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ABSTRACT

Apocrine carcinoma of breast is rare and has a distinct morphological feature. It is diagnosed as
separate distinct entity because of its different hormonal receptor profile, clinical behaviour and
unique response to targeted therapy. A case of apocrine carcinoma of breast is discussed to underline
the effective management of the patient.
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INTRODUCTION

Investigations

Case

Ultrasonography of left breast performed which showed
abnormal lesion corresponding to BIRADS-4 with enlarged
level 1 and 2 axillary nodes on the left side. FNAC was done
and reported as neoplastic lesion.

A 35 year old premenopausal female presented with
complaints of breast lump for past 3 months in left side with
history of discharge from nipple which was serous in nature
and associated with a continuous not radiating pricking type of
pain.
Clinical Examination
Patient examined and a lump of size 5x3cms in upper outer
quadrant of left breast was present, hard in consistency. The
skin over the swelling was free and there was no chest wall
fixity. Nipple and areola complex was normal. Examination of
lymph nodes revealed enlarged central group of axillary nodes
on the left side.

Metastic work up was done by ordering computerised
Tomography of chest and ultrasonography of abomen and
pelvis and was found to be normal. Clinical diagnosis of left
carcinoma breast was made. Staging was found to be
T2N2aM0. Patient underwent Auchincloss Left Modified
Radical mastectomy with removal of level 1&2 nodes and
specimen was sent for HPE.
HPE Report
Revealed large polygonal tumour cells arranged in nests and
sheets with abundant eosinophilic granular cytoplasm with
pleomorphic vesicular nuclei and prominent nucleoli with
sharp wall. Tumour cells were found in clusters with apocrine
snouting.

Apocrine carcinoma with extensive intraductal component mainly cribriform and comedo pattern.
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Modified Bloom Richardson’s grading system - GradeII. Score
6.

Several targeted therapies are being successfully developed
like Poly (ADP-ribose) polymerase-1 (PARP-1), which is a
nuclear DNA-binding enzyme activated by DNA strand breaks
and has a key role in the signaling of DNA single-strand
breaks as part of the repair process. Initial exciting data
suggesting that iniparib improved outcome in patients with
TNBC in combination with chemotherapy have not been
confirmed in phase III studies, although there are clearly
patients who benefit from this agent.
Several other targeted agents are being developed in the setting
of managing TNBC including epidermal growth factor
receptor (EGFR), FGFR2, VEGF, and mTOR.

CONCLUSION

Immunohistochemistry
ER- Negative, PR- Positive, HER 2 NEU- Negative, ARPositive

DISCUSSION
TNBC represents a challenge for patients and clinicians due to
its poorer prognosis and fewer treatment options, with a lack
of targeted use of therapies which are reflected with high
mortality in comparison to other breast cancer subtypes. As
regard surgery in TNBC and despite being more aggressive
disease, surgical decision making likely rests on more
traditional clinicopathological variables (like patient age,
tumor size, and tumor grade) and patient preference.

The diagnosis and treatment of apocrine carcinoma is a
challenge. Further studies are needed to elucidate better
treatment strategies for these types of patients. TNBC is an
important area of research because (I) TNBC is a poor
prognostic factor for disease-free survival (DFS) and overall
survival (OS); (II) no effective specific targeted therapy is
readily available for TNBC; (III) there is a clustering of TNBC
cases in premenopausal women and in women of African
descent; and (IV) the overlap of BRCA1-associated breast
cancers with the TNBC phenotype is significant.

References

As regard radiotherapy in TNBC, it is given traditionally as
indicated in other breast cancer subtypes following
mastectomy or CBS, but there is still some controversy on this
issue. The controversy arises from the fact that TNBCs are
rapidly growing and locally aggressive cancers that may
represent a limit to the general principle saying that breastconserving surgery followed by radiation therapy in early stage
(T1-2N0) is equivalent to mastectomy. Also the general
consensus that postmastectomy radiation therapy is not
indicated for patients with node-negative tumors less than 5
cm in diameter should not oversimplified in TN tumors.

1.
2.

3.

4.

5.

The therapeutic strategies for the management of TNBC are
targeting DNA repair complex like (platinum compounds and
taxanes), p53 like (taxanes), cell proliferation like
(anthracycline containing regimen) and targeted therapy.
Neoadjuvant chemotherapy studies have consistently reported
higher RRs in TNBC than non-TNBC and pCR has been
shown to predict improved long-term outcomes for TNBC.

6.

