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Abstract

Intracystic papillary carcinoma (IPC) of the breast has traditionally been considered 
1to be a variant of ductal carcinoma in-situ (DCIS).  It is an uncommon tumour 

accounting for less than 2% of breast carcinomas in females and predominantly 
2affects elderly women.  IPC is extremely rare in males with only a few cases reported 

3,4,5in the literature.  The tumour has excellent prognosis regardless of whether it is in-
3situ or invasive, with a reported 10 year survival of 100%.  Hence accurate diagnosis 

plays a crucial role in the management of patients with IPC.

We report two cases of IPC, one in a 68 year old woman and the other in a 70 year old 

man. The diagnosis was suspected on fine needle aspiration cytology (FNAC) and 

subsequently confirmed by histopathology.

Introduction

PC of the breast is a lesion located within Ia variably distended duct and may 

extend into i ts branches. I t  is  

characterised by papillae with thin 

f i b r o vas cu l a r  s t a l k s  d e vo i d  o f  

myoepithelial cell layer alongwith a 

neoplastic epithelial cell population with 

histopathological features of low grade 
2DCIS.   These lesions usually present as 

subareolar mass and/or nipple discharge, 

most frequently in elderly women and 

represent less than 2% of breast 
2carcinomas in females.  IPC is extremely 

3,4,5rare in males.  The clinical presentation 

in males is similar to that in females except 

for a higher median age in males (60 vs 53 
4years).  

In this report we describe clinical, 

cytological and histopathological findings 

of two cases of this rare entity.

Case 1

A 68 year old woman presented with lump in left 

breast since 6 months. There was no history of nipple 

discharge. Local examination revealed a lump 

measuring 4 x 3 x 3 cms in the left subareolar region. 

There was no skin involvement or palpable axillary 

l ymphadenopathy .  FNA was  r epea ted ly  

haemorrhagic and smears revealed clusters of 

malignant ductal epithelial cells admixed with 

haemosiderophages. A diagnosis of cytology positive 

for malignant cells was rendered and patient 

underwent modified radical mastectomy (MRM). The 

right breast was unremarkable.

The specimen revealed a cyst measuring 5 x 3.2 

x 3 cms. It contained blood clots and a papillary grey 

white tumour measuring 1x1 cms attached to the 

cyst wall (Fig.1). 

Fig. 1: Papillary tumour within a cyst.
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On microscopy it showed papillary lesion surrounded 

by thick fibrous capsule. The papillae had thin 

fibrovascular core and were lined by cells with low 

grade nuclei. The adjacent breast parenchyma 

showed extensive DCIS of micropapillary and solid 

type (Fig.2) with focal invasion. 

Fig. 2: IPC with foci of DCIS in the adjacent breast

(H and E, x40).

Two axillary lymph nodes were involved by the 

tumour. The diagnosis of IPC was rendered.

Case 2

A 70 year old male patient presented with 

gradually increasing lump in the left breast since two 

months. There was no history of nipple discharge. 

Local examination revealed a lump measuring 7 x 6 x 

5 cms in the subareolar region. No skin involvement 

or axillary lymphadenopathy was seen. FNA yielded 

40 ml of serosanguinous fluid and the lump size 

reduced considerably. Smears revealed true papillae 

covered by round to oval cells with pleomorphic 

vesicular nuclei and eosinophilic cytoplasm (Fig 3). 

Fig. 3: FNAC smear showing well formed papillae 

against a background of tumour  cells with intact 

cytoplasm.

The background was haemorrhagic and many 

scattered tumour cells with intact cytoplasm were 

evident. A diagnosis of cytology positive for malignant 

cells - suspicious of IPC was offered. The patient 

underwent MRM. Serial sectioning showed a cyst 

measuring 3 x 2 x 1cms in the central quadrant with a 

papillary tumour measuring 1.5 x 1cms. 

Histopathology confirmed IPC. The adjacent breast 

revealed DCIS of cribriform type with microinvasion. 

The axillary lymph nodes were free from tumour 

metastasis.

Discussion

Papillary lesions of the breast include 

intraductal papilloma, papillomatosis, 

carcinoma arising in a papilloma and 

intraductal papillary carcinoma (with or 

wi thout  invas ion) .  Trad i t iona l ly  

considered to be a variant of DCIS and 

termed 'intracystic' or 'encysted' papillary 

carcinoma, the lesion now called 

encapsulated papillary carcinoma is 

characterised by the presence of papillary 

carcinoma within an apparent cystically 

dilated duct. In contrast to papillary DCIS, 

in which there are myoepithelial cells at 

the periphery of the involved spaces, 

recent studies have failed to demonstrate 

layer of myoepithelial cells at the periphery 
6,7of the tumour nodules of IPC.  This 

observation has raised the possibility that 

these lesions, long considered variants of 

DCIS may in fact be a form of low grade 

invasive carcinoma with an expansile 

growth pattern or part of a spectrum of 

progression from in-situ to invasive 
1,6,7,8 disease.

