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Introduction 
Metaplastic carcinoma is a rare but heterogeneous group of 

neoplasm of breast. Its variant includes low to high grade neoplasm. 
Spindle cell neoplasm is aggressive tumour associated with poor 
survival. Because of its rarity there is no standardized treatment 
guideline.

Case Presentation
We report the case of a 24-year-old lady presented to our OPD with 

ulcerated lump in her left breast. She had no history of breast cancer in 
her first-degree relative. She had a history of painless lump in her left 
breast for the last 6 months, for which she consulted a homeopathic 
physician who started her on homeopathic medication. The lump 
gradually increased in size over the next few months and subsequently 
ulcerated 1 month back, with slough and intermittent bouts of bloody 
discharge. 

The initial physical examination revealed a hard-lump measuring 
10 × 7 cm involving all quadrants of her left breast, with overlying 
ulceration with everted edges with foul smelling discharge, not fixed 
to the chest wall. Nipple not inverted. No palpable Axillary and 
supraclavicular lymph nodes present. No palpable lump in contralateral 
breast and axilla (Figure 1).

Ultrasonography described it as a large heterogeneously echogenic 
mass involving all quadrants of the breast with posterior acoustic 
shadowing with increased vascularity and dilated ducts extending from 
mass to nipple. The lesion was classified as Breast Imaging Reporting 
and Data System (BI-RADS) 5. USG also revealed presence of few 
enlarged lymph nodes with thickened cortex, some showing loss of 
fatty hilum, likely metastatic. 

Open biopsy from ulcer margin was taken and sent for 
histopathological examination which revealed predominantly oval 
to spindle shaped cells arranged in diffuse sheet. These cells showed 
oval to spindle hyperchromatic nucleus, conspicuous to prominent 
eosinophilic nucleoli with abundant amount of cytoplasm. Few 
tumour giant cells were also seen. The Immunohistochemical (IHC) 
analysis showed a strong and diffuse positive reaction for Vimentin 
and SMA and a moderate positive reaction for Pan CK. Her-2neu, p40, 
ER and S-100 were negative. The conclusion of the pathology report 
was in favour of malignant spindle cell lesion favouring metaplastic 
carcinoma (Figure 2). USG guided FNAC from axillary lymph node 
showed presence of metastatic deposits. Metastatic work up for 
chest, abdomen and spine were performed and found negative for it.  
Mastectomy with axillary dissection was planned in view of metastatic 
deposits in the axilla, part of pectoralis major dissected as tumor was 
infiltrating the muscle. Subsequently LD flap reconstruction of chest 
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wall done (Figures 3-5). Post-operative period was uneventful. Patient 
later sent for adjuvant chemo and radiotherapy.

Discussion
Spindle cell metaplastic carcinoma is a variant of metaplastic 

carcinoma with predominance of spindle cells [1, 2]. Metaplastic 
carcinoma of the breast is a heterogeneous group of rare neoplasm 
and it includes tumour with mixed carcinomatous and sarcomatoid 
(biphasic), or with sarcomatoid component alone (monophasic) 
[3,4]. While Wargotz et al. described metaplastic carcinoma into 
matrix-producing carcinoma, squamous cell carcinoma, spindle 
cell carcinoma, carcinosarcoma, and metaplastic carcinoma with 
osteoclastic giant cells [14–17]. 

The WHO Classification of Tumours of the Breast, 4th edition 
classifies metaplastic tumours into Metaplastic carcinoma of no 
special type, Low-grade adenosquamous carcinoma, Fibromatosis-
like metaplastic carcinoma, Squamous cell carcinoma, Spindle cell 
carcinoma, Metaplastic carcinoma with mesenchymal (Chondroid, 

Figure 1. At initial Presentation
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Osseous) differentiation, Other types of mesenchymal differentiation 
(Mixed), Myoepithelial carcinoma [5]. Metaplastic carcinomas may be 
either low-grade tumours (e.g. adenosquamous carcinoma or spindle 
cell carcinoma), or high-grade tumours (e.g. squamous cell carcinoma, 
or spindle cell carcinoma). [6]

Its presentation is similar to another breast cancer clinically as well 
as imaging/radiologically. Carter et al. reported age of presentation of 
tumour from 40 to 96 years with median of 68 years while 22 to 91 years 
by Luini [7,8]. Tumour size ranged from 1.5 to 15 cm with median of 
4 cm in a series of 29 cases [7]. The tumour size in another series of 24 
cases reported by Tse et al. ranged from 1.3 cm to 11.5 cm with a mean 
of 4.6 cm [4].

