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Abstract

Introduction: We present a rare case of breast papillary carcinoma associated with intracystic component in a woman with a long
history of autoimmune hypothyroidism and multiple sclerosis.
Case Presentation: The patient was a 59-year-old woman presented with complaints of pain and swelling in her right breast. She
was a known case of autoimmune hypothyroidism since 20 years and secondary progressive multiple sclerosis since 13 years ago.
She had received frequent interferon, corticosteroid and cytotoxic therapy for her multiple sclerosis. On imaging studies, there were
multiple large cystic-solid lesions in the right breast and with presumptive diagnosis of infectious collection or phyllodes tumor,
she finally underwent simple mastectomy. On gross pathological evaluation, a large multi-loculated cyst filled with blood clots and
necrotic debris was identified. In serial sections, a 7 cm solid tumoral mass with papillary projections protruding into the cyst cavity
was seen. Although the gross appearance of the lesion resembled an angiosarcoma accompanied by cystic hemorrhagic necrosis,
after the microscopic evaluation of the specimen, papillary breast carcinoma associated with intracyctic component was finally
diagnosed.
Conclusions: The aim of this study was to describe a rare variant of invasive breast cancer presenting with a large solid-cyctic mass
in a woman with long standing autoimmune disorders.
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1. Introduction

Papillary carcinoma of the breast is a very rare type of
invasive ductal breast cancers with prevalence of approx-
imately 0.5% (1, 2). The target group is postmenopausal
females and males are rarely affected (3). Because of the
central location of this tumor, symptoms usually include
nipple discharge or bleeding as well as palpable mass (4).
This type of carcinoma is slow growing and the prognosis
is better than other types (2). In addition to well known
risk factors for breast cancer including prior history of can-
cer, atypical hyperplasia, genetic predisposition, hormone
use, alcohol consumption, obesity and nulliparity (5). A re-
lationship between the effects of immune system, autoim-
mune and chronic inflammatory disease and malignan-
cies, like breast cancer is suggested in some recent stud-
ies (6). Some studies show a relationship between hypothy-
roidism including autoimmune types with increased risk
of breast cancer (7, 8). There are also some researches that
indicate an increased risk of cancers such as breast cancer
in patients with multiple sclerosis (9, 10).

We present a case of papillary breast cancer with multi-
ple and uncommon risk factors which have recently come
to attention.

2. Case Presentation

A 59-year-old married woman, a known case of autoim-
mune hypothyroidism since 20 years ago and secondary
progressive multiple sclerosis since 13 years ago was ad-
mitted to our hospital because of a palpable mass in her
right breast and asymmetry between the size of right and
left breasts. One and half years earlier, she had noticed a
breast mass but because of severe disability, mammogram
procedure was impossible and she did not follow the prob-
lem. From three months before the recent admission, the
mass became larger and the affected breast increased 2 -
3 times of its normal size. She had no complaint of nip-
ple discharge, bleeding, nor alteration in overlying skin.
In addition to the mentioned disease, in the past medical
history she reported a uterine leiomyoma that had been
surgically removed during her only pregnancy. She had
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received frequent interferon beta-1b injections and corti-
costeroid pulses and four episodes of mitoxantrone injec-
tions but since 6 years ago Gabapentin and Neuroaid (a
traditional Chinese medicine) were the only medications
she was using for her multiple sclerosis. For the hypothy-
roidism, she was taking levothyroxine daily. Family history
revealed multiple sclerosis in her brother.

On physical examination, she was conscious and ori-
ented, and her vital signs were in normal ranges. The scar
of prior surgery was evident on the abdominal skin. A large
cystic, well-circumscribed mass in the right breast with no
nipple retraction or discharge was observed. No palpa-
ble axillary lymph nodes were detected. Neurologic assess-
ment revealed markedly decreased muscle force of four ex-
tremities. No other abnormalities were evident in the ex-
amination.

In laboratory studies, blood cell counts and thyroid
function tests were normal as a result of regular consump-
tion of levothyroxin.

