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BACKGROUND 
Apocrine carcinoma is a rare variant of breast carcinoma, 

accounting for ∼0.4% of invasive breast tumours.1,2 The 

clinical profile of apocrine carcinoma is indistinguishable 

from infiltrative ductal carcinoma- no special type (IDC-NST). 

It is characterised by the distinct microscopic appearance of 

abundant eosinophilic granular cytoplasm and multiple 

prominent nucleoli3,4; and oestrogen/progesterone negative, 

androgen positive (ER-/PR-/AR+) receptor profile.5 

 

PRESENTATION OF CASE 

A 58-year-old female initially presented to the surgery 

department with the complaint of lump in the left breast 

since last 6 months, which had been gradually increasing in 

size. She denied any complaints of swelling in the axilla. On 

local examination, a solitary hard mass of 8 x 7 cm was noted 

in the upper outer and inner quadrant of left breast with 

concomitant nipple retraction. There was no evidence of 

axillary lymphadenopathy. 

 

PATHOLOGICAL DISCUSSION 

On evaluation, mammography showed an ill-defined irregular 

opacity graded as BIRADS VI and axillary sonography 

revealed few subcentimetric lymph nodes, largest measuring 

10 x 8 cm. FNAC was suggestive of carcinoma of breast and 

showed high cellularity with pleomorphic cells showing high 

N:C ratio. The patient underwent 4 cycles of Docetaxel-based 

neoadjuvant chemotherapy with only minimal-to-modest 

response, followed by modified radical mastectomy. The 

histopathology showed presence of 4.5 x 4 x 4 cm lesion with 

microscopic presence of oval-polygonal cells with abundant 

eosinophilic cytoplasm and pleomorphic nuclei. Metastasis 

was present in 8 regional lymph nodes. The patient was triple 

receptor negative (ER-/PR-/HER-2/neu-) and androgen 

receptor positive. She completed the course of chemotherapy 

and local radiotherapy and was disease free at 1 year of 

followup. 
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Figure 1. Photomicrograph showing Large Nuclei with 
Eosinophilic Cytoplasm and Prominent Nucleoli consistent 

with Apocrine Differentiation 
 

DISCUSSION  

Invasive carcinoma of the breast is a heterogeneous disease 

with more than 20 different variants described based on 

morphologic, molecular and clinical terms.6 The reported 

incidence of invasive apocrine carcinoma is between 0.3 and 

4%.7 The mean age at presentation is in the 6th and 7th 

decade1,8,9 with only female cases described in literature. 

The significant variations in incidence noted may be 

attributed to the lack of consistent and accepted diagnostic 

criteria. In 2005 Japaze et al8 proposed the morphologic 

criteria for the diagnosis of apocrine carcinoma, which is the 

current standard. It consists of five mandatory patterns as- 

1. Apocrine features consisting of 75% of cells. 

2. Large cells with eosinophilic granular cytoplasm. 

3. Nucleus to cytoplasmic ratio of 1:2 or more. 

4. Nucleus large, round and vesicular may be pleomorphic. 

5. Sharply defined borders. 

Minor and non-mandatory criteria include prominent 

nucleoli in > 50% of fields and apical cytoplasmic snouts into 

luminal spaces. O’Malley et al10 defined invasive apocrine 

carcinoma as the presence of malignant apocrine cells in 

more than 90% of the tumour population. 

Vranic et al11 concurred that these are molecularly 

diverse cancers. They defined pure apocrine cancer (PIAC) by 

its characteristic profile of oestrogen and progesterone 

negativity and androgen receptor positivity (ER−/PR−/AR+). 

On the other hand, apocrine-like tumours do not have the 

characteristic steroid receptor expression profile and are 

more likely to have a luminal phenotype. Reported incidences 

of HER-2 overexpression vary from 33% to 54%.1,9,11 Gross 

cystic disease fluid protein 15 (GCDFP-15) has been 

identified as a marker for apocrine differentiation in breast; 

however, its expression appears to be decreased in advanced 

apocrine carcinomas.12 
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Clinical and radiological presentation of apocrine 

carcinoma is no different from that of invasive ductal 

carcinomas (NST).10,12 The mean tumour size is greater, 2 

cm.1,9 It tends to be unilateral, but multifocality 

multicentricity is seen frequently.13 Apocrine carcinoma is 

associated with a lower frequency of axillary nodal 

involvement and less lymphovascular involvement.1,9 Our 

case, probably owing to the late presentation showed both 

these features. 

Nagao et al14 in their study have indicated a poor 

response to chemotherapy in patients with apocrine 

carcinomas, although HER-2/neu enriched carcinomas tend 

to have the highest rate of complete response to neoadjuvant 

chemotherapy. However, according to Tsutsumi5 there 

appears to be a potential unique response to androgen 

(fluoxymesterone) administration as a part of treatment 

which is under investigation. 

The available prognostic data for apocrine carcinoma is 

contradictory with most studies showing no difference from 

stage matched invasive breast carcinoma- NST.8 However, 

some recent studies have shown significantly better 

prognosis of pure apocrine carcinoma (PIAC) with overall six-

year survival of 72% as against 52% for IDC-NST.8 PIAC may 

be regarded as an independent clinico-pathological 

prognostic factor in early breast cancer. 

 

CONCLUSION 

Invasive apocrine carcinoma of breast is a distinct, albeit rare 

clinico-pathological entity. Its characteristic steroid receptor 

expression profile might be a route for targeted therapy as 

well as a guide for management and prognosis. It thus 

justifies identifying apocrine carcinoma as a unit different 

from the common invasive ductal carcinoma. 

 

FINAL DIAGNOSIS 

Breast carcinoma- apocrine type.  
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