
79

Imaging in oncology 

www.onk.ns.ac.rs/Archive Vol 19, No. 3–4, December 2011

Breast metastases are rare, dominantly arising from contralateral breast. 
Based on the literature, an incidence of 1.2% to 2% is reported for 
extra-mammary origin of breast metastases (1). Malignant melanoma, 
pulmonary carcinoma, and Non-Hodgkin lymphoma are tumors that 
more frequently spread to the breast. Usually, at the time of presentation 
in the breast, metastatic nodules are also seen in subcutaneous tissue on 
extremities or chest-abdominal wall with or without parenchymal organs 
involvement. Several studies show that the time from diagnosis of primary 
melanoma and the occurrence of breast metastasis ranged from 2 to 
9 years, while the survival time from metastasis to the breast to death 
ranged from 2 to 10 months (2). Melanoma metastasis to the breast can 
be presented as solitary breast lump or as multiple and bilateral masses, 
which can be palpable or not, depending of their size and location. 
Opposite to the primary breast cancers nipple changes, skin involvement, 
or retractions are not presented in metastatic breast tumors. Radiological 
presentation are usually, just like other metastases, rounded and well 
defined, benign in appearance, but it should be suspected as metastatic 
disease in all patients with a prior history of malignant neoplasm (3).

 

Figure 1. (A) Malignant melanoma metastatic to lymph node, (H&E stain, x250); 
(B) Preserved lymph tissue alongside the capsule of the node and epithelioid 
melanoma cells shown at the right side (H&E stain, x500)

A 53-year-old patient was operated for small, pigmented tumor on her left 
foot. The results of histopathology analysis reported superficially spread-
ing type of melanoma cutis, Breslow II (12 mm), Clark IV. After two years, 
a metastatic lymph node of 21 x 11 mm in diameter was resected from 
left groin. Disease progressed quickly and subcutaneous nodes appeared 
on anterior abdominal wall and right upper arm. Two nodes were excised 
from the skin of upper arm. Histopathological lymph node analysis shows 
large epithelioid cells with anisocytosis and anisonucleosis with promi-
nent eosinophilic nucleoli and pathological mitosis (Figure 1).
The results of CT and ultrasonographic examinations of the abdomen 
showed no secondary lesions in parenchymal organs; however, abdominal 
subcutaneous nodules and enlarged lymph nodes in axillas were present. 
Ultrasound examination of breast showed multiple ovals, clearly margined, 
7 mm in diameter, and hypoechoic lesions with posterior acoustic enhance-
ment, dominantly subcutaneous and located in both breasts (Figure 2).
The results of mammography showed metastases also presented as mul-
tiple masses with circumscribed borders in left and right breast (Figure 3).

Figure 2. Breast ultrasound shows oval clearly demarcated hypoechogenic node 
with slightly acoustic enhancement 

Figure 3. Bilateral mammograms in CC plane show numerous circumscribed round 
masses in both breast
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MR imaging was performed at 1.5T scanner, in T2W and FLASH 3D 
dynamic postcontrast sequences. The results of breast MR examination 
showed the presence of secondary deposits subcutaneously in both 
breasts, axillas, and in the segment of anterior thoracic wall. On T2W 
images, they are presented as low signal intensity masses, intermediate 
SI on T1W images with pathological, dominantly periphery-rim postcon-
trast enhancement (Figure 4).
As there was no evidence of metastatic changes of internal organs the 
patient was treated with four series of DTIC/CDPP protocol therapy in 
four weeks intervals. The patient died eight months after the diagnosis 
of breast metastases. 

DISCUSSION
Breast involvement in malignant melanoma is not an isolated finding; it 
is usually associated with disseminated disease. Subcutaneous tissue, 
lung, liver, and brain are common secondary involvements in this disease. 
Breast metastases are poor prognostic sign (4).
Shetty et al. (5) reported a review of literature, presenting data from 
1855 to 1992, and found 431 cases of secondary extra-mammary 
breast tumors. The most of them represents metastases from malignant 
melanoma (79 cases), followed by lung cancer metastases (78 cases), 
ovary cancer (50 cases), prostate (39 cases), kidney (24 cases), and 
other (143 cases).
It is mandatory to differentiate primary from secondary tumor because the 
treatment of these two malignancies differs. In patient with solitary breast 
metastasis (confirmed by core biopsy) breast conserving therapy can 
be performed, opposite to multiple metastases in single or both breasts 
where systemic chemotherapy is indicated. 
Diagnosis of metastatic breast disease involves the work of a multidis-
ciplinary team of specialists. A radiologist should perform all imaging 
necessary for establishing an optimal diagnosis. Fine needle aspiration 
biopsy or core needle biopsy are done to obtain histopathological diag-
nosis. Oncologists, surgeons, pathologists, and radiologists have to work 
together to reach the best possible therapy against this aggressive type 
of cancer.
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Figure 4. Magnetic resonance MIP image and post contrast time-intensity curve show many oval post contrast enhanced lesions dominantly subcutaneous located in both 
breast and in mediastinal wall. Time intensity curve demonstrate typical pathologic initial enhancement with rapid wash-out