Ultrasound study revealed three cystic-solid lesions
measuring 124×97 mm, 53×50 mm and 95×85 mm with
vascular flow and thick walls interspersing them within
the right breast (Figure 1). Additionally, a solid mass lo-
cated superolateral to the abovementioned lesions had
been reported which was 70 × 60 mm in size. The patient
underwent simple mastectomy and the specimen was sent
to our laboratory for pathologic evaluation. Written in-
formed consent was obtained from the patient for publi-
cation of this case report and accompanying images.

3. Pathological Findings

3.1. Macroscopy

The specimen consisted of a breast tissue with 33 ×
16 × 13 cm dimensions which was partially covered with
skin and nipple with 2 cm diameter was observed on the
skin. There was a cystic lesion in posterior side of the spec-
imen which was filled with blood and resulted in two pro-
jections on lateral parts of the overlying skin. Muscular
tissue with 5.5 × 5 × 0.5 cm dimensions was attached to
the superolateral aspect of the posterior side. In serial sec-
tions, a multi-loculated cyst (14 × 12 × 10 cm) which was
filled with blood clots and necrotic debris was identified.
A solid and fragile tumoral mass (7 × 5 × 3 cm) with pap-
illary projections protruding into the cyst cavity was seen
on superior side of the cyst wall (Figure 2). Papillary projec-
tions were also identified in other parts of the cyst cavity.
Non tumoral tissues were full of tan nodular lesions with 2
to 5 cm diameter and 4 lymph nodes were dissected from
the lateral part of the specimen. Gross appearance of the
lesion resembled an angiosarcoma which forms a friable,

firm or spongy mass accompanied by cystic hemorrhagic
necrosis. But after the microscopic evaluation of the speci-
men this differential diagnosis was excluded.

3.2. Microscopy

Histological examination revealed multi-loculated cys-
tic spaces, some surrounded by fibrous wall with projec-
tion of arborizing papillary structures lined by malignant
ductal epithelial cells devoid of a myoepithelial layer dif-
ferentiation. Multifocal invasive components were also
noted with extension beyond the fibrous wall and accom-
panied by stromal reaction. None of the tumoral breast
tissue revealed complete disappearance of the acinar tis-
sue. The only remaining epithelial elements consisted of
the ductules which were surrounded by dense bundles of
collagen. Four lymph nodes dissected from tumor periph-
ery were tumor free but showed evidence of sinus vascular
transformation (Figure 3).

3.3. Further Treatment

After surgery, the patient was referred to the clinical
oncologist and with a multidisciplinary approach, adju-
vant chemotherapy and radiotherapy were planned.

4. Discussion

Papillary breast cancer is one of the rare subtypes of
breast carcinomas which is often seen in postmenopausal
women (1). The symptoms usually include bloody nipple
discharge according to the most common site of the tu-
mor which is central (3, 4). There are some microscopic
variants including encysted type, encapsulated type, di-
morphic type and solid type. On mammogram, papil-
lary tumor is a multinodular lesion with increased den-
sity and either well defined or ill-defined borders. Sonogra-
phy of invasive papillary carcinomas reveals well defined,
solid or mixed solid and cystic, inhomogeneous and hypo-
echogenic mass with posterior enhancement (4). The prog-
nosis of this type of cancers is generally better than other
types of ductal carcinomas because of the slow growing na-
ture of the tumor (2). Due to the rarity of papillary breast
cancer, it does not allow large or randomized studies to
define an optimal approach (11). Reporting this case was
interesting because of the rarity of these kinds of breast
tumors and coexistences of multiple risk factors she has
had. She was a menopaused woman with the chief com-
plaint of breast mass and enlargement. She had no history
of nipple discharge maybe because of the mildly eccentric
location of the tumor. Appearance of solid cystic mass was
reported in her sonography as a result of encysted nature
of the tumor. Two differential diagnosis were suggested
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Figure 1. Ultrasonography of the Patient’s Right Breast Showing Cystic-Solid Lesions with Thick Walls Interspersing Them

