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Abstract 

Introduction: Breast cancer is the 1st gynaecological cancer globally, with 2.100.000 cases, among which 

627.000 are fatal annually. These figures are projected to get to 14.000.000 cases and 8.200.000 deaths in the 

next two decades. Breast cancer is a variety of different histological types of cancers. The types of cancers are 

ductal carcinoma in situ, lobular carcinoma in situ, invasive breast cancer, inflammatory carcinoma, papilloma, 

medullary carcinoma, phyllode tumours, and Paget disease. 

Methodology: A descriptive retrospective study was carried out based on the registry of the pathology 

laboratory of the Buea regional hospital, Cameroon. The period was from the 04th of March 2016 to the 25th of 

May 2019. 

Results: In terms of frequency, the following types of precancerous lesions and cancers were recorded: invasive 

breast carcinoma, carcinoma in situ, papilloma, inflammatory carcinoma, phyllode tumours and angiosarcoma. 

Their respective percentages were; 74.84, 14, 47, 6.92, 1.89, 1.57, and 0.32 

Conclusion: Breast cancer is a heterogeneous malignancy made of various histological types. Our study 

identified the following pathologies in order of frequency: invasive breast carcinoma, ductal carcinoma in situ, 

papilloma, inflammatory carcinoma, phylloid tumours and angiosarcoma. 

Objective: the objective of the study was to find out the frequency of various types of breast cancer and 

precancerous lesions. 

 

Keywords: types of breast cancer, frequency, invasive breast cancer, ductal carcinoma in situ, papilloma, and 

inflammatory carcinoma 
 

 

Introduction 

Breast cancer (BC) is the 1st gynaecological cancer in women, with about 2.1 million cases and more than 627. 

000 death worldwide. 1 out of 8 women by the age of 80 will develop BC [1, 2, 3, 4, 5, 6, 7]. The projection by the 

world cancer report in 2012 is a tremendous increase of 14 million new cases and 8.2 million related cancer-

related deaths in the next two decades [8]. The breast is a modified sebaceous gland on the anterior aspect of the 

chest, between the 2nd and the 6th intercostal space. The breast has two types of tissues; the glandular and the 

stromal tissues. The latter comprises connective tissue, fat, lymphatics, and blood vessels [9, 10]. The glandular 

tissue is a tree-like structure made of secreting acini, grouped into multiple lobules or glands which open into 

collecting milk ducts. The breast has 12 to 20 lobules that drain into collecting ducts that merge into larger ducts 

that drain at the level of the nipple [11]. 

Some breast cancers can originate from the transformation of benign breast lesions, such as adenofibroma, 

fibrocystic disease of the breast [12, 13, 14, 15, 16, 17]. 

 

Risk Factors 

Risk factors of the BC are multiple and vary.  Advanced age, any condition which exposes breasts tissues to 

prolonged unopposed estrogen exposure such as early menarche, late menopause, estrogen-based contraceptives, 

late first pregnancy (>30 years and above), no full-term pregnancy, absence of breastfeeding. Genetic mutation 

of 2 breast cancer genes (BRCA 1 and BRCA 2) and other genes mutations, personal history of breast, 

endometrial, ovarian, and colon cancer, 1st degree relative with breast cancer; mostly at an early age. Alcohol 

consumption (dose-dependent), obesity, consumption of high dietary fat, high socioeconomic status (western 
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hemisphere), exposure to radiation, and hormone replacement therapy [18, 19, 20, 21, 22].  Breast cancer is a 

heterogeneous disease with multiple histological and clinical presentations [11, 23].  

 

Types of Premalignant and Malignant Cancers of The Breast  

Ductal carcinoma in situ (DCIS): DCIS is the most common noninvasive type of breast cancer. In DCIS, 

cancerous cells proliferation inside the ductal system without breaking the basal membrane. So, the cancerous 

cells are contained within the milk duct without stromal invasion [24]. This is an early stage of cancer that is 

easily treatable. If left untreated, it can break into the surrounding tissues and becomes invasive. 

