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Abstract

Apocrine carcinoma is a rare and histologically distinct type of invasive breast 

carcinoma. This tumour is seen in elderly females (6th and 7th decade). There are 

only a few cases on record. This is of apocrine carcinoma of the breast arising in a 40 

year old female. 
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Apocrine Carcinoma of Breast

Introduction

reast cancer is the most common Btype of cancer accounting for 32% of 

all cancer cases among women.¹ Pure 

apocrine carcinomas represent about 

0.4% of all invasive breast cancers.² Mean 

age at presentation is 32-84 years. 

Definitive criteria for diagnosing apocrine 

carcinomas on histology remain 

uncertain. ² These carcinomas are usually 

oestrogen receptors (ER) and progesterone 

receptors (PR) negative but positive for 

androgen receptors (AR).

Case report

A 40 year old female presented with right breast 

lump of 7 months duration. Examination revealed a 

firm and painless lump of size 4 x 3 x 3 cm. excisional 

biopsy was received. However, the patient was lost for 

follow up and hence subsequent mastectomy details, 

if done, were not available.

Grossly, the biopsy was grayish white and soft 

measuring 1 x 0.8 x 0.6 cm.

Microscopic examination revealed a tumour 

arranged in nests, sheets and trabeculate. Individual 

tumour cells were large, polygonal, having abundant 

eosinophilic granular cytoplasm and pleomorphic 

vesicular nuclei with one or two basophilic 

micronucleoli (Figs.1&2).

Fig 1

Fig 2

Intervening stroma was scant and desmoplastic and 

showed a moderate mononuclear infiltrate. Mitotic 

activity was low. Haemorrhage or necrosis was 

absent. Surrounding breast tissue showed focal 

fibrocystic change.

Discussion

Breast cancer includes a variety of 

lesions like invasive ductal carcinoma, 

lobular carcinoma, mucinous carcinoma, 
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tubular carcinoma, medullary carcinoma, 

apocrine carcinoma and many others.

Pure apocrine carcinomas represent 

about 0.4% of all invasive breast cancers 

and occur predominantly in the 6th and 

7th decades.²

Apocrine change is seen as abundant, 

eosinophilic, granular cytoplasm with 

benign or mildly cytologically atypical 

nuclei.¹ It is the metaplasia, and sclerosing 

adenosis to carcinomas. Distinguishing 

benign from malignant apocrine 

proliferations can be problematic owing to 

the nuclear characteristics of apocrine 

cells.³

Tumours in differential diagnosis of 

apocrine carcinoma include oncocytic 

carcinoma, squamous (metaplastic) 

carcinoma, lipid-rich carcinoma, granular 

cell tumour, and metastatic melanoma.

Grossly,  apocrine carcinomas 

clinically present as a lump in breast 

usually in upper outer quadrant like 

invasive ductal carcinomas and hence 

indistinguishable from them.

Microscopically, apocrine carcinomas 

show cords, sheets, and occasionally 

tubules of neoplastic cells. Cytologically, 

the tumour cells are large with relatively 

abundant, granular, eosinophil ic 

cytoplasm and distinct cell margins; 

vesicular nuclei with prominent nucleoli 

are characteristic. Our case also had 

similar histologic findings.

Immunohistochemically, gross cystic 

disease fluid protein-15 (GCDFP-15) and 

monoclonal antibody B72.3 is used to 

demonstrate apocrine change.² These 

carcinomas are usually oestrogen 

receptors (ER) and progesterone receptors 

(PR) negative but positive for androgen 
4r e c e p t o r s  ( A R ) .  I n  o u r  c a s e ,  

immunohistochemistry profile showed ER 

and PR negativity.

The ultrastructural features of these 

carcinomas show extensive rough 

endoplasmic reticulum and numerous 

osmiophilic, membrane bound granules.² 

The prognosis and recurrence rate of 

apocrine carcinoma is similar to non-

apocrine carcinomas. Prognosis is usually 

dependent on standard criteria of tumour 

size, grading and nodal status.

Therefore the diagnosis of apocrine 

carcinoma of breast is currently 

d ependen t  on  morpho l ogy  and  

demonstration of GCDFP-15 and mAb 
4B72.3.
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