

psammoma body formation) -- taken on scanner view 

 

Surgery revealed two large cystic masses attached to one another and occupying nearly the whole of the 
breast (Fig. 1). The whole mass was removed and sent for biopsy. Cut section showed solid outgrowth 

from the cyst wall. Histopathology revealed multiple irregularly arranged ducts of multiple sizes lined by 

highly irregular atypical cell, along with hyperchromatic nuclei with scanty cytoplasm, with atypical 
mitotic figures and dilated congested vessels with haemorrhage and stroma infiltrated by malignant cells 

with calcification (primary site for psammoma body formation) (Fig. 2). Modified radical mastectomy 

was done. There was no histopathological evidence of metastasis in the axillary lymph nodes. She was 

further treated with radiotherapy and hormone therapy. 
 

DISCUSSION 

Papillary carcinoma of the breast is distinguished by the papillary structural design: proliferation 
characterized by finger-like projections or fronds composed of central fibrovascular cores covered by 

epithelium, without myoepithelial cell layer (which differentiates between benign and malignant papillary 

lesion) (Benkaddour, 2012). It can be divided into invasive and noninvasive forms (Benkaddour 
2012).Noninvasive papillary carcinomas are further subdivided into two subtypes: a diffuse form, the 

papillary variant of ductal carcinoma in situ, and a localized form, intracystic papillary carcinoma (IPC) 

(Benkaddour, 2012; Solorzano, 2002 and Muttarak, 2005). This localized form, describes a solitary tumor 

in an encysted or dilated duct (Benkaddour, 2012). 
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IPC which may be unifocal or multifocal, has a propensity to occur in postmenopausal women. Women 

with intracystic papillary carcinoma may have no symptoms, a palpable mass, or may present with bloody 

nipple discharge (Dogan, 2003). 
Ultraonography usually reveals a cystic mass, with or without septations, with solid papillary masses 

projecting into the cyst (Knelson, 1987 and Schneider, 1989). Ultrasonography may be useful for showing 

wall thickening and adjacent anechoic and hyperechoic areas that may represent hemorrhage resulting 
from ruptured capillaries within the cyst wall or hemorrhagic infarction of the tumor cells (Dogan, 2003 

and Soo, 1995). On mammography, papillary carcinoma is seen as a round or oval lobulated mass 

(Muttarak, 2005). If the tumor extends through the wall of the cyst, the borders may appear “shaggy” 

(Burton, 2009 and Estabrook, 1990).  
Fine-needle aspiration (FNA) usually is highly cellular with complex papillae, foamy macrophages, and 

nuclear hyperchromasia and stratification. However, it is difficult to distinguish benign versus malignant 

papillary disease on FNA because there are no reliable and consistent features (Mugler, 2007). Also, with 
FNA and core needle biopsies one often obtains samples from the center of the mass but invasion is often 

seen at the periphery, making it difficult to differentiate between an in situ and invasive lesion (Burton, 

2009; Dogan, 2003 and Mugler, 2007). Most commonly, the diagnosis of IPC occurs after excisional 
biopsy Gross appearance of IPC may show a cyst surrounded by a fibrous wall containing dark brown 

blood clots (Burton, 2009 and Czernobilsky, 1967). 

Fortunately, IPC is a slow growing tumor with a good prognosis. Historically, IPC was treated with 

radical mastectomy. However, recurrence rates following treatment with only wide local excision appear 
to be low (Burton, 2009; Mugler, 2007 and Czernobilsky, 1967). Wide local excision of the breast lesion 

with or without sentinel node biopsy can be done for pure intracystic papillary carcinoma. Axillary 

dissection is not required since nodal metastasis is rare in this group of patients, however since there have 
been a few reports of nodal metastases, sentinel node biopsy may be warranted (Deshmukh, 2012 and 

Mulligan, 2007). Mastectomy is done for large tumors (where breast conservation is not possible), for 

tumors with associated intraductal component and those with frank invasion (Burton. 2009 and 

Deshmukh, 2012). Further management for these groups of patients is radiation therapy and hormone 
therapy. Hormone therapy is required in a majority of these patients as they are mostly ER and PR 

positive (Deshmukh, 2012). 

To conclude, intracystic papillary carcinoma is a rare breast malignancy with excellent prognosis. The 10-
year survival rate has been reported to be 100% (Lefkowits, 1994). Awareness of this rare entity helps in 

better management of these patients. 

 

REFERRENCES 

Burton EC, Stahlfeld KR and McKeating JA (2009). Intracystic Papillary Carcinoma of the Breast. 

Radiology Case Reports 4(3) 279. 

Benkaddour YA, El Hasnaoui S, Fichtali K, Fakhir B, Jalal H and Kouchani M (2012). Intracystic 
Papillary Carcinoma of the Breast: Report of Three Cases and Literature Review. Case Reports in 

Obstetrics and Gynecology.  

Czernobilsky B (1967). Intracystic carcinoma of the female breast. Surgery, Gynecology and Obstetrics 
124 93-98. 

Deshmukh SP, Mane AD, Hardas VS and Karnik SV (2012). Papillary Carcinoma of the Breast – 

Case reports and Review of Literature Regarding Management Guidelines. Indian Journal of Surgery 
74(6) 510-512.  

Dogan B, Whitman G, Middleton Lavinia and Phelps M (2003). Intracystic papillary carcinoma of the 

breast. American Journal of Roentgenology 181(1) 186. 

Estabrook A, Asch T, Gump F, Kister SJ and Geller P (1990). Mammographic features of intracystic 
papillary lesions. Surgery, Gynecology and Obstetrics 170 113-116. 



CIBTech Journal of Surgery ISSN: 2319-3875 (Online) 

An Online International Journal Available at http://www.cibtech.org/cjs.htm 

2013 Vol. 2 (1) January-April, pp.6-9/Madhumita et al. 

Case Report 

9 

 

Knelson MH, El Yousef SJ, Goldberg REA and Ballance W (1987). Intracystic papillary carcinoma of 

the breast: mammographic, sonographic and MR appearance with pathologic correlation. Journal of 

Computer Assisted Tomography 11 1074-1076. 
Lefkowits M, Lefkowits W and Wargots ES (1994). Intraductal (intracystic) papillary carcinoma of the 

breast and its variants: a clinicopathological study of 77 cases. Human Pathology 25 802-809. 

Mugler K, Marshal C, Hardesty L, Finlayson C and Singh M (2007). Intracystic papillary carcinoma 
of the breast: differential diagnosis and management. Oncology 21(7) 871-876. 

Mulligan AM and O’Malley FP (2007). Metastatic potential of encapsulated (intracystic) papillary 

carcinoma of the breast: a report of 2 cases with axillary lymph node micrometastasis. International 

Journal of Surgical Pathology 15(2) 143-147. 
Muttarak M, Samwangprasert A, Chaiwun B (2005). Intracystic papillary carcinoma of the breast. 

Biomedical Imaging and Intervention Journal (1) 52. 

Schneider JA (1989). Invasive papillary breast carcinoma: mammographic and sonographic appearance. 
Radiology 171 377-379 

Solorzano CC, Middleton LP and Hunt KK (2002). Treatment and outcome of patients with intracystic 

papillary carcinoma of the breast. American Journal of Surgery 184(4) 364-368. 
Soo MS, Williford ME, Walsh R, Bentley RC and Kornguth PJ (1995). Papillary carcinoma of the 

breast: imaging findings. American Journal of Roentgenology 164 321-326. 