 

Invasive ductal carcinoma or infiltrating carcinoma: occurs when the cancerous cells originating from the 

ductal epithelium break through the ductal basal membrane and invade the neighbouring tissues and other parts 

of the body [24, 25, 26] 

 

Lobular carcinoma in situ (LCIS): refers to the proliferation of atypical cells inside the lobules. This cancer is 

highly treatable, and it hardly infiltrates into the neighbouring tissues. 

Ductal carcinoma in situ and invasive ductal carcinoma make 80% of breast cancers [24, 25, 26]. Invasive lobular 

carcinoma occurs when the malignant cells break through the basement line of the lobules' epithelium and invade 

the stroma. This type of cancer represents 5-10% of breast cancers [25, 26, 27] 

 

Inflammatory breast cancer: is a type of invasive ductal carcinoma. This type of cancer presents all the 

features of inflammation, so the breast appears swollen and erythematous. It affects the blood system of the skin 

and or the lymphatic vessels of the breast. It may be detected in ducts and lobules. It does not generally form any 

distinctive mass.  

This cancer is very aggressive and appears to evolve very rapidly. It accounts for about 1-5% of breast cancers. 

These cancers are present at a younger age and likely to have metastasis at the time of diagnosis. Their survival 

rate is shorter than in non-inflammatory cancers of the breast [28, 29]. 

 

Metastatic carcinoma:  is classified as stage 4 breast cancer. This occurs when there is a distant invasion by 

metastatic cells from the primary breast tumour. The distant organs involved include the lungs, the liver, the 

bones, and the brain [30] 

 

Medullary carcinoma: this type of breast cancer is rare and represents about 3-5% of breast cancers. It is a soft 

fleshy tumour well circumscribed. They represent less than 5% of breast infiltrating cancers. Its prognosis is 

better than the one of DCIS. It generally presents no lump and is detectable at mammography [31, 32]. 

 

Paget disease of the breast: it is uncommon cancer that affects the skin, the areolar, and the nipple, which 

appear eczema-like and scaly. Beneath it, generally, there is another cancer (DCIS). it represents 1-4% of breast 

cancers [33, 34, 35, 36, 37]. It is common in postmenopausal women from the 5th decade and above. Some cases have 

been reported in adolescents [38]. 

 

Angiosarcoma of the breast: this type of cancer represents only 1-2% of breast cancers. It develops in the 

epithelium of blood vessels or of the lymphatic system. It usually occurs in the 3rd and 4th decade of life. It 

proliferates and is not often diagnosed until it has spread in other parts of the body [39, 40, 41, 42]. 

 

Phyllode tumours: These tumours develop in the connective tissues of the breast; they are sarcomas. 25% of 

phyllodes are malignant and very aggressive. They affect women primarily in the 4th decade, although other ages 

can be affected [43, 44, 45]. The glandular and stromal structures are not evenly distributed into the whole breast 

tissue; more are found in the upper external quadrant of the breast. This explains why this quadrant is the siege 

of 50% of all breast cancers. The breast is sensitive to exposure to estrogen and progesterone. With ageing, the 

stroma is gradually replaced by fatty tissue, the glandular tissue atrophies, and the breasts involute to become 

loose [46, 47, 48].  

