
Abstract. The metastases sites of advanced
breast cancer contain vast majority of tissues
and organs, which most common are bones,
lungs, liver, brain and distant lymph nodes. We
report a woman with unusual extensive subcuta-
neous metastases of breast cancer in her ab-
domen, back and back of the neck. The patient
was diagnosed with invasive ductal breast cancer
and had been treated 4 months earlier with modi-
fied radical mastectomy and three cycles of
chemotherapy. Later she presented painless mul-
tiple small tubercules on the abdomen wall, back
and back of the neck. She sought treatment in
our department to perform a 18FDG PET-CT scan,
confirming the multiple subcutaneous tubercules.
Histopathological studies supported that the tu-
bercules were rare subcutaneous metastatic of
breast origin. The patient underwent another two
cycles of chemotherapy and evaluation of cura-
tive effect was stability.
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Introduction

Breast cancer is the most common cancer
among women worldwide and the almost the
highest of cancer-related deaths among world-
wide women over the past few decades. The in-
creasing tendency and high mortality rate of
breast cancer in the developing world is neces-
sary to be studied1,2. There are so many types of
breast cancer. The classification includes the car-
cinoma in situ and the invasive. The former con-
tains ductal carcinoma in situ, lobular carcinoma
in situ. That latter are consist of the invasive duc-
tal carcinoma not otherwise specified (75%), the
invasive lobular carcinoma (10%), the medullary
carcinoma (5%), Paget disease and other forms
less common3. The treatment of breast cancer
mainly adopt integrated therapy: surgery com-
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bined with radiotherapy, chemotherapy, en-
docrine therapy, molecular targeting agents and
so on. Notwithstanding the early diagnosis and
the application of integrated therapies, the rea-
sons for treatment failure are still local recur-
rence or distant metastasis4. Unfortunately pa-
tients with metastatic breast cancer will uniform-
ly die to their disease; survival may range from a
few months to several years5. Breast cancer can
invade skin in the local expansion, caused skin
adhesion, edema, and orange peel like changes,
satellite nodules or ulcers. The main metastases
ways to spread were lymph node metastases and
hematogenous metastases. The most common
metastases sites of breast cancer are distant
lymph nodes, bones, lungs, liver and brain. Some
rare sites of metastases were reported which
comprise pancreatic6, thymic7, aryepiglottic
fold8, subcutaneous of locality9 and so forth. But
extensive subcutaneous metastases from breast
invasive ductal carcinoma origin are rarely. So
we have to bring to your attention on a case of
multiple subcutaneous metastases from invasive
breast ductal carcinoma, which first presented
clinically as multiple small tubercules on the ab-
domen, back and back of the neck, with no other
clinical evidence of recurrence and metastasis.

Case Report
We present the case of a 56-years-old woman

who was referred to our Institution with multiple
subcutaneous small tubercules in her abdomen,
back and back of the neck that on further evalua-
tion was diagnosed as metastatic invasive ductal
carcinoma of the breast. She had been treated
four months earlier, in breast surgery of our hos-
pital, with two cycles of neoadjuvant chemother-
apy and modified radical mastectomy, due to the
right breast invasive ductal carcinoma with 26
axillary metastatic lymph nodes. She had a stage
IIIC pathological T2N3M0 (ER positive at 90%,
PR negative, HER-2 1+ positive). She suffered
infection of operation area because of stage IV
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bone marrow suppression which due to postoper-
ative adjuvant chemotherapy. Then the anti-tu-
mor therapies were interrupted and she had to
turn round to handle the infection. At the time of
diagnosis of breast cancer the patient reported to
be under treatment with oral methimazole, about
5 year ago, to treat a severe form of hyperthy-
roidism. She had engaged in chemical industry
that exposures to chloroform about 8 years. At
the physical examination, performed at her
weekly medical check-up, she presented multiple
subcutaneous small tubercules in her abdomen,
back and back of the neck (Figure 1). After fur-
ther questioning she revealed that approximately 4
months after the surgical intervention of mastecto-
my. She had not felt subcutaneous tubercules, also
had never brought it to family members’ attention.
She didn't feel fever, rigors, night sweats or osteal-
gia, but acknowledged a fact about itchy of tuber-
cules of skin. Her chest was clear to auscultation
bilaterally and she had a regular rate and rhythm,
without murmurs, rubs, or gallops. There were no
palpable giant masses and no Courvoisier’s or
Murphy’s signs. There was no evidence of as-
cites or hepatosplenomegaly, edema. The subcu-

