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1. Summary

Metaplastic breast carcinoma is a rare entity, representing less
than 5% of breast cancers. It is characterized by histological
heterogeneity, an often-aggressive course, and a poor response to
standard treatments. We report the case of a 38-year-old patient
with no significant medical history who presented with a rapidly
growing, ulcerated left breast mass measuring more than 20 cm.
Imaging studies demonstrated an infiltrating mass classified as
BI-RADS 4c. Histological examination concluded that it was
a triple-negative metaplastic carcinoma.Extension workup was
negative for distant metastases. The patient underwent a radical
Patey mastectomy with axillary dissection. Short-term follow-
up revealed no recurrence. Through this case, we discuss the
clinical, histopathological, and therapeutic features of this tumour,
highlighting the diagnostic challenges and current limitations of
management.

2. Introduction

Metaplastic breast carcinoma (MSC) is a rare and heterogeneous
form of breast cancer, representing approximately 0.2 to 5%
of all malignant breast tumours. It is distinguished from usual
invasive breast carcinomas by specific clinical, radiological,
histological and molecular characteristics. Histologically, these
tumours present non-glandular differentiation, often squamous or
mesenchymal, and can include several subtypes such as squamous
cell, Aden squamous, spindle cell or mixed forms. Clinically,
MSC presents as a rapidly evolving breast mass, often large at
the time of diagnosis, and aggressive in behaviour. Molecularly,
it is frequently triple negative, overexpressing neither hormone
receptors (ER, PR) nor HER2, which limits targeted therapeutic

options. Its prognosis is generally poor, particularly due to its
chemoresistance and metastatic potential, even in the absence
of lymph node involvement. The rarity of this entity, its atypical
clinical presentation and its aggressive biological behavior
underline the importance of better understanding it. Through the
observation of a case of CMS diagnosed in a young woman in a
locally advanced stage, we propose an updated discussion on the
diagnostic, therapeutic and prognostic aspects of this still poorly
defined pathology.

3. Observation

This is Mrs. MK, 38 years old, with no notable personal or family
history, in her reproductive years. She consulted the gynaecology-
obstetrics department of the Ibn Rochd University Hospital
in Casablanca in June for a mass in her left breast, which had
appeared several months earlier and was discovered by self-
examination.Clinical examination revealed a swollen, neglected
left breast with a poorly defined, hard, deep-fixed mass measuring
20 x 20 cm, painful to palpation. The overlying skin was inflamed,
erythematous, thickened with an orange peel appearance, with areas
of superficial skin necrosis, and no nipple discharge (Figure 1). A 1
cm fixed, painless ipsilateral axillary lymphadenopathy was found.
Examination of the supraclavicular lymph node areas was normal.
The mammogram showed a left breast of heterogeneous density
(ACR type C), the site of a large multinodular mass, occupying
the entire breast parenchyma, without microcalcifications, with
invasion of the muscular and cutaneous planes. The right breast was
normal.On ultrasound, the tumour appeared as a heterogeneous,
solid, cystic mass, vascularized on Doppler, associated with 6.3
mm axillary lymphadenopathy. The overall appearance was
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classified BI-RADS 4C.Turcotmicro biopsy demonstrated an
invasive breast carcinoma of the metaplastic type, Scarff -Bloom-
Richardson grade III. Immunohistochemical study revealed a
triple negative profile (ER 0%, PR 0%, HER2—, Ki67 at 30%).The
extension assessment (thoraco-abdomin-pelvic CT and PET scan)
showed a large mass in the left breast associated with homolateral
axillary adenopathy’s, without visceral or bone metastases
(Figure 2).Given the local extension, tumour size and biological
profile, radical surgical management was undertaken. The patient
underwent a total mastectomy with Patey -type axillary lymph

Figure 1: Clinical appearance.

Figure 2: PET scan.

node dissection.Pathological examination of the surgical specimen
confirmed the diagnosis of grade II metaplastic squamous cell
carcinoma, without in situ components or vascular emboli. The
surgical margins were healthy. All lymph nodes examined were
clear.Adjuvant chemotherapy based on anthracyclines and taxes
(AC-T regimen) was initiated. Radiotherapy was not included in
the initial therapeutic protocol.The postoperative outcome was
favourable. At 6 months of follow-up, the patient had neither local
recurrence nor distant metastasis.
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4. Discussion

Metaplastic breast carcinoma (MBC) is a rare entity, representing
approximately 0.2 to 5% of invasive breast cancers [1,2]. It
is characterized by non-glandular differentiation, including
squamous, mesenchymal or mixed elements, which clearly
distinguishes it from classic forms of ductal carcinomas infiltrating.
Due to its rarity and histological diversity, CMS poses a diagnostic
and therapeutic challenge.

