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ABSTRACT

BACKGROUND: Papillary carcinoma of the breast is a rare malignant tumour accounting for 1% - 2% of all
breast cancers in women. Papillary carcinomas of the chest wall are always secondary to thyroid, thymus and
ovaries. Other variants of breast cancer metastasizing to the chest wall have been reported. CASE: We report a
67-year-old woman presented to us with an ulcerated anterior chest wall mass of 1-year duration, bilateral axil-
lary, supraclavicular and cervical swellings of 8-month duration. There was a history of breast lump which was
noticed 5 years prior to presentation, no history of breast malignancy in the past and no family history of breast
cancer. Examination revealed an ulcerated, nodular mass over the sternal angle which measured 14 cm x 12 cm
x 4 cm; she had bilateral axillary, supraclavicular and cervical lymphadenopathy which were non-tender and
matted. She had a firm, non-tender right breast lump measuring 6 cm x 4 cm. Chest examination and abdominal
examinations were essentially normal. Chest X-ray revealed erosion of sternal bone without any evidence of in-
trathoracic extension. Abdominal ultrasound and thyroid scans were normal. Histology of the mass revealed pa-
pillary carcinoma. Biopsy of the right breast also revealed papillary carcinoma. She had excision of the fungating
tumour and primary closure of defect. She subsequently had combination chemotherapy using ondasetron, cyc-
lophosphamide, adriamycin and cisplantin. CONCLUSION: Papillary carcinoma of the breast is rare and rarely
metastasizes to the chest wall. The diagnosis of metastatic chest wall tumour requires meticulous history taking,
clinical examination and relevant investigations to ascertain the primary origin of the carcinoma.
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1. Introduction ma is extremely good, even in tumors showing stromal
invasion [2]. Papillary cancers of the chest wall are al-
most always secondary [3-6].

We report a case of advanced papillary carcinoma of

the breast presenting as an anterior chest wall mass.

Papillary carcinoma of the breast is a rare malignant tu-
mour accounting for 1% - 2% of all breast cancers in
women. It occurs in older women aged 63 - 67 years [1].
Histologically, papillary carcinoma may be intraductal or

intracystic and each type can be non-invasive or invasive,
a distinction possible only on thorough histopathological
examination. The intracystic variant of papillary carci-
noma is very uncommon with only a few cases reported
in the available literature. Unlike invasive ductal carci-
noma and NOS type, the prognosis of papillary carcino-
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2. Case

A 67-year-old woman presented to us with an ulcerated
anterior chest wall mass of 1 year duration, bilateral axil-
lary, supraclavicular and cervical swellings of 8 months
duration. No preceding history of trauma and denied his-
tory of breast lump. No history of breast malignancy in
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the past and no family history of breast cancer. Examina-
tion revealed an ulcerated, nodular mass over the sternal
angle which measured 14 cm x 12 cm x 4 cm; (see Fig-
ure 1), she had bilateral axillary, supraclavicular and
cervical lymphadenopathy which were non-tender and
matted. Chest examination and abdominal examinations
were essentially normal.

Chest X-ray revealed erosion of sternal bone without
any evidence of intrathoracic extension and no medias-
tinal widening. Abdominal ultrasound and thyroid scans
were normal. Histology of the mass revealed papillary
carcinoma (see Figure 2). Biopsy of the axillary tail
mass also revealed papillary carcinoma (see Figure 3)

She had excision of the fungating tumour and primary
closure of defect (see Figures 4 and 5). She subsequently
had combination chemotherapy using ondasetron, cyclo-
phosphamide, adriamycin and cisplantin.

Figure 1. Pre-operative photograph.

Figure 2. Photomicrograph 1 (chest wall mass).
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Figure 3. Photomicrograph-tumour from right breast.

Figure 4. Immediate post-operative photograph.

3. Discussion

Primary tumors of the chest wall are uncommon. Of
2000 primary bone tumors in a series at the Mayo Clinic
reported by Pascuzzi and colleagues [7] in 1957, only
126 (6%) occurred in the ribs and 18 (1%) were in the
sternum.

Nearly half of all chest wall tumors originate in carti-
lage. Metastatic malignancy must always be considered
when a patient presents with a chest wall tumor, particu-
larly if multiple sites of involvement are noted. Malig-
nancies of the breast or lung can involve the chest wall
by direct extension as well as by the metastatic route.
Other tumors likely to metastasize to ribs and sternum
include those arising in the kidney or prostate. A renal or
thyroid malignant tumor in the sternum may even mimic
aortic aneurysm by presenting as a pulsatile mass tissue
[8].

Papillary carcinomas are rare malignant breast tumors,
constituting 1% - 2% of breast carcinomas in women
[1,9]. This carcinoma has also been reported in male
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Figure 5. Post-operative photograph before discharge from
the hospital.

breast cancer [10,11]. Generally characterized by slow
growth and a better prognosis than ductal carcinomas not
otherwise specified, papillary carcinomas may have in
situ (intracystic or intraductal) or invasive components.
Intracystic papillary carcinoma can occur in a pure form,
or it may be associated with ductal carcinoma in situ or
invasive carcinoma not otherwise specified [12].

Papillary carcinomas metastasizing to the chest wall
are usually from the thyroid, ovaries and thymus. There
are few reports of papillary carcinoma of the breast me-
tastasizing to the chest wall. Our patient presented with
an obvious anterior chest wall mass which we initially
thought was a primary chest wall tumour until we saw
the histology report. This prompted us to pursue the pri-
mary, breast examination revealed a mass measuring 4
cm x 2. cm x 1 cm in the right breast. Histology of which
turned out to be papillary carcinoma. Our patient pre-
sented with advanced disease as such the option of cura-
tive surgery was not considered but instead she had exci-
sion of the fungating mass which had foul-smelling dis-
charge and contact bleeding. Primary closure of the de-
fect was achieved. This was done to improve the quality
of life. A PET scan was not done for her due to the fact
that it is not available in our centre. This would have
ascertained the extent of the disease.
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4. Conclusion

Papillary carcinoma of the breast is rare and rarely me-
tastasizes to the chest wall. The diagnosis of metastatic
chest wall tumour requires meticulous history taking,
clinical examination and relevant investigations to ascer-
tain the primary origin of the carcinoma.
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