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Introduction- Secondary breast tumors are rare. Breast metastases accounted for 0.4 to 2% of all 
mammary cancers. Melanomas, lymphomas, and lung cancers are most often the primary 
tumors [1]. Up to now more than 400 cases of mammary metastasis have been reported in the 
literature [2,3]. We report in our work the clinical case of metastatic lung carcinoma into breast.
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I. Introduction 

econdary breast tumors are rare. Breast 
metastases accounted for 0.4 to 2% of all 
mammary cancers. Melanomas, lymphomas, and 

lung cancers are most often the primary tumors [1]. Up 
to now more than 400 cases of mammary metastasis 
have been reported in the literature [2,3]. We report in 
our work the clinical case of metastatic lung carcinoma 
into breast. 

II. Case Report  

A 51-year-old father of two, consulted for 
headache, vomiting, and right hemiplegia as part of an 
intracranial hypertension syndrome. 

The initial physical examination objectified a 
fixed mammary mass of 5cm in size in the right breast, 
the axillary level was free. A mammogram showed the 
presence of an irregular opacity measuring 45 mm 
hypoechogenous on ultrasound without microcal- 
cifications, and without axillary adenopathy classified 
BIRADS 4. 

A biopsy of the breast mass was made, whose 
anatomopathological results showed an undifferentiated 
tumor process. Thus, an immunohistochemical study 
was used which showed a low differentiated squamous 
cell carcinoma compatible with a lung cancer. 

A cerebral and cervicothoraco-abdominal CT 
scan was performed, showing a right apical pulmonary 
tumor associated with Barety's lymphadenopathy, and 
also revealed the presence of a right breast mass 
(already described in mammography).) and bilateral 
adrenal lesions in favor of secondary lesions. At the 
cerebral level there were several bilateral 
temporoparietal lesions with right verminal cerebellar 
lesion in favor of secondary lesions. 

The patient was admitted to radiotherapy 
department where he received total brain irradiation at a 
dose of 30 Gy in 10 fractions of 3 Gy /fr over 2 weeks 
with marked clinical improvement. Afterwards he was 
treated with palliative chemotherapy based on 
Carboplatin AUC 6, Paclitaxel 175 mg / m² every 21 
days. After the 3rd cycle there was an incomplete 
remission estimated at more than 70%. The evaluation 
after the sixth cycle treatment was in favor of stable 
disease. 

Author
 
α

 
σ

 
ρ

 
Ѡ:

 
Radiotherapy Department,

 
CHU Mohammed VI-Oujda, 

Morocco.
 
e-mail: amine-jrz@hotmail.com

 

The patient was monitored, and 2 months later 
there was local, mammary and cerebral progression, so 
he was treated with second line chemotherapy 
Gemcitabine monotherapy but after 3 courses the 
patient presented in a critical state with a WHO score of 
3 for whom he was referred for palliative care. The 
patient died 40 days later. 

III. Discussion 

Breast cancer is the most common cancer in 
the world, however mammary metastases from extra-
mammary cancer are extremely rare accounting for less 
than 2% of all breast cancers [2,3,6,22]. 

Breast metastases may be the first revealing 
symptom in 8 to 33% of cases [7]. These metastases 
may be associated with ipsilateral axillary adenopathies 
in more than 50% of cases [7]. 

The most frequent primary cancers are 
melanoma, lung cancer, and lymphoma [4,5]. So far the 
largest study published is that of Stavros Georgiannos, 
et al which included 60 patients collected over a period 
of a century 60/14000 presented with breast metastasis 
(0.43%), of which 95% are female, their age varies 
between 12 and 90 years, the primary cancers involved 
in most patients were cutaneous melanomas, large and 
small cell lung cancers, but there were other tumors, 
such as endometrial adenocarcinoma, pancreatic 
adenocarcinoma, retinal melanoma. Other localization 
may be responsible of these metastases, including 
uterine, gastric, rectal cancers, and non-Hodgkin's 
lymphoma [6,8], the latter represents 17% of all 
mammary metastases [8] 