taneous small tubercules were about 0.5cm,
slightly stiff to the touch. Until the number of tu-
bercules has increased, she was awake and alert.
She was immediately referred to Department of
Oncology, the Affiliated Hospital of LuZhou
Medical College (China) for further examination.
She underwent an 18FDG PET-CT scan scan,
demonstrating the multiple subcutaneous tuber-
cules were tumor metastases which without ab-
normal glucose metabolism and the left axillary
lymph nodes were displayed. Histopathological
studies attested that the tubercules were cuta-
neous metastatic adenocarcinoma which consis-
tent with a breast primary, Immunohistochem-
istry reveals ER positive, PR negative, HER-2
negative (Figure 2).

The patient was taken for chemotherapy be-
cause of wide-range induced operation or radio-
therapy was not suitable. Her blood, urine and
stool routine were normal. The liver and kidney
function and electrocardiographic examination
weren’t abnormal. She was assigned to receive 2
cycles of vinorelbine (25 mg/m2 on days 1 and 8
of a 3 week cycle, intravenously) plus cisplatin
(75 mg/m2 on day 1 of a 3 week cycle, intra-
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Figure 1. Picture demonstrating the clinical presentation of the metastasis.



venously). Chemotherapy combined with
antiemetic, protecting gastric mucosa, enhancing
immunity and other symptomatic treatment. At
present, her general condition was good and the
subcutaneous tubercules were not grown and in-
creased. She was ready for the next cycle of
chemotherapy.

Discussion 

Breast cancer usually recurs within 5 years af-
ter surgery. Takeuchi et al10 reported that 284 of
1116 patients with breast cancer experienced re-
currence after surgery. Characteristically, late,
ipsilateral, locoregional recurrence (such as
metastasis to the ipsilateral chest wall, axillary
lymph nodes, or supraclavicular lymph nodes)
accounts for the majority (74%) of all recur-
rences, and distant metastasis accounts for a
small proportion of all recurrences11.

Finally, to summary this woman who had a
stage IIIC pathological T2N3M0 right breast in-
vasive ductal carcinoma (ER positive at 90%, PR
negative, HER-2 1+ positive) experienced recur-

rence after her treatment about surgery and
chemotherapy. The patient had considered only
subcutaneous tubercules as erythra, without any
other clinical symptom or sign. She delayed her
medical attention, without taking into account
any relation with the previous breast carcinoma.
The biopsy obtained from the subcutaneous tis-
sue of the tubercules showed metastatic ductal
carcinoma of the breast. In fact, immunohisto-
chemistry revealed tumor cells staining positive
for ER positive, PR negative, HER-2 negative. 

Reported in the literature, invasive lobular car-
cinoma of the breast has a tendency to spread to
bones, gynecological organs, peritoneum,
retroperitoneum and the gastrointestinal tract. The
ductal carcinoma tends metastasize more com-
monly to the liver, lung, and brain12, however the
subcutaneous metastasis has not yet been men-
tioned. The clinical diagnosis of metastatic of
breast carcinoma becomes even more unlikely on
the rare occasion when it represents as unusual
presentation. So the most valuable side of our
case is the involvement of the extensive subcuta-
neous metastases from ductal carcinoma, which is
described for the first time.
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Figure 2. Histological examination showed the tubercules were subcutaneous metastatic adenocarcinoma which consistent
with a breast primary. Immunohistochemistry reveal ER (+), PR (-), HER-2 (-).
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The clinical diagnosis of the metastatic lesions
can be not easy, but the immunohistochemistry
analyses can accurate diagnosis. In fact, some
markers as estrogen, progesterone and HER-2 re-
ceptors allow confirming the diagnosis13. 

Conclusions

Our patient’s tumor stag was locally advanced
at the beginning. Postoperative adjuvant
chemotherapy was not enough because of infec-
tion, caused wide subcutaneous metastases which
proved by immunohistochemistry. At the time of
writing this case report (two months after
chemotherapy of subcutaneous metastases), the
patient has no signs of tumor progression and be
ready to next cycle of chemotherapy with well
tolerated. Our plan at this point is to finish 6 cy-
cles of chemotherapy with current treatment pro-
tocol and then assess her condition with a CT
scan of the chest, abdomen and pelvis, bone scan
and head MRI or 18FDG PET-CT scan14. Anti-es-
trogen therapy will be adopted when the possibil-
ity of tumor progression is rule out.
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