The WHO (2019 classification) distinguishes several subtypes:

. Purely epithelial carcinomas (squamous, spindle cell,
adenosquamous);
. Mixed carcinomas with a mesenchymal component

(cartilaginous, bone, rhabdomyoid);

. And undifferentiated forms or those associated with
carcinoma in situ [3].

CMS most commonly occurs in postmenopausal women with a
mean age of 53 years [4]. Our patient, aged 38, therefore represents
an unusual case of occurrence in a young woman, without any
particular risk factors. Clinically, CMS frequently presents as
a large, rapidly growing mass, often initially confused with a
benign tumour or abscess, as in our observation. Inflammatory
signs, skin necrosis, or even ulcerations may be present [5].
Breast imaging (mammography, ultrasound, MRI) is often
nonspecific. On mammography, the absence of microcalcifications
and the appearance of a hyperdense mass are suggestive but not
pathognomonic. Ultrasound generally shows a heterogeneous,
mixed solid-cystic mass, with frequent necrotic changes [6,7].
Histological study is essential for diagnosis. CMS can mimic a
phyllodes tumor, a sarcoma or a primitive mesenchymal tumour. In
our case, it was a metaplastic squamous cell carcinoma, confirmed
by immunohistochemistry (triple negative). Approximately 64 to
96% of CMS are ER-/PR-/HER2-, which makes them ineligible for
hormonal treatments or herceptin [1,8]. High Ki-67 (often >30%)
indicates high proliferative activity. Expression of basal markers
(CK5/6, p63, EGFR) is common and can guide the diagnosis.
Evolutionarily, CMSs have a tendency towards local invasion
and recurrence, with lymph node involvement present in only 6 to
26% of cases [1]. In our case, the lymph nodes were free despite a
locally very advanced tumour. The rate of distant metastases (lung,
bone, liver, brain) is higher than in classic ductal carcinomas, with
a maximum risk in the first 5 years [9].Treatment is mainly based
on surgery, often radical. Mastectomy is frequently indicated due
to the large tumour size at diagnosis. Lymph node dissection is
generally performed as a matter of principle, even if lymph node
involvement is rare. Conservative treatment is possible in limited
forms [10].Adjuvant chemotherapy is often proposed, but CMS
are known for their chemoresistance. Classical regimens based
on anthracyclines and taxanes remain in use, despite their limited
efficacy. Radiotherapy is discussed on a case-by-case basis; it

is mainly indicated after conservative treatment or in cases of
insufficient margins [8].The development of targeted treatments
is a promising avenue. The frequent overexpression of EGFR
in CMS has opened the way to the evaluation of tyrosine kinase
inhibitors (anti-HER1 TKIs), with results that are still exploratory
[10]. Similarly, the use of platinum salts, PARP inhibitors (in case
of BRCA mutation), or even immunotherapy (anti-PD-L1) are
currently being investigated in clinical trials [11,12].Finally, recent
molecular biology has highlighted basal- like transcriptomic
signatures , close to certain aggressive triple-negative cancers. This
proximity justifies the inclusion of CMS in personalized research
protocols.Our case illustrates several characteristic aspects: the
appearance in a young patient, the large inflammatory tumour,
the necrotic appearance, the triple negative profile, the absence of
lymph node invasion despite an advanced stage, and the need for
radical surgical treatment.

5. Conclusion

Metaplastic breast carcinoma is a rare, aggressive, and
heterogeneous entity that differs markedly from classic forms
of breast cancer both histopathologic ally and therapeutically.
Its diagnosis is based on rigorous morphological analysis, often
supplemented by immunohistochemistry. Treatment is primarily
based on surgery, most often radical, due to the tumour size at
diagnosis. The response to conventional adjuvant treatments is
limited, justifying the exploration of new targeted and personalized
therapeutic approaches. This clinical case highlights the importance
of early diagnosis, multidisciplinary management and translational

research to improve the prognosis of patients with this pathology.
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