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Introduction

Breast cancer is the most common cancer in women and the 
leading cause of death from cancer in women [1]. In Morocco, 
it is a public health problem, affecting young women with a 
steadily increasing incidence [2,3]. Advances in the analysis of 
transcriptomic expression profiles of invasive breast carcinomas 
have led to a better understanding and classification of breast 

carcinology, and effective adaptation of therapeutic approaches 
[4,5]. Triple-Negative Breast Cancer (TNBC) is a heterogeneous 
subgroup of breast tumors, with few therapeutic options, char-
acterized by a lack of expression of Estrogen and Progester-
one hormone Receptors (ER and PR) and an absence of HER2 
overexpression and amplification. A recent classification based 
on TNBC gene expression data has individualized four specific 
subtypes: basal-like 1 and basal-like 2 (differing in immune re-
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11, 87% and the mean age of the patients was 48, 84 years. The most 
frequent reason for consultation was the discovery of breast nodules. 
The most frequent histological type was non-specific infiltrating car-
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logically, molecularly and prognostically heterogeneous subgroup of 
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for new targeted therapy to optimize its management.
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Table 1: Distribution according to the pTNM classification.

sponse), mesenchymal, and luminal AR (Androgen Receptor). 
These subtypes have different survival rates and sensitivity 
to neoadjuvant chemotherapy [5]. Current research seeks to 
identify specific therapeutic targets based on genomic studies 
to improve the prognosis of this type of cancer. Our retrospec-
tive study aimed to investigate the anatomo-clinical features of 
TNBC and compare them with data in the literature.

Material and methods

Type of study: An exhaustive retrospective study of 50 cases 
of triple-negative breast cancer diagnosed in the Department of 
Anatomy and Pathological Cytology at the Mohammed V Mili-
tary Training Hospital in RABAT, for five years and 08 months 
from January 2018 to August 2023.

Inclusion criteria

- Patients with histologically confirmed breast cancer during 
the study period.

- Absence of hormone receptor expression: RE - ; RP -.

- Absence of HER2 expression or amplification (her2 negative 
or low).

Exclusion criteria

- Patients who did not benefit from a complete histological 
analysis,

- Male gender.

- Incomplete clinical records.

Data collection relied on detailed operative charts for each 
patient.

Text and tables input using Word XP, and graphs using Excel 
XP.

Statistical analysis was accomplished using SPSS version 24 
software.

Results

General characteristics: Over a period of five years and 08 
months, from January 2018 to August 2023 inclusive, 50 wom-
en had triple-negative breast cancer among 421 women with 
breast cancer diagnosed at the pathology department of the 
Mohammed V Military Training Hospital in RABAT. I.e. A fre-
quency of 11.87% of the total number of breast cancers. The 
mean age of our patients was 48.84 years, with extremes rang-
ing from 31 to 67 years. The 45-50 age group was the most com-
mon.

Clinical and para-clinical features: The most frequent reason 
for consultation in our patients was a breast nodule (82.7%), 
in the left breast in 60.60% and the right breast in 39.39% of 
cases. After conducting mammography on all our patients, we 
got the following results; according to the ACR (American Col-
lege of Radiology) classification; ACR 5 in 57.14% of cases. ACR 
4 in 42. 85%, with a mean lesion size of 28 mm. In 92, 15% of 
cases, the diagnosis of TNBC required an anatomopathological 
study of the biopsy. Histological features: the most frequent his-
tological type was non-specific infiltrating carcinoma in 78% of 
cases (Figure 1), followed by metaplastic carcinoma in 20% (Fig-

ure 2) and adenoid cystic carcinoma in 2%. The Scarff-Bloom-
Richardson (SBR) histopronostic grade for our patients was SBR 
III in 75.60%, SBR II in 21.95% and SBR I in 2%. Vascular emboli 
were present in 7.14%. On immunohistochemistry, ER and PR 
were absent in 100% of our patients, HER2 was 0 in 64.51%, 
1 in 16.12% and 2 in 19.35%. In the latter case, an absence of 
HER2 oncogene amplification required a Chromogenic in Situ 
Hybridization (CISH) study. The Ki 67 proliferation index was 
assessed in all patients; with a rate >14% in 84.51% of cases 
(Figure 1E). All our patients underwent thoraco-abdominal CT 
scans and bone scans for extension assessment. At the end of 
this evaluation, we detected three metastatic localizations of 
breast cancer, two cases with pulmonary and bone metastases 
and another case with liver metastases.

