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Neuroendocrine Carcinoma of 
Breast: A Rare Case Vignette
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CASE REPORT
A 67-year-old post-menopausal female patient presented with 
lump in the left breast since six months with minimal pain. Clinical 
examination revealed a firm 5cms lump in the upper inner quadrant 
of left breast with nipple retraction. No signs of skin and chestwall 
involvement. Left axilla showed solitary lymphadenopathy. 
Subsequent work up was done with mammo & sonography which 
showed lesion suspicious of malignancy as in [Table/Fig-1] and 
[Table/Fig-2], FNAC showed Lobular Carcinoma. Further imaging 
and laboratory work up for metastasis was negative. The tumour 
was staged as T3N1MO StageIII and multimodality treatment with 
neoadjuvant chemotherapy 3 cycles followed by Left Modified 
radical mastectomy was done. Histopathology revealed, on gross 
examination the resected breast measured 15cms × 13cms × 5cms 
with a neoplasm measuring 2.5 cms × 3 cms × 3 cms, cut section 
appears brownish. Axillary pad of fat shows 10 lymph nodes, with 
largest one measuring 1 cm. Microscopic section from breast shows 
infiltration by a neoplasm arranged in solid sheets and lobules 
seperated by fibrovascular septae. Foci of necrosis were seen. The 
cells are round to oval with moderate amount of granular cytoplasm 
and round nuclei. The tumour cells show peripheral pallisading. 
Stroma shows lymphocytic infiltration. Deep resected margin is free 
of tumour. All lymphnodes showed reactive hyperplasia. Pathological 
diagnosis of Neuroendocrine carcinoma of breast was done which 
was subjected to Immunohistochemical studies.

Immunohistochemistry
Showed Estrogen Receptor, Progesterone Receptor positive, 
strongly positive for Chromogranin and Her 2 Neu negative. 

The patient received adjuvant chemotherapy, adjuvant radiotherapy 
and was started on hormonal therapy with tamoxifen (20mg/day). 
The patient is healthy and showed no recurrence or metastasis on 
follow up visit after 6 months.

Discussion
Breast is a rare site for Neuroendocrine tumour. Most neuroendocrine 
tumors are located in the gastrointestinal tract and the lung [1]. 
Neuroendocrine Carcinoma Breast (NECB) was originally described 
in 1963 by Feyrter et al., [2]. Primary neuroendocrine carcinoma 
of the breast is extremely rare and accounts for less than 5% of 
all cancers arising from the breast [3]. We are presenting a case 
of neuroendocrine carcinoma breast, to add better understanding 
& literature on this minimally explored & poorly understood clinical 
entity.

ABSTRACT
Neuroendocrine tumour of breast is an extremely rare condition. It may present as focal neuroendocrine differentiation with other histological 
subtypes of breast cancer or primary neuroendocrine tumour of breast or a metastatic foci in breast. There are no radiologic or clinical signs 
specific to this subtype. With rarity of its occurrence and absence of randomised trials regarding neuroendocrine tumour of breast, very little 
is known about the behaviour, prognosis and proper management of this condition. Only the available case reports suggests the necessary 
strategies for optimal management of this minimally explored medical condition. 

[Table/Fig-1]: Mammography-Craniocaudal view

[Table/Fig-2]: Mammography-Mediolateral oblique 
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Neuroendocrine Carcinoma Breast is a surprise diagnosis to the 
pathologist. The WHO eventually proposed three histologic cate
gories (solid carcinoid-like, large cell-type, and small/oat cell-type) 
In the WHO classification neuroendocrine tumors have been defined 
as those in which one or more neuroendocrine markers, such as 
Neuron specific enolase, chromogranin A, and/or synaptophysin, 
are expressed in at least 50% of cancer cells [4]. In addition to this, 
diagnosing primary NECB also requires fulfilling two other criteria: 
(1) other primary sites must be ruled out and (2) the tumor must 
show histological evidence of a breast in-situ component [5]. 
Morphologically, neuroendocrine carcinomas of the breast include 
solid neuroendocrine carcinoma, atypical carcinoid, small cell or 
oat cell carcinoma and large cell neuroendocrine carcinoma. The 
most helpful features are cellular monotony, nuclear palisading and 
pseudorosette formation [6]. Histologically describing the breast in-
situ component is important because this determines which adjuvant 
treatment regimens are to be chosen. Simultaneous presence of 
an intra-ductal component and the absence of other primary sites 
establish the breast as the primary organ of origin [7,8]. Pathologists 
mainly rely on using a panel of the most sensitive and specific IHC 
neuroendocrine markers (chromogranin A or B and synaptophysin) 
[9]. The most important histological factor is the histological grade 
[10]. Prognosis seems to correlate with the stage of the disease at the 
time of presentation [11]. Since the significance of neuroendocrine 
differentiation in carcinomas of the breast remains unclear, they are 
treated in the classical manner [12].

Conclusion
Neuroendocrine carcinoma of breast is rare in its occurrence. The 
behaviour, treatment & prognosis of the disease is not completely 
understood. Our case report adds to the literature in managing the 
condition. 


