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Breast ductal carcinoma and metastatic lymphoma to the contralateral breast in
patient with cutaneous non-Hodgkin lymphoma
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Abstract
Breast lymphoma is a rare condition, both as a primary and a metastatic manifestation. The primary form has an incidence ranging from 0.04% to 0.5% of all breast neoplasms, whereas the metastatic form has an incidence of 0.07%.
We hereby report a clinical case of a patient who presented with cutaneous non-Hodgkin lymphoma (NHL) in the left
scapulohumeral region treated with surgery followed by radiotherapy (40 Gy total). Three years following radiotherapy,
the patient was diagnosed with a left breast infiltrating ductal carcinoma, treated with conservative surgery and adjuvant
therapy. The following year, i.e. four years after the initial diagnosis of NHL, two lymphoproliferative relapses occurred:
in the left cutaneous scapulohumeral region at the original site of disease, and in the right breast. The aim of this paper
is to highlight an uncommon oncologic disorder such as breast lymphoma, highlighting its clinical and radiological
manifestations. Some studies reported a possible aetiological role of radiotherapy in the development of breast cancer
following treatment of NHL, and in the development of breast cancer following treatment of Hodgkin lymphoma, which
could potentially explain our findings. Hippokratia 2011; 15 (1): 84-86
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It is estimated that less than 0.5% of breast cancer is
represented by malignant lymphomas, 17% of secondary
breast localizations are lymphomas, and 0.7% of all NHL
have a breast localization1-5. Primary breast lymphoma is
a rare disease (accounts for 0.04% to 0.5% of all breast
malignancies) and even more rare is a metastatic localization of lymphoma to the breast (accounts for 0.07% of
all breast malignancies), which is usually associated to
other extranodal lymphomas1-5.
Case Report
A 65 year old lady presented to our department with
a cutaneous nodule in the left scapulohumeral region, associated with localised itching, without systemic signs or
symptoms. The cutaneous nodule was clinically evident
in the form of a hard, poorly mobile lump with respect
to surrounding tissues. Histological diagnosis after surgical excision was of follicular B cell NHL. According
to histological result, since the surgical excision was non
radical, with the tumor extending to the resection margins
(R1), an adjuvant radiotherapy in the left scapulohumeral
region was delivered (40 Gy total in 20 fractions). The
patient did not undergo any chemotherapy in view of the
early stage of the lymphoproliferative disorder, which
was limited to the cutaneous layer only, the lack of B
symptoms, normal haematological and blood chemistry
values, and the absence of lymphomatous colonies at the

bone marrow biopsy. Staging of the NHL was completed with a total body multi-slice computed tomography
(MSCT) and ultrasound examination targeted to most
common lymph node sites of metastasis (axilla, groin,
and neck), thereby confirming the solitary local manifestation of the lymphoproliferative disorder.
Clinical and radiological follow-up examinations
were always negative for the next three years during
which the patient remained in complete remission. Approximately three years after the diagnosis of follicular
NHL, a screening mammography revealed the presence
of a nodular opacity 10 mm in size with ill-defined margins in the retroareolar region of the left breast (Figure 1
craniocaudal and oblique projections).
A complementary ultrasound examination in this site
showed a hypoechoic nodule with a maximum diameter
of 9 mm, characterized by a non homogeneous echographic structure, with ill defined margins (Figure 2).
The above findings were suspicious for malignancy.
Ultrasound examination also revealed a 16 mm lymph
node in the homolateral axilla with a conserved hilar
structure, however with a slightly thickened cortex, and
hence of doubtful pathological significance.
During the same ultrasound sitting, a fine needle aspiration cytology was performed which confirmed the presence
of malignant cancer cells, with C5 grading, according to the
European Guidelines for quality assurance in breast cancer
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Figure 1: Mammography craniocaudal and oblique projections left breast showing a nodular opacity with ill defined
margins in the retroareolar region.
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Figure 3: Mammography craniocaudal and oblique projections right breast showing a nodular opacity with ill defined
margins in the right superior external quadrant.

screening and diagnosis6. Histopathology following central
quadrantectomy of the left breast and sentinel node biopsy in the homolateral axilla showed an infiltrating ductal
carcinoma with intermediate grade of differentiation (G2)
with an extensive solid-type intraductal component. Sentinel node examination was free of metastasis. Following a
multidisciplinary team meeting, in view of the local extension of the disease, the endocrine responsiveness, and the
clinical history, the patient was advised to undergo a 5-year
adjuvant endocrine therapy with an aromatase inhibitor.