 

Papilloma: papilloma of the breast is an intraductal crest-like growth in the milk ducts close to the nipple. About 

17-20% of cases could be malignant, and 20% of patients have atypical cells. It primarily affects women from 

the 3rd to the 5th decade. Atypical hyperplasia is one of the risk factors for malignant transformation. An 

intraductal papilloma is a small, benign tumour that forms in a milk duct in the breast. These tumours are made 

of the gland and fibrous tissue as well as blood vessels. They most commonly occur in women between ages 35 

and 55. There are no known risk factors for intraductal papilloma. There is evidence that Human Papilloma 

Virus (HPV) has a significant role in invasive breast cancer [49, 50, 51, 52]. Some authors have detected the genome 

of HPV in 48.6% in cases of advanced breast cancer, showing the possible link which can exist between HPV 

and BC [53, 54, 55, 56] This study aims to review the different types of breast cancer and establish their frequency of 

occurrence at the Buea regional hospital pathology laboratory, from the 06th of January, 2016, to the 25th of 

May, 2019. 
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Methodology 

Study design, Population, and Data Collection 

A hospital-based retrospective study was conducted to examine the types and prevalence of Breast Cancers in 

Buea Regional Hospital, South west region (Buea Fako), Cameroon. The data analysed in this descriptive study 

covered three years based on the records of the histopathology department of the Buea regional hospital from the 

04th of March 2016 to the 25th of May 2019.  

 

Ethical Consideration  

The ethical board of the Faculty of Health Sciences of the University of Buea approved all procedures and 

protocols for this study. 

Research clearance was received from the Director of the Buea Regional Hospital. The study strictly adhered to 

the Helsinki Declaration on the procedure for human research in methodology and interpretation of study 

evidence. 

 

Data Analysis 

Basic descriptive statistics were analysed to present the distribution of various breast cancer types reported. The 

demographic variable "age" was used to appropriate the cancer prevalence and frequency percentage among 

registered patients in the hospital presented in tables, charts and graphs.  

 

Results 

Table 1 and Figure two show the prevalence of different types of breast cancer reported between the 04th of 

March 2016 and the 25th of May 2019 in the hospital. The distribution of the reported breast cancer cases 

retrieved data showed that the bulk of the patients were Invasive Ductal Carcinoma (72.33%) and Carcinoma 

Insitu (14.47%).  

  

Table 1: Distribution of the types of reported Breast Cancer cases N=318 
 

Types Frequency % 

Carcinoma Insitu 46 14.47 

Invasive Ductal Carcinoma 238 74.84 

Angiosarcoma 1 0.32 

Phylloid 5 1.57 

Papilloma 22 6.92 

Inflammatory carcinoma 6 1.89 

 

 
 

Fig 1: Distribution of the types of reported Breast Cancer cases between the 04th of March 2016 and the 25th of 

May 2019. 

 

Figure 2 present the age prevalence of Invasive Ductal Carcinoma, the most vulnerable age group. The 

predominant age group accounts for approximately 38% of the Invasive Ductal Carcinoma cases aged 41-50. 
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Similarly, 51-60 accounted for about 21% of the patients screened in the hospital within three years. Ages 31-40 

were estimated to account for about 20% of the Invasive Ductal Carcinoma cases. 

 

 
 

Fig 2: Age distribution of Invasive Ductal Carcinoma reported between the 04th of March, 2016, to the 25th of 

May 2019 

 

 In Figure 3, evidence shows that no report of Carcinoma Insitu was reported in ages 20 and below. However, of 

the total 46 reported Carcinoma Insitu cases, the majority were aged 31-40 (30.43%) and 41-50 (28.26%). 

Relatively, there is a high report of breast cancer in age groups 21-30 (13%). 

  

 
 

Fig 3: Age distribution of Carcinoma Insitu reported between the 04th of March, 2016, to the 25th of May 2019 

 

Other reported Breast Cancer 

Table 2 reported other prevalent breast cancer types: Angiosarcoma, phylloid, papilloma, and inflammatory 

carcinoma. There is papilloma in ages 20-60, and more reported in the age group 31-40. 
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Table 2: Distribution of other types of cases of Breast Cancer reported between the 04th of March 2016 and the 

25th of May 2019 
 

Age Angiosarcoma Phylloid Papilloma Inflammatory Carcinoma 

≤20 0 4 2 0 

21-30 0 1 5 0 

31-40 0 0 9 0 

41-50 0 0 2 2 

51-60 1 0 4 0 

61-70 0 0 0 0 

≥71 0 0 0 4 

Total 1 5 22 6 

 

