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A 51-year-old Korean woman presented with a non-tender, well-demarcated, reddish,
edematous patch on the right anterior chest where a previous mastectomy and radiation
therapy had been performed. She had been diagnosed as having infiltrating ductal carcinoma of
the right breast about 1 year ago. Histopathological findings of the skin lesions were consistent
with inflammatory metastatic carcinoma of the breast. Inflammatory carcinoma or carcinoma
erysipeloides is a well-established entity most frequently associated with carcinoma of the breast.
It is characterized by dermal lymphatic invasion by malignancy and clinically should be dis-

tinguished from erysipelas or cellulitis.

We describe a case of inflammatory metastatic carcinoma derived from an infiltrating ductal
carcinoma of the breast which can be clinically confused with radiation dermatitis.

(Ann Dermatol 10:(1) 28~31, 1998).
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The breast is the most common organ of cuta-
neous metastasis in women'’. In carcinoma of the

breast, metastases reach the skin largely through-

lymphatic channels and are often located in the
overlying skin. Four types of cutaneous metastases
“that occur through lymphatic dissemination in
carcinoma of the breast are described, i.e. inflam-
matory carcinoma, telangiectatic carcinoma, no-
dular carcinoma, and carcinoma en cuirasse’. In-
flammatory carcinoma of the breast is a distinct
clinicopathological entity that accounts for 1% of all
cases of breast cancer'’. Since it can clinically
simulate an inflammatory or infectious process, it is
frequently misdiagnosed as erysipelas or cellulitis.
Histopathologically, dermal lymphatic carcino-
matosis is pathognomonic’.

We herein report a case of 51-year-old woman
with inflammatory metastatic carcinoma of the
breast. This case illustrates the importance of con-
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sidering this entity in the differential diagnosis of
unilateral chest wall erythema and induration de-
veloping in patients with breast cancer who re-
ceive surgical treatment. The literature is re-
viewed with respect to clinical and histopathologi-
cal findings.

CASE REPORT

A 51-year-old Korean woman, noted a lump in her
right breast in early March 1993. The lump, 5 X 7cm
in diameter, was located above the right nipple,
and adherent to the overlying skin. In July 1993, a
biopsy specimen taken from the lump revealed in-
filtrating ductal carcinoma. Therefore, a modified
radical mastectomy was performed. Thirteen axillary
lymph nodes had metastatic involvement. On im-
munochistochemical examination, the tumor cells
were negative for-estrogen receptors. After surgery,
she received combination chemotherapy(5-FU,
adriamycin, cyclophosphamide; 6 cycles) and radi-
ation therapy. In October 1994, the patient was
referred for dermatological evaluation of persistent
skin eruptions. Cutaneous changes had been present
for approximately two months. On physical exami-
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Fig. 1. Non-tender well-demarcated, reddish, edema-
tous patch with scattered papules on the previous mas-
tectomy site.

Fig. 2. Malignant cells observed in the middermis as a
clumped mass(H & E stain, X 40).

nation, the patient was moderately nourished. Her
temperature and other vital signs were within normal
limits. A non-tender, well-demarcated, reddish,
edematous, indurated patch about 5 X 8cm in size
with scattered reddish papules was observed on
the previous mastectomy site (Fig. 1). No palpable
mass was in the axilla and other sites. Urinalysis, a
complete blood count, electrolytes and liver function
tests were normal.

On microscopic examination, a biopsy specimen

Fig. 3. Large tumor cell with a pleomorphic and hyper-
chromatic nucleus(H & E Stain, X 200).

taken from the skin on the right chest showed
groups of malignant cells mainly in the dilated
lymphatic channels in the dermis(Fig. 2). Malig-
nant cells were also observed within the fibrous
stroma and in the perivascular lymphatics. These
cells were irregular, cuboidal and oval having a
scant cytoplasm and hyperchromatic nuclei(Fig.
3). The dermis contained scattered infiltration of
chronic inflammatory cells. A diagnosis of inflam-
matory metastatic carcinoma of the breast was
made. Thereafter, the cutaneous disease improved
temporarily with further adjuvant chemothera-
py(5-FU, adriamycin, cyclophosphamide) and
hormonal therapy, tamoxifen(10mg twice daily).
However, two years later, she died, most likely due to
multiple metastasis and sepsis.

DISCUSSION

Cutaneous metastases of various malignancies
are quite uncommon'’. Metastatic disease of the
skin accounts for only about 2% of all metastatic le-
sions'. Certain types of malignant tumor have a
higher tendency for cutaneous spread, especially
breast carcinoma, which metastasizes in the skin
in 25% to more than 60% of cases’. In women, the
most common origin of cutaneous metastases is
carcinoma of the breast'.

