Eh-

Occult carcinoma of breast presenting as axillary
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Abstract

We report the case of a 50-year-old woman with occult breast cancer who presented with a hard metastatic nodule in the

left axilla. Histology identified a metastatic ductal carcinoma deposits in the lymph nodes, but mammography of left
breast showed only diffuse thickening of skin and subcutaneous tissue.Left modified radical mastectomy was performed
and histopathology revealed invasive ductal carcinoma 1mm x 1mm size with multiple axillary node metastasis.
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INTRODUCTION

Occult breast cancer is an uncommon clinical entity
accounting for less than 1% of all breast cancer patients.
Malignant tumour of other sites like lung, thyroid,
gastrointestinal tract, ovary, melanoma etc. also can
occasionally metastasized to axilla, however, most
common source of primary cancer in such cases is the
ipsilateral breast unless otherwise proved. Diagnosis
and treatment remain challenging in these patients.
Relevant investigations to rule out other sites of
malignancy and mastectomy with axillary clearance are
recommended. Due to its rare occurrence and
therapeutic dilemma, we decided to report our case who
presented with a left axillary node without any evidence
of primary malignancy.

Website:
www.statperson.com

Volume 11
Issue 1

CASE PRESENTATION

A 50 year old known diabetic and hypertensive
presented with left breast pain for three months with no
palpable mass but mild edema was present in lower
outer quadrant. She also had a mobile non-tender node
in the left axilla. On investigating, the
sonomammographic findings showed diffuse thickening
of skin and subcutaneous tissue along the fascial planes
with few axillary lymph nodes with a possibility of
occult malignancy on the left side. Contralateral breast
and axilla remains clear. Further, we proceeded with
FNAC of left axillary node showed scattered clusters of
round to oval epithelial cells with pleomorphic nuclei in
a background of lymph nodes & hemorrhage with
features suggestive of malignant deposits of ductal
carcinoma.

Later, we proceeded with modified radical mastectomy
of left breast. There was no lump in the mastectomy
specimenand the tissue specimen sent for pathology
where it was reported as infiltrating invasive ductal
carcinoma of size 1 x 1 mm size with sixaxillary lymph
node showed metastatic deposits left side.
Immunohistochemistry ~ showed  oestrogen  and
progesterone receptors negative. Subsequently patient
was subjected to chemotherapy and radiotherapy and
she is under regular follow up.
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Figure 1: Mammogram showing thickened skin and
subcutaneous tissue

DISCUSSION

Carcinomas of the lung, thyroid, stomach, colon,
rectum, and pancreas have the potential to spread to the
axillary lymph nodes; however, these metastases are
rarely the first manifestations of disease. Non-palpable
breast cancer presenting as axillary metastases is also
rare, accounting for less than 0.5% of all breast cancers.
However, in such cases it is important to consider occult
breast cancer during the early stages; a correct diagnosis
of breast cancer with axillary metastasis at stage Il can
be treated immediately by radical mastectomy. It is
therefore difficult to decide on how extensively an
investigation should be performed in order to exclude
other  possible  origins of the  metastasis.
Immunohistochemical markers have proven useful for
differentiating metastatic breast carcinoma from
adenocarcinoma arising in other primary sites. Positive
results from staining resected axillary lymph nodes for
ERs and PRs are suggestive of breast cancer.

The treatment of occult breast cancer remains
controversial. The traditional therapy of choice was
radical or modified radical mastectomy. However,
several recent studies have shown no statistically
significant differences in outcome between mastectomy
and more conservative treatments, such as limited
resection and/or radiation. These findings suggest that
breast-conserving therapy is an option for the treatment
of occult breast cancer. In our case, our patient chose a
modified radical mastectomy and a 1mm primary breast
cancer was detected in serial sections of the total
resected specimen. Other studies have reported that
primary breast tumors could not be identified in
approximately 30% of specimens from patients
undergoing mastectomy for occult carcinoma. In such
cases, the primary tumors in the breast may be too small
to be detected by conventional pathological assessment.
Although, in this case, the primary tumor was found in
the lower outer quadrant of the breast, nearly one-half
of all detectable primary occult breast tumors are

located in the upper outer quadrant. Prognoses of these
patients are more or less similar to carcinoma breast
stage 1I/1Il. Survival has not been shown to be
dependent on whether the primary cancer in the
mastectomy specimen was found or not.

CONCLUSION

All isolated axillary node metastasis should be
considered as occult primary breast cancer unless
otherwise proved. Sonomammogram, MRI breast,
FNAC of axillary mass along with other metastatic
workup should be carried out in all cases. Axillary
dissection with mastectomy followed by appropriate
adjuvant therapy is recommended. Prognosis is
comparable to stage Il /11 breast cancer.
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