by the radiologist: infectious collections or phyllodes tu-
mor which are acceptable with these radiologic findings
(12). For a long time, encysted papillary breast carcinomas
were classified as a variant of ductal carcinoma in situ but
recent studies are debating the possibility of an invasive
component (13, 14). Some studies have demonstrated the
lack of myoepithelial cell markers at the periphery and also
existence of tumor foci beyond the fibrous capsule of the
cysts as evidences of invasion (14, 15). Even metastatic dis-
ease can occur and the most common site is lymph node
(16, 17). This case was another evidence for confirmation of
the theory that invasive component can exist in encysted
papillary tumors. Another interesting point about this
case is her past medical history which may have played
a role in her newly diagnosed disease. As mentioned be-
fore, there is an increased risk of developing cancer in pa-
tients with autoimmune diseases. Some theories are sug-
gested to explain this: immune mediators like cytokines,
chemokines and free radicals in autoimmune conditions

may cause tissue damage, chronic inflammation and in-
crease risk of cancer consequently. On the other hand, on-
going stimulation and rapid proliferation of the immune
cells may lead to malignant lymphoproliferation. Other
factors, such as genetic mutations, environmental agents
and immunomodulatory treatments, can also play roles
(6). There are few authors who have directly indicated the
increased risk of breast cancer in patients with autoim-
mune hypothyroidism and multiple sclerosis (18, 19). In-
terestingly this case can be another example to study more
about these associations. Another point about this case
is the history of Mitoxantrone injections which is a syn-
thetic antineoplastic cytotoxic drug. The known side ef-
fects of this drug include increased risk of leukemia and
colorectal cancers (20). Due to the immune system sup-
pression mechanism of this agent, an association between
this drug and increased risk of other types of cancers such
as breast cancer is not unlikely. Further investigations may
be needed to confirm these kinds of relationships.
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Figure 2. Gross Appearance of the Case Specimen Showing Cystic Spaces Associated with Solid Component and Papillary Projections

There were two pathologic findings other than the
main tumoral lesion in this case: one of them was the le-
sion called fibrous mastopathy, which is an uncommon
form of breast stromal fibrosis and lymphocytic mastitis
and typically occur in patients with long standing type-1 di-
abetes (21, 22). But it has been reported in non-diabetic pa-
tients, patients with autoimmune disease or even healthy
people (21). Some authors suggest an autoimmune patho-
genesis for these lesions in which a predominant B-cells
and expressions of HLA-DR (Human Leukocyte Antigen -
antigen D Related) involve the lobular epithelium (23). Ad-
ditionally, recent studies support the theory of the impor-
tant role of B-cells in addition to T-cells in pathogenesis
of multiple sclerosis and autoimmune thyroid disease (24,
25). These three autoimmune based conditions have B-
cell mediating pathogenesis in common. Investigations
about the association of fibrous mastopathy with autoim-
mune diseases other than type-1 diabetes are limited and
this patient can be an interesting case to study about these

uncommon relationships. Another pathologic finding in
lymph node microscopic examination was vascular trans-
formation of sinuses in which the lymph node sinuses
change into a complex network of anastomosing endothe-
lial lined channels. This condition has been reported in
retroperitoneal lymph nodes draining renal cell carcino-
mas and the secretion of angiogenic factor by the carci-
noma cells is suggested as a result. Another etiology is also
proposed and that is the proximal obstruction of the effer-
ent vessels of the sinuses. Similarly, in this case the pres-
sure of the blood filled cystic lesion on the lymph node was
the probable cause of obstruction in the efferent vessels
and resulted in the vascular transformation of the lymph
node sinuses (26).
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Figure 3. Microscopic Examination, Hematoxylin and Eosin Staining

A, dilated cystic spaces with papillary projections; B, malignant papillary frond; C and D, invasive component associated with stromal reaction; E, lymph node sinus vascular
transformation; F, fibrous mastopathy in none tumoral breast tissue.
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