Figure 4: Ultrasound examination right breast showing a
hypoechoic round nodule with ill defined margins.

Figure 2: Ultrasound of left breast showing a hypoechoic
nodule with a maximum diameter of 9 mm with ill defined
margins.

One year after the diagnosis of breast carcinoma, this
being 4 years after diagnosis of cutaneous NHL, during which the patient was in complete remission for this
lymphoproliferative disorder, the NHL re-presented itself
with both a scapulohumeral local relapse and a right superior external quadrant breast metastasis. The breast localization was identified during clinical examination, and
subsequently investigated with mammography (Figure 3
craniocaudal and oblique projections), ultrasound (Figure
4), and a fine needle aspiration cytology: the latter confirming the presence of a metastasis of the lymphoproliferative disorder.

After a few days the patient underwent a day-surgery procedure under local anaesthetic to remove the left
scapulohumeral cutaneous nodule and the right breast
nodule under ultrasound guidance. The histopathology
indicated that both lesions were referable to cutaneous
and breast localizations of follicular B cell non-Hodgkin
lymphoma (Immunophenotype of the neoplastic population was positive for CD10, bcl-2, CD20, and negative
for CD3. The proliferation fraction (Ki-67) was equal to
30%. Molecular analysis revealed a translocation t(14,18)
involving bcl-2 gene in a small percentage of neoplastic
cells (5%)). The re-staging of the lymphoproliferative
disease by diagnostic imaging (MSCT, ultrasound examination) and bone marrow aspiration did not show any
evidence of metastasis elsewhere, thereby confirming the
local cutaneous relapse and the right breast localization
as the only sites of disease. It was decided that chemotherapy and immunotherapy (Clorambucil and Rituximab) were needed to treat the cutaneous lymphoma in
addition to the aromatase inhibitor which the patient was
already taking for the treatment of the breast carcinoma
diagnosed 1 year previous to this. As part of the clinical
follow up 1 year later, bilateral mammography showed
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opacity of 10 mm in size with ill defined margins in the
right superior external quadrant; with a complementary
ultrasound examination showing a hyperechoic area of
12 mm in size referable to post biopsy changes, at the
site of the previous lymphatic disease. The patient is currently performing all routine examinations as standard
follow-up for breast carcinoma and lymphoproliferative
disorder.
Discussion
The role of radiotherapy in the treatment of both
Hodgkin and non-Hodgkin lymphoma is well established. Some studies reported a possible aetiological role
of radiotherapy in the development of breast carcinoma
following treatment of NHL7-9, and in the development
of breast cancer following treatment Hodgkin lymphomas10-15. The risk seems to be related to the radiation dose
received by the patient10. Such an aetiological role could
also be used to explain our clinical case.
A causal relationship between the radiotherapy (40
Gy total dose) for adjuvant treatment of the left scapulohumeral cutaneous nodule, and the onset of infiltrating
ductal carcinoma in homolateral breast could be hypothesized.
On the other hand, the two neoplasms could have no
causal relationship but be unrelated events, in view of
the long latency period described in literature between
the radiation dose and onset of the neoplasm, although
in the case being assessed, only 3 years passed between
the radiotherapy for NHL and the diagnosis of homolateral ductal carcinoma. Another interesting aspect is the
progression of NHL: the local cutaneous relapse and the
secondary localization in the right breast occurred without systemic involvement, both from a clinical (absence
of B symptoms) and haematological-biochemical point
of view (normal blood chemistry and heamtaological values, absence of lymphomatous colonies from the bone
marrow aspiration). The right breast localization is also
unusual since it cannot be connected by simple lymphatic
diffusion, the site of the primary lymphoma being the left
scapulohumeral region. From a diagnostic point of view,
imaging techniques are of limited use in the differential
diagnosis of the two neoplastic disorders however both
mammography and ultrasound examination can suggest
the presence of a suspicious lesion in an oncological
sense. We have presented our case report regarding this
clinical scenario in which a patient developed a ductal
carcinoma of the breast 3 years post treatment of an extranodal NHL, followed by NHL relapse 1 year later at

the original cutaneous site of disease and metastasis to
the contralateral breast.
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