Discussion 

In this study, invasive ductal carcinoma of the breast is the 1st breast cancer in terms of frequency, with a 

percentage of 74.84%. These findings agree with the results of many studies [24, 25, 26]. One would have expected 

them to be diagnosed much earlier at the stage of in situ CA.  Possible explanations could be found in one of the 

following.  The clinical presentation of ductal carcinoma in situ could be poor, ranging from absence symptoms 

to non-alarming watery/bloody expectoration from the nipples. 

Additionally, the low economic status of our countries, the lack of knowledge and awareness in terms of 

prevention and treatment of cancer are some of the major impediments in the fight against cancer [57]. The peak 

of invasive ductal carcinoma occurrence is between 41-50 years, followed by 51-60 years, with respectively 38, 

26 % and 21, 3 %, given a total of 59, 56 %. These findings are not very different from those of other authors [3, 4, 

58] 

The second most common cancer in our study in terms of frequency is carcinoma in situ. It is the most common 

noninvasive cancer of the breast [24]. Unfortunately, mammography detection, trained medical personnel in 

oncology, and awareness and knowledge of the general population are all wanting [57]. It represents 14.46% of 

our sample. Understandably its peak of occurrence is between 31-49 years old, and this is earlier than for 

invasive carcinoma.   

Papilloma represents about 6.92 % of cases seen in this retrospective study. The peculiarity of papilloma 

tumours is that 20% of them are malignant, and 20% of patients present atypical cells [50, 51, 52]. These atypical 

cells under the influence of an oncogenic factor such as the Human papillomavirus could become malignant [53, 

54, 55, 56]. Literature puts the age occurrence of papilloma tumours between 35 and 55 years [49, 50, 51, 52]. In our 

study, out of 22 cases, nine occurred between 31-40 years, five between 21-30 years and four between 51 to 60 

years, giving respectively 40, 9%, 22.7%, and 18, 2%. 

With 1.9 %, inflammatory carcinoma is number 4 in frequency in our study. It is a very aggressive cancer and 

fulminant in evolution. The breast presents all characteristics of inflammation with no distinctive mass. Affected 

are the blood vessels of the skin and or the lymphatic tissues of the breast. Our study agrees with the literature, 

which puts it between 1 to 5% [28, 29]. However, findings differ from what the literature generally reports as a 

malignancy occurring at a younger age [28, 29]. Out of six cases reported in our study, two occurred between 41 to 

50 years, and four occurred in patients about 71 years of age. 

Phyllode tumours: they generally develop from the connective tissue, are very aggressive, and have large 

volumes. Most women in their 4th decade are affected [43, 44, 45]. This type of breast cancer comes 5th in frequency 

in our study. For the 5 cases reported in this study, four were below 20 years and one between 21 and 30 years, 

making it a tumour of the very early age contrary to what is generally reported in the literature. Angiosarcoma, in 

our classification, is the last type of cancer found in this study. It develops from the epithelium of blood and 

lymphatic tissues. It affects women in their 30s and 40s. It is generally diagnosed late when it has metastasised in 

other parts of the body [39, 40, 41, 42]. The lone case in this study occurred between 51 and 60 years. 

 

Conclusion 

Breast cancer is a heterogeneous malignancy made of various diseases. Each of these has its specificity in terms 

of age of occurrence, tissue affected and aggressiveness. In our study, invasive breast carcinoma, with a 

percentage of 74.84 %, came first in terms of frequency, followed by carcinoma in situ, papilloma, inflammatory 

carcinoma, phyllodes tumours and angiosarcoma, respectively with 14.47, 6.92, 1.89, 1.57 and 0.32%.  The lack 

of human and material resources in our countries and lack of awareness and knowledge about breast cancer is 

prejudicial for the early detection and treatment of cancer in our countries.   
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