The reported incidence of axillary lymph node metastasis at 
diagnosis was 5% to 56% [4,7,9]. Most common sites of distant 
metastasis are lung and bone [7]. These variations in the lymph node 
metastasis can be due to extent of the epithelial component and 
differentiation in the primary tumour [10]. In primary breast sarcoma 
lymph node metastasis is rare if present the diagnosis of a metaplastic 
carcinoma should be considered even in the presence of a pure spindle 
cell neoplasm [11].

Immunohistochemistry (IHC)

IHC plays a crucial role in the establishing accurate diagnosis of 
metaplastic carcinoma. It usually stains positive for Vimentin, SMA 
and pan- keratin and negative for ER/PR, HER2/Neu as similarly 
observed in the present case [4,7,8,10].

Treatment modality 

The optimal treatment modality for metaplastic carcinoma are not 
established because of its rarity and heterogeneity [22]. Commonly it 
is being treated similar to typical adenocarcinoma of the breast [12].

Treatment is by mastectomy or wide local excision with or without 
axillary node dissection combined with radiation with or without 
chemotherapy in most series [7,8]. The absence of hormone receptor 
and HER2/Neu limits the role of conventional chemotherapy and 
targeted therapy [10]. Post-lumpectomy radiotherapy was associated 
with higher overall survival in both the early and advance stage, while 

Figure 2. Immediate per-op picture 2 week after initial presentation

Figure 3. Excised ulcerated breast lump following MRM

Figure 4. Appearance of the chest wall following LD Flap reconstruction

Figure 5. A. Round to oval to spindle shaped cells arranged in diffuse sheet. (H&E x100) 
B. Oval to spindle shaped hyperchromatic nucleus, conspicuous to prominent eosinophilic 
nucleoli with abundant amount of cytoplasm, atypical mitosis and occasional giant 
cells. (H&E x400) C. Strong and diffuse positive immunoreactivity for Vimentin. (IHC 
x400) D. Moderate and diffuse immunoreactivity for Pan CK. (IHC x400) E. Strong and 
diffuse positive immunoreactivity for SMA. (IHC x400) F. Negativity immunoreactivity for 
ER. (IHC x400) G. Negativity immunoreactivity for Her2Neu. (IHC x400) H. Negativity 
immunoreactivity for S100. (IHC x400) I. Negativity immunoreactivity for P40. (IHC x400)
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post-mastectomy radiotherapy was associated with overall survival 
benefits in advance stage, but not in early stage [23].In a retrospective 
study Tseng et al. suggested that radiotherapy should be considered 
a part of the multimodality therapy for patients with metaplastic 
carcinoma following surgery [12]. Leibl and Moinfar in his study of 
metaplastic carcinoma has shown that it frequently expresses EGFR 
than typical breast carcinoma and suggested that protein kinase 
inhibitors, such as gefitinib might be beneficial in the treatment of this 
aggressive tumour [13].

5-year survival

The cumulative 5-year survival rate for Spindle cell carcinoma, 
Carcinosarcoma, Squamous cell carcinoma and Metaplastic carcinoma 
with osteoclastic giant cells of 64%, 49%, 63% and 68% respectively 
[14-17].  Metaplastic carcinomas have a worse disease-free and overall 
survival when compared with adenocarcinoma [8,21]. 

Prognostic factors for survival

In a study Chao et al. concluded that duration of symptoms, TNM 
stage, tumour size, and axillary nodal status were significant prognostic 
factors of survival [18]. Disease free survival and overall survival is less 
in metaplastic carcinoma as compared to invasive ductal carcinoma of 
the breast and other forms of triple-negative breast cancers [19,20].

Conclusion
Rarity along and poor prognosis associated metaplastic carcinoma 

requires high degree of suspicion while investigating a breast lump 
with rapid growth. As there is no specific treatment guideline at present 
for metaplastic carcinoma review of literature suggests it should be 
treated like other invasive ductal carcinoma. As it is less responsive 
to conventional chemotherapy role of targeted therapy which is being 
evaluated in many studies may be beneficial to patient in near future.

Learning points
• Patient with rapid growth of breast mass should be evaluated 

keeping in mind the metaplastic or sarcomatoid neoplasm.

• Poor prognosis associated with these tumour requires urgent 
evaluation and treatment.

Alternative form of treatment for breast lump may be the cause for 
delayed and advance presentation. 
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