The specific adjuvant regimens that may be most effective for
TNBC are still being to be determined. Numerous large
randomized trials have established the benefit of adjuvant
anthracyclines and taxanes in breast cancer. All options are
proposed in first-line treatment but the majority of
recommendation indicated taxanes for first-line therapy while
recommendations for second-line therapy were more
commonly single agent capecitabine or combination of
capecitabine and vinorelbine, or gemcitabine and vinorelbine
or a platinum-based regimen. The most frequently
recommended platinum-based regimens for first-line therapy
and second-line is cisplatin plus gemcitabine, carboplatin plus
paclitaxel and carboplatin plus gemcitabine.

8.

2407

7.

9.

American Cancer Society. Cancer Facts and Figures
2010. Atlanta, Ga: American Cancer Society; 2010.
Brenton JD, Carey LA, Ahmed AA, Caldas C.
Molecular classification and molecular forecasting of
breast cancer: ready for clinical application? J Clin
Oncol 2005; 23:7350-7360. [PubMed]
Anders CK, Carey LA. Biology, metastatic patterns and
treatment of patients with triple-negative breast cancer.
Clin Breast Cancer 2009; 9:S73-S81. [PMC free article]
[PubMed]
Rakha EA, Reis-Filho JS, Ellis IO. Basal-like breast
cancer: a critical review. J Clin Oncol 2008; 26:25682581. [PubMed]
Crutcher CL, Cornwell LB, Chagpar AB. Effect of
triple-negative status on surgical decision making.
ASCO 2010.
Freedman GM, Anderson PR, LiT, Nicolaou N. LocalRegional Recurrence of Triple Negative Breast Cancer
after Breast-Conserving Surgery and Radiation. Cancer
2009; 115:946-951. [PMC free article] [PubMed]
Dawood S. Triple-negative breast cancer: epidemiology
and management options. Drugs 2010:70:2247-2258.
[PubMed]
Panoff JE, Hurley J, Takita C, Reis IM, Zhao W, Sujoy
V, et al. Risk of locoregional recurrence by receptor
status in breast cancer patients receiving modern
systemic therapy and post-mastectomy radiation. Breast
Cancer Res Treat 2011; 128:899-906. [PubMed]
Abdulkarim BS, Cuartero J, Hanson J, Deschênes J,
Lesniak D, Sabri S. Increased risk of locoregional
recurrence for women with T1-2N0 triple-negative
breast cancer treated with modified radical mastectomy
without adjuvant radiation therapy compared with
breast-conserving therapy. J Clin Oncol 2011; 29:28522858. [PMC free article] [PubMed]

International Journal Of Current Medical And Pharmaceutical Research, Vol. 3, Issue, 09, pp.2406-2408, September, 2017

10. Ismail-Khan R, Bui MM. A review of triple-negative
breast cancer. Cancer Control 2010; 17:173-176.
[PubMed]
11. Berrada N, Delaloge S, André F. Treatment of triplenegative metastatic breast cancer: toward individualized
targeted treatments or chemosensitization? Ann Oncol
2010; 21 Suppl 7:vii30-vii35. [PubMed]
12. Amos KD, Adamo B, Anders CK. Triple-negative
breast cancer: an update on neoadjuvant clinical trials.
Int J Breast Cancer 2012; 2012:385978. [PMC free
article] [PubMed]
13. Cardoso F, Senkus-Konefka E, Fallowfield L, Costa A,
Castiglione M, ESMO Guidelines Working Group .
Locally recurrent or metastatic breast cancer: ESMO
Clinical Practice Guidelines for diagnosis, treatment
and follow-up. Ann Oncol 2010; 21 Suppl 5:v15-v19.
[PubMed]
14. Gluz O, Liedtke C, Gottschalk N, Pusztai L, Nitz U,
Harbeck N. Triple-negative breast cancer--current status
and future directions. Ann Oncol 2009; 20:1913-1927.
[PubMed]

15. Slamon D, Mackey J, Robert N, Crown J, Martin M,
Eiremann W, et al. Role of anthracycline-based therapy
in the adjuvant treatment of breast cancer: efficacy
analyses determined by molecular subtypes of the
disease. Breast Cancer Res Treat 2007; 106:Abstr 13.
16. Gennari A, Sormani MP, Pronzato P, Puntoni M,
Colozza M, Pfeffer U, et al. HER2 status and efficacy
of adjuvant anthracyclines in early breast cancer: a
pooled analysis of andomized trials. J Natl Cancer Inst
2008; 100:14-20. [PubMed]
17. Quinn JE, Kennedy RD, Mullan PB, Gilmore PM, Carty
M, Johnston PG, et al. BRCA1 functions as a
differential modulator of chemotherapy-induced
apoptosis. Cancer Res 2003;63:6221-6228

*******

2408

