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Solitary Pectoral Metastasis in Occult Invasive Lobular Carcinoma
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Abstract

Invasive lobular carcinoma is a common subtype of breast cancer diagnoses, accounting for up to 15% of breast cancer cases.
Occult breast cancer is a rarer subset, accounting for 0.1-1% of cases and usually manifests as axillary lymph node metastases
from a malignant primary breast carcinoma in the absence of a clinically or radiologically assessable breast lesion.

This case report provides a unique insight into a patient with an occult primary invasive lobular carcinoma with solitary
metastases to the ipsilateral pectoral muscle, without features of axillary lymph node involvement or distant metastatic spread.
This case also reiterates the challenges faced when managing occult breast cancer.
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Introduction

Invasive lobular carcinoma (ILC) is a common subtype of breast
cancer diagnoses, accounting for up to 15% [1] of breast cancer
cases. Treatment of ILC involves some combination of surgical
intervention, radiotherapy and medical therapy. Occult breast
carcinoma (OBC) is a rarer subset of breast cancers with
incidences ranging from 0.1-1% [2]. OBC typically have no
clinical or radiological signs of a primary breast lesion and
usually manifest themselves as axillary lymph node metastases
and because of this are either not amenable to immediate
surgical therapy or require more substantial intervention such as
mastectomy and axillary lymph node clearance.

Most cases of ILC are positive for both oestrogen receptor (ER)
and progesterone receptor (PR) and typically are associated with
negative overexpression of HER2. ILC also tend to have a low
Ki-67 proliferation index.
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Case Presentation

A 74-year-old woman was referred to the Breast Clinic from her
General Practitioner with a 2-month history of worsening left-
sided nipple retraction. She had not had nipple or breast changes
before this and was regularly undergoing breast screening as
part of standard statewide screening program, without prior
mammographic abnormalities. Her past medical history
included osteoporosis and hypertension. She had no personal or
family history of breast or ovarian cancer.

On initial examination, there was obvious left-sided nipple
retraction (Figure 1) with no palpable breast or axillary masses
bilaterally. A mammogram and breast ultrasound were
performed prior to assessment in the surgical Breast Clinic.
These did not detect any significant abnormalities apart from
some generalised increased left breast parenchymal

enhancement in the middle and posterior third, extending into
the left axillary tail. There was no evidence of axillary
lymphadenopathy. The breast density was calculated as
BIRADS B.

v

Figure 1 - left sided
nipple retraction
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Magnetic resonance imaging of the breasts was performed and
revealed significant oedema and inflammatory changes in the

lateral left breast and left pectoralis muscles, without convincing
evidence of a breast or axillary lesion (Figure 2).

Figure 2 - oedema and
stranding in the left
pectoralis muscles

Further imaging with computed tomography (CT) of the chest
was suggested by the radiologist, which revealed persistent
oedema and stranding in the posterior one-third of the left breast
extending to the upper outer quadrant and left axilla with again
no evidence of a left breast or axillary lesion. There was also

ongoing intramuscular oedema in the left pectoralis muscles
(Figure 3). Biochemical results showed no significant rise in the
inflammatory markers but there was associated hypochromic,
normocytic anaemia.

Figure 3 - intramuscular
oedema.ineft
pectoralis

The patient’s case was taken to a multidisciplinary team
discussion, and several differential diagnoses were drawn; an
inflammatory process such as myositis, underlying
rheumatological disease, possible lymphoma or an underlying
breast malignancy. The decision was made to perform a left-
sided pectoral muscle biopsy to achieve a confirmed diagnosis.

Several core biopsies were taken, and subsequent
histopathological assessment revealed an invasive lobular
carcinoma with the following immunophenotype: ER positive,
PR negative, Ki-67 proliferative index of 10% and HER2
negative. Formal staging was performed with CT scan of the
chest, abdomen and pelvis as well as a whole-body bone scan
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and were both normal with no evidence of distant metastatic
disease.