As for metastases from gastric cancer, they 
were described by Krichen et al. in a case of a 
metastatic gastric adenocarcinoma in the ovary, the 
primary tumor and ovarian metastasis was resected, but 
after 4 months a metastatic relapse was detected as an 
isolated mammary metastasis of the same histological 
type as the gastric cancer, it was resected but the 
evolution was marked by the apparition of cutaneous 
lymphangitis of the chest wall, and emergence of lymph 
nodes and bone metastases [9]. And this is not the only 
case of gastric cancer, Boutis et al have also reported a 
series of 25 cases of gastric cancer associated with 
mammary metastases of which 13/25 has a form of 
signet cell ring carcinoma [10]. One of the tumors that 
can metastasize at the breast level are neuroendocrine 
tumors, the largest series of secondary breast 
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neuroendocrine tumors reported by Upalakalin et al. 
[15] including 24 cases, in nine cases mammary 
metastasis was the revealing site of the primary tumor. 

The clinical presentation of these tumors is 
most often as a well-rounded, hard, and painless lump 
located at the level of the supero-external quadrant 
[6,9,12,13,14]. This lump may be associated with axillary 
metastases [14,15,16]. As well as other metastatic 
lesions [15]. 

The mammography shows aregular round or 
slightly irregular nodule, not containing microcal- 
cifications except in cases of metastases of ovarian 
origin [13, 14, 15, 16] and at the mammary ultrasound 
they appear a hypoechogenic, without acoustic 
shadowing. 

Histologically, intramammary metastases have 
different characteristics of a primary breast cancer, in 
fact most intra-mammary metastases have histology 
similar to that of the tumor from which it comes [22]. 

  
  

 

But one can be mistaken in making the 
diagnosis of a primitive breast cancer

 
[17,18,19,20]. To 

overcome this problem we must use immunohisto-
 

chemistry that will allow us to differentiate a primary 
cancer from a metastasis, usually

 
for primitive breast 

cancer
 
the CK7 is positive, CK20 is negative

 
and the 

hormone receptors are positives. In the case of 
metastasis, CK 7 (-) and hormone

 
receptors are 

negatives
 
[14,15].

 
To guide the diagnosis to the primary 

tumor, we can look for certain tumor markers such 
      

as TTF1 (lung cancer or thyroid cancer) and desmin 
(soft tissue tumors) [21]. On the other hand, the 
elevation of some

 
serum markers can be useful

 
to make 

the diagnosis: ACE (colon
 
cancer), CA19-9 (pancreatic 

cancer), CA 125 (ovarian cancer, or gastrointestinal 
cancer).

 

The management of mammary metastases 
must be part of the treatment of the primary cancer in 
question and consists of palliative chemotherapy, and it

 

may be combined with palliative radiotherapy if 
          

needed [22].
 

Surgical treatment is not indicated in these 
cases except in cases of

 
primary surgery to make the 

dignosis[15] or more rarely in the case of a very 
advanced mammary metastases[17]. Until now there 
are no studies that support axillary dissection in cases of 
mammary metastasis associated with axillary 
adenopathies, and this will only increase postoperative 
morbidity [23,24].

 
 

 
 

IV. Conclusion  

Breast metastases are exceptional tumors. Their 
diagnoses are difficult and require a radio-clinico-
pathological arguments. Their treatment consists of 
palliative chemotherapy and surgical treatment is to be 
avoided (mastectomy). Their prognoses depend on the 
primary tumor but are usually of poor prognosis. 
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For example in the case of metastases from 
ovarian cancer we ofern found the presence of intra-
metastasis microcalicifications [14,16].

The prognosis is generally poor and depends 
on the primary cancer. In the Lee et al study the mean 
survival in 32 patients with breast metastasis was 13.9 
months [15].
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