IPC is divided into 3 subgroups, i) Pure 

IPC, ii) IPC associated with DCIS and iii) 

IPC associated with invasive carcinoma. 

The majority of patients with IPC have 

associated DCIS or invasive carcinoma or 

both and the treatment strategies differ on 
9 the basis of this associated pathology.

FNAC may not be diagnostic in these 

cases due to cystic and haemorrhagic 

nature of the lesion. The aspirates are 

commonly hypocellular and admixed with 

haemosiderophages due to the highly 
3,4vascular nature of IPCs.  In our second 

case, however, the aspirate was cellular 

and displayed many papillae lined by 

atypical cells against a background of 
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intact tumour cells. Hence the diagnosis of 

IPC was suspected on FNAC.  Presence of 

subareolar cystic lump in an elderly 

patient and most importantly, awareness 

of the lesion can help in FNA diagnosis of 

IPC. 

On gross examination, IPC appears as 

a friable mass within a cystic space. 

Microscopically, these lesions are 

characterised by one or occasionally 

several nodules of papillary carcinoma 

surrounded by a thick fibrous capsule. IPC 

may occur alone but more often the 

surrounding breast tissue contains foci of 

low or intermediate grade DCIS, usually 

with cribriform or micropapillary pattern. 

Areas of invasion may also be seen, which 

can range from microinvasive to large foci. 

When frankly invasive carcinoma is 

present in association with IPC, it is 

recommended that only the size of the 

invasive component be reported as the 

tumour size for staging purpose to avoid 
1over treatment.   Due to friable nature, 

papillary lesions are prone to epithelial 

d i s p l a c e m e n t  a f t e r  n e e d l e  

instrumentation procedures and can 

cause confusion in the diagnosis of 

invasion. History of recent needling 

procedure, presence of prior biopsy site 

changes, degenerative changes in the 

'invasive ' cell clusters and absence of 

reactive altered stroma are clues 
10indicating epithelial displacement.  Also, 

the putative invasion should be clearly 

present beyond the fibrous capsule of the 

lesion to avoid confusion with entrapped 
1epithelium.

In both of our cases, foci of true 

invasion were present in the adjacent 

breast along with IPC. In the first case, 

t h e r e  w a s  e x t e n s i v e  D C I S  o f  

micropapillary, comedo and cribriform 

type with focal invasion of breast 

parenchyma. In the second case, the 

adjacent breast revealed DCIS of 

cribriform type with microinvasion. 

 Metastasis involving two axillary 

lymph nodes was seen in our first case, 

while in the second all the axillary nodes 

were free of metastasis. Grabowski et al 

have mentioned a low rate of axillary 
11metastasis in patients with IPC.  Studies 

have reported axillary lymph node 

involvement in cases without adjacent 
12invasive ductal carcinoma.  Even in 

patients with nodal metastasis, the 

prognosis has been reported to be 
4favourable.  There is no consensus as to 

the role of axillary staging procedures for 

IPC. However sentinel lymph node biopsy 

may be a prudent way to evaluate axillary 
11involvement in patients with IPC.

There are no clear guidelines on 

management of IPC. The mainstay of 

treatment is surgical excision, which can 
11be either conservative or mastectomy.  

Use of adjuvant radiation or endocrine 

therapy has been advocated in patients 

with IPC associated with DCIS or 

microinvasion and in young patients ( < 50 
9years) with pure IPC.

 In conclusion, IPC is an uncommon 

type of breast carcinoma and regardless of 

whether it is in-situ or invasive, it has 

excellent prognosis. Hence accurate 

histological diagnosis is essential.
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Dronedarone in High-Risk Permanent Atrial Fibrillation

Dronedarone restores sinus rhythm and reduces hospitalisation or death in 
"intermittent atrial fibrillation". It also lowers heart rate and blood pressure and has 
antiadrenergic and potential ventricular antiarrhythmic effects. We hypothesized 
that dronedarone would reduce major vascular events in high-risk permanent atrial 
fibrillation.

Dronedarone increased rates of heart failure, stroke, and death from cardiovascular 
causes in patients with permanent atrial fibrillation who were at risk for major 

vascular events. Our data show that this drug should not be used in such patients.

N Engl J Med 2011;365:24:2268
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