Positron emission tomography (PET)-CT revealed the primary
tumour in the left pectoralis demonstrating a very low avidity
metabolic signature and as such this made the interpretation of
distal metastatic disease more difficult.

Due to the advanced nature of the disease the cancer was deemed
unresectable. The patient was recommended for adjuvant
endocrine therapy and started on an aromatase inhibitor and she
was also referred to medical oncology for consideration of
systemic treatment. The patient was started on an oral cyclin
dependent kinases (CDK) 4 and 6 inhibitor. The patient has
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successfully completed 11 cycles so far and has ongoing follow
up and treatment with the medical oncology team. Repeat CT
imaging of the chest was performed 6 months into her treatment,
which revealed stable non-quantifiable disease in the left
pectoral muscles.

Discussion

This case highlights the difficulties faced by clinicians when
diagnosing and managing occult breast cancers. ILC is difficult
to determine mammographically but will often show a mass
lesion on subsequent imaging modalities, with emergence of
newer modalities including oestrodial-based PET scans [3]. ILC
with pectoralis metastasis is very rare [4], especially with no
discernible lesion in the breast or axilla despite multiple imaging
modalities, which is the unique factor in this case.

Invasive lobular carcinomas typically have a different metastatic
profile when compared to their ductal counterparts. Whilst both
usually metastasise to lymph nodes, liver and bone at similar
rates, ILCs have a higher prevalence for spreading to the
gastrointestinal tract, genitourinary tract, the peritoneum and
retroperitoneum, central nervous system and other sites
including the subcutaneous tissues, central nervous system and
bone marrow [5,6]. ILC tend to have a higher distant metastasis
rate due to their invasive nature and histopathological
appearance.

ILC have a more diffuse growth pattern that subtly alters the
surrounding tissue’s normal architecture, which leads to making
them more difficult to find clinically or radiologically [7]. This
is secondary to genetic changes in the CDH1 gene that codes for
a protein called E-cadherin, which is necessary for cell adhesion
and the promotion of normal tissue structures. 85-95% of ILC
have the loss of this E-cadherin protein expression. This
ultimately promotes invasion and metastases. Histologically,
linear strands of cells in single files are the hallmark feature of
ILC. This makes the diagnosis of ILC difficult on conventional
mammography as the cancer infiltrates normal breast tissue
without causing significant architectural disturbance.

There is still a lot of controversy regarding the management of
OBC [8]. Treatment is generally split into two groups: systemic
and locoregional. Invasive lobular carcinomas typically can be
quite resistant to traditional chemotherapy regimens. The usual
mainstay of systemic treatment involves a combination of
hormone therapy alongside CDK4/6 inhibitors, which
commonly provides an overall better rate of survival and
response to treatment [9]. Given that OBCs are typically
associated with ipsilateral axillary lymph node metastases, the
first role in surgical management is the performance of an
axillary lymph node clearance (ALNC). The two most common
surgical pathways demonstrated in the literature are total
mastectomy and ALNC versus whole breast radiotherapy and
ALNC. The prognosis can vary between these groups [10]. A
meta-analysis by Macedo et al. [11] concluded that there was no
significant difference in the survival outcomes of patients who
underwent ALND and mastectomy versus those who underwent
ALND and radiotherapy. The study also found that adjuvant
radiotherapy also improved the rates of locoregional recurrence
and mortality rates among patients receiving ALND. Overall,
pointing towards that ALND and radiotherapy may be the
superior surgical options amongst this patient group.
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Conclusion

This case provides a unique insight into an unusual metastatic
profile of occult ILC. Although OBC is a well-known clinical
conundrum that has been extensively described in the literature,
many clinicians still face obstacles in their prompt diagnosis and
management. Luckily, this patient seems to be somewnhat
responding to treatment with no obvious increase in disease
burden on her follow up imaging.

Consent and declarations

Written informed consent was obtained from the patient for
publication of this case report and accompanying images. This
work has been reported in line with the SCARE criteria [12] and
the PROCESS criteria [13]. There are no of declarations or
conflicts of interest.
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