TNM classification: According to the AJCC 2018 pTNM clas-
sification, our patients can be classified as follows: 

Stage Number Percentage

I 12 24

IIA 26 52

IIB 6 12

IIIA 1 2

IIIB 1 2

IIIC 1 2

IV 3 6

Figure 1: Invasive breast carcinoma of no special type (A) Infiltrat-
ing carcinomatous tumor proliferation made of nests and cords of 
cells with moderate cytonuclear atypia (HE x40). (B) Tumor cells 
are negative for ER, (C) PR and (D) Her2 (score0) immunohisto-
chemical stains (x100). (E) Immunohistochemistry for Ki67 show-
ing strong nuclear staining in 60% of tumor cells (x100).
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Figure 2: Metaplastic carcinoma. Squamous cell carcinoma (A) A 
high power view illustrating sheets of tumor cells with abundant 
eosinophilic cytoplasm with keratinization and evident nuclear 
atypia (HE) (B) Immunohistochemistry for CK5/6 showing strong 
and diffuse cytoplasmic staining (x200).

Discussion

At the 13th International Conference of the Expert Group on 
Breast Cancer in St. Gallen (2013), adopted clinic pathological 
and molecular definitions of breast carcinoma subtypes based 
on immunohistochemical characteristics of ER, PR, ERBB2 
(HER2) and Ki-67 [6]. They were as follows: Luminal A-like, Lu-
minal B-like (HER2-negative), Luminal B-like (HER2-positive), 
HER2-positive (non-luminal), and Triple-negative. In 2011, 
Lehmann et al. classified TNSCs into six subtypes using gene ex-
pression profiling on tumor samples from 587 TNSC patients: 
Basal-Like 1 (BL1), Basal-Like 2 (BL2), Mesenchymal (M), Mesen-
chymal Stem-Like (MSL), Immunomodulatory (IM) and Luminal 
Androgen Receptor (LAR) [8]. This new classification has made 
it possible to adapt the therapeutic management of TNBC. De-
pending on the series published in the literature, TNBC accounts 
for 10 to 25% of invasive breast cancers [7]. In our series, it rep-
resented 11.87%. The prevalence of TNBC appears to be higher 
in African-American women than in Caucasian women, with the 
age of onset often under 50 or even under 40 [8]. In our series, 
the age group most affected was 45-50. TNBC is often associ-
ated with a family history of breast cancer, essentially linked to 
BRCA1 gene mutation [9,10]. Histologically, TNBC is highly het-
erogeneous, with non-specific infiltrating carcinoma accounting 
for the majority in 70-80% of cases [11]. However, some TNBC 
have a favorable prognosis, namely adenoid cystic carcinoma, 
secretory carcinoma, and medullary carcinoma [12,13]. This 
is not the case for metaplastic carcinomas, which have a poor 
prognosis, particularly in high-grade cases [13]. In our series, 
non-specific infiltrating carcinoma was the most frequent his-
tological type, accounting for 80%. On immunohistochemistry, 
high Ki67 is generally a sign of a poor prognosis. However, this 
high rate observed in the majority of TNBC is in favor of a bet-
ter response to Neoadjuvant chemotherapy [14]. Therapeutic 
management relies on surgery, which remains the treatment of 
choice, combined with loco regional adjuvant radiotherapy and 
systemic chemotherapy. The high mitotic index in TNBC gives it 
greater chemosensitivity, and a high rate of histological com-
plete histological remission after Neoadjuvant chemotherapy 
[15]. The heterogeneity and molecular complexity of TNBC ex-
plains the heterogeneity of response to chemotherapy, making 
it essential to study the phenotype of this type of cancer in or-
der to tailor chemotherapy. The presence of multiple molecular 
alterations that could represent potential therapeutic targets, 
has led to the search for targeted therapies that are currently 

undergoing clinical trials, such as PARP (poly (ADP-ribose) poly-
merase) and EGFR inhibitors, anti-angiogenic agents and anti-
androgens [16,17], and immunotherapy, which also represents 
one of the new therapeutic alternatives for TNBC. However, 
because of its rapid progression, TNBC has a poor prognosis in 
non-responders, despite its chemosensitivity. The main limita-
tions of our work were: the small sample size, the retrospective 
nature of the study and the absence of a molecular study, so it 
limited the objective assessment of clinical evolution and post 
treatment survival. Our work has enabled us to take stock of the 
main epidemiological and clinicopathological features of TNBC 
at our facility, with a review of the literature concerning the mo-
lecular profile and recent therapeutic approach.

Conclusion

The results of our study are consistent with the literature on 
the epidemiological and clinicopathological aspects of TNBC. 
Triple-Negative Breast Cancer (TNBC) is a clinically, morphologi-
cally, molecularly and prognostically heterogeneous subgroup 
of breast cancer, requiring multidisciplinary collaboration and 
the search for new avenues of targeted therapy to optimize its 
management.
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