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Axillary Solid-papillary carcinoma:

A case report on presentation and management
Harper Niver, DO and Priscilla Strom, MD, FACS

• Papillary breast carcinoma is a rare form of breast cancer, comprising of

<1% of all breast cancers 1.

• Solid-papillary carcinoma (SPC) is one of five known subtypes of

papillary breast carcinoma 2. Dysplastic cells originate from the ductal

epithelium 18 with 50% of cases presenting as retroareolar or subareolar

masses with bloody nipple discharge 3.

• SPC is more commonly found in post-menopausal women 4-6.

• 90% of SPC lesions present as localized tumors with 8% presenting with

locoregional disease and 0.4% distant metastasis 7-8 20. About 95% of the

tumors are unilateral 3.

• There are currently no set guidelines for treatment of SPC 6 8 9. Surgical

excision is recommended when atypia or invasive features are confirmed.

The role of sentinel node biopsy, hormone therapy and radiotherapy are

still controversial 8 10.

• There is a dearth of information regarding the utility of chemotherapy in

the treatment of SPC.

• A 62-year-old post-menopausal female is status post left lumpectomy

followed by left skin-sparing mastectomy with sentinel node biopsy and

reconstruction for positive margins due to multifocal DCIS. Post

mastectomy margins and lymph nodes were negative for disease.

• Two years later, she presented to clinic with a chief complaint of rapidly

growing small nodular masses along the left mastectomy scar extending

from the reconstructed nipple to the lateral axillary chest wall (Figure 1).

• Excisional biopsy pathology: nodules with proliferation of solid and

papillary plasmacytoid cells with amphophilic cytoplasm and focal pink

cytoplasmic granules. CK-5-, ER/PR+, HER 2-, (Ki67 18%), p63-.

Findings compatible with invasive solid-papillary carcinoma, grade 1.

• Ultrasound of the palpable masses showed diffuse thickening with skin

edema (Figure 2). MRI (Figure 3) showed multiple areas of nodular

enhancement and no evidence of lymphadenopathy.

• PET/CT showed no evidence of distant disease (Figure 4).

• She was determined to have unresectable disease due to the extent of

axillary and chest wall skin involved.

• She was initiated on anti-endocrine therapy with an aromatase inhibitor

(AI) plus cyclin-dependent kinase (CDK 4/6) inhibitor based off the phase

three PALOMA-2 trial with letrozole 2.5 mg daily and palbociclib 125 mg

daily 11.

• The solid-papillary carcinoma subtype of papillary breast carcinoma is an

extremely rare form of breast cancer with minimal data on its management. Our

patient presented with rapidly growing axillary nodules extending from a

mastectomy incision for multifocal DCIS preformed two years prior.

• Immunotherapy with anti-endocrine therapy was initiated based off prior

success seen in the PALOMA-2 trial against other hormone receptor positive,

HER2 negative breast cancers 11 15 .

• This is the first known case report of SPC presenting in such a manner in

addition to being treated with immunotherapy.

• While our patient is still amidst neoadjuvant treatment, we have already

appreciated an almost complete clinical resolution of her nodules. Depending

on final outcomes, a multimodal approach using anti-endocrine and

immunotherapy may prove to be beneficial for future cases of invasive SPC.

Conclusion

• The overall recurrence rate of breast cancer in mastectomy flaps can occur 4-11%

of cases 12-14. Most of our patient’s lesions appeared to be in the skin, not the

subcutaneous tissue, and far lateral to any tissue that would normally be excised

with a mastectomy. It is possible that she had an incomplete mastectomy leaving

some residual breast tissue behind, however most of her disease was lateral to

normal breast margins and of a completely different pathology. Upon extensive

literature review, we found no evidence of a similar presentation.

• We elected to base our treatment off the phase three PALOMA-2 trial using

immunotherapy with a CDK 4/6 inhibitor plus AI, which has shown to have

significantly increased progression free survival for hormone receptor positive,

HER2 negative breast cancers 11 15.

• After eight weeks, she has experienced a near complete clinical resolution of her

nodules.
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