Lee and Tannenbaum® were probably the first to
report a large series of breast cancers associated
with inflammatory skin changes, a condition they
named inflammatory carcinoma. Rasch’ in 1931
was the first to use the term carcinoma erysipela-
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toides in the dermatological literature, and it is
most frequently associated with breast carcinoma.
Both terms have subsequently been used almost
interchangeably, particularly with respect to breast
carcinoma with inflammatory skin changes associ-
ated with invasion of dermal lymphatics®’. Be-
cause of tumor emboli in dermal lymphatics, some
authors have suggested that the term inflammatory
carcinoma be reserved to designate this type of
histological feature rather than the clinical char-
acteristics of warmth, erythema and tenderness”.

Inflammatory carcinoma has been appreciated as a
clinical entity for over a century'’. Initially de-
scribed as inflammatory carcinoma in patients
with breast cancer, it most commonly affects
young women and, on occasions, can be present
bilaterally’. The incidence of inflammatory carci-
noma of the breast was 1% in patients with un-
treated breast cancer in a series by Robbins et al*
and approximately 2% in that of Stocks and Simsons
Patterson''. The primary neoplasia may not be in the
underlying breast tissue, and inflammatory carci-
noma has been reported in association with
melanoma, the pelvic organs, rectum, colon,
stomach, lung, parotid, prostate and pancreatic tu-
mors'". Our patient’s cutaneous metastatic dis-
ease, localized to the right anterior chest, suggested
a lymphatic dissemination typical of breast cancer.

Taylor and Meltzer" have classified these lesions as
primary or secondary. Primary inflammatory carci-
noma is the type in which the signs of inflammation
arise simultaneously with carcinoma in a previously
normal breast. Secondary inflammatory carcinoma
denotes abrupt inflammation in a breast known to
harbor neoplasia. Our case was true of secondary
inflammatory carcinoma in this sense.

Clinically, inflammatory carcinoma presents as
diffuse, edematous, warm, well-demarcated areas
of erysipelas-like erythema®'. Frequently, it is
asymptomatic but can be painful. In our case, the
clinical progression was similar to that of reported
cases. After-1 year from the time of diagnosis of
breast cancer, she developed well-demarcated,
reddish, edematous, indurated patches on the skin on
the right chest. At the time of diagnosis, there
were no consistent laboratory abnormalities, al-
though the clinical findings manifested signs of in-
fection and fever. However our patient had a normal
temperature.

Histopathological examinations show infiltra-
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tion of the dermal lymphatics with carcinoma; the
tumor cells contain large, pleomorphic, hyper-
chromatic nuclei’. There is marked capillary con-
gestion. In addition, there is edema and a slight
perivascular lymphoid infiltrate in the dermis, but no
fibrosis. The extensive lymphatic dissemination is
caused by retrograde lymphatic spreading into the
skin secondary to blockage of the deep lymphatics
and of the lymph nodes’. Dermal lymphatic invasion
by the tumor is important in the pathogenesis of in-
flammatory carcinoma of the breast and implies an
especially poor prognosis*'****.

Besides inflammatory carcinoma, other metastat-
ic breast cancers include nodular carcinoma,
telangiectatic carcinoma, and carcinoma en
cuirasse™"’. Nodular carcinoma, the most common
form of metastasis caused by lymphatic dissemina-
tion, is characterized by non-inflammatory, firm
nodules that histologically demonstrate grouped
tumor cells in dermal stroma and lymphatics and
varying amounts of fibrosis. Telangiectatic carci-
noma presents as multiple purpuric papules and
pseudovesicles. Carcinomatous cells are present in
the superficial dermal lymphatics and blood ves-
sels. Carcinoma en cuirasse presents as the peau
d’orange skin change, woody induration and is
histologically characterized by tumor cells scat-
tered singly or in clusters among collagen bundles.

[t is not clear why some cutaneous metastases
are characterized by more inflammation than oth-
ers’’. Possibly, some types of the tumor such as in-
traductal breast carcinoma possess inherent proper-
ties capable of inciting greater inflammation".
Most cases of inflammatory metastatic carcinoma
of the breast have intraductal breast cancer, as was
true of the patient we described”. Another factor
may include heterogeneity in the host response to
the spread of the tumor"’. Patients with inflammatory
carcinoma may be misdiagnosed as having infec-
tious mastitis, cellulitis or erysipelas. Careful at-
tention to clinical features, lack of febrile responses,
and absence of leukocytosis should assist in making
the correct diagnosis of a non-infectious process™.
Lymphoma of the breast, radiation dermatitis, tu-
berculosis of the breast should be included in the dif-
ferential diagnosis®'. Our patient’s cutaneous mani-
festations were similar to that of radiation der-
matitis. Clinicians should distinguish inflammatory
carcinoma from other infectious diseases, as a
prompt diagnosis and therapy are essential.
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Patients with inflammatory carcinoma have a
relatively poor prognosis when compared with
that for the entire population of patients with
breast cancer'’’'. Several recent series have
demonstrated that prolonged survival is possible
in 25 to 35% of patients with inflammatory carci-
noma of the breast who receive optimal treatment
with currently available modalities”'. The use of
intensive, combined-modality therapy has im-
proved the formerly dismal prognosis of inflammatory
carcinoma of the breast’'.
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