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___________________________________________________________________________________________ 

 

The primary malignant tumor that most commonly metastasizes to the skin in women is breast cancer and manifest 

variety forms of clinical presentation. Breast cancer has the ability to metastasize to any site such as the ovaries, lung, 

liver, bone, brain, gastrointestinal tract and skin. The skin is not a common site for metastatic spread. We would like to 

report a case of a 56 years old female patient with an infectious mass in her left inframammary fold with discharge. The 

patients had a one-year history of left breast pruritus and with a mass which increased in size over two months. There 

was axillary lymphadenopathy, tenderness, and erythema of breast skin around the mass in the physical examination 

and just elevated erythrocyte sedimentation rate in laboratory tests. The patient did not benefit from antimicrobial 

therapy. The histological examination revealed a tumor with sheets of malignant cells and many necrotic areas. The 

diagnosis was invasive ductal breast carcinoma, cutaneous metastases, and lymphatic embolization. 
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Introduction 

Breast cancer is the most frequently diagnosed 

cancer in women and the second leading cause of 

cancer death in women [1, 2]. Breast cancer has the 

ability to metastasize to any site such as the ovaries, 

lung, liver, bone, brain, gastrointestinal tract and 

skin [3]. The skin is not a particularly common site 

for metastatic spread, therefore when the skin is 

affected by metastases, it considered as a sign of 

poor prognosis [4]. Of all the carcinomas that can 

metastasize to the skin, breast cancer is the most 

frequent cause of skin metastases, so that it is 

responsible for 24% of skin metastases in women [5, 

6]. Among the histological subtypes of breast 

cancer, metastases of invasive ductal carcinoma are 

rare. Carcinomatous cells spread through interstitial 

space, bloodstream or lymphatic vessels [4]. 

Accordingly, it has various presentation such as 

vascular-appearing papules, papulonodules, patches 

of erythema mimicking erysipelas and cellulitis 
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(inflammatory breast carcinoma) sclerodemoid 

and morpheaform [7]. We report a female with an 

exophytic mass in her left inframammary fold and 

discharge mimicking an infectious mass from 2 

months. 

 

 

Case presentation 

A 56-year-old woman was referred to with an 

8-weeks history of an exophytic mass in her left 

inframammary fold and discharge (Figure 1). She 

had a one-year history of left breast pruritus and said 

that the mass was increased in size over two 

months. There was also gradual weight loss in the 

previous year. In physical examination axillary 

lymphadenopathy, tenderness and erythema of 

breast skin around the mass were seen. She denied 

any dermatological diseases and her personal 

history was unremarkable. Elevated erythrocyte 

sedimentation rate (ESR) was seen in her lab tests. 

Other lab data was normal. The patient underwent 

antibiotic therapy without significant response. 
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Figure 1; cutaneous metastasis of breast carcinoma in a 56-  

year-old woman 
 

 

The histological examination revealed that the 

tumor was composed of sheets of malignant cells 

and many necrotic areas. The neoplastic cells have 

large pleomorphic vesicular nuclei some with 

prominent nucleoli and mitotic figure. The diagnosis 

was invasive ductal breast carcinoma, cutaneous 

metastases and lymphatic embolization (Figure 2). 

Then the patient underwent a computed tomography 

scan. Computed tomography revealed a sizeable 

contrast-enhanced tumor in the left breast and 

infiltration of the left lung. 

 

 
 

Figure 2; histopathological view of cutaneous metastasis of breast  

carcinoma, discrete islands of tumor cells within the dermis. 
 

 

Discussion 

Breast carcinoma is the most common 

malignant tumor that metastasizes to the skin [1,2]. 

Cutaneous breast cancer metastasis can be expressed 

with variable morphology such as papulonodular 

lesions, inflammatory breast carcinoma, scleroderma 

infiltration (carcinoma en cuirasse), carcinoma 

telangiectaticum, zosteriform and alopecia 

neoplastica [7]. But based on our literature search, 

there has been a few reports of breast carcinoma 

presenting as a breast abscess or infectious mass. 

Our case presented with a breast tumor 

resembling an infectious mass. Inflammatory breast 

carcinoma clinically resembles a benign bacterial 

infection of the breast such as erysipelas, cellulitis or 

abscess. This benign appearance can lead to delay in 

diagnosis and treatment [8, 9]. This presentation of 

breast cancer is very rare. When a patient refers to us 

with inflammatory lesion without any sign of fever 

and leukocytosis and when antibiotic use results in 

no improvement of lesions, we should consider the 

inflammatory breast carcinoma. A biopsy for 

histopathologic evaluation can help us to roll out the 

metastatic process. A usual ductal adenocarcinoma 

was not identified even with extensive sampling. 

These tumors usually have rapidly growing pattern 

enlarging over a period of 2–3 weeks. 

Approximately two-thirds of them are also cystic or 

have a cystic component with central necrosis [10]. 

It was an important problem that rapidly progressed 

cystic or infectious mass lesions can be the 

malignant presentation. Nodal metastases are 

relatively uncommon, so the roles of sentinel lymph 

node mapping or axillary dissection are unclear; our 

case has demonstrated metastatic involvement of an 

axillary lymph node in physical examination [11]. 

Highest incidence of cutaneous metastases 

ranges between 50 and 70 years old. Usually, the 

metastasis occurs first 3 years from the primary 

tumor diagnosis [12, 13]. The classification of 

inflammatory breast disorders according to etiology 

was discussed in a paper by Kamal et al. [14] in their 

study; the cases of mastitis were categorized into 

three types: infectious, noninfectious and malignant, 

with the latter comprising 5.6% of mastitis cases and 

accompanying inflammatory breast carcinoma, or 

very rarely, malignant breast abscess. Kamal et al 

recognized that ultrasonographic features could 

scarcely differentiate between infectious and 

malignant cases. Ill-defined collections and abscess 

cavities were in favor of the infectious type, while 

malignant axillary nodes were in favor of the 

malignant type. The authors recommended that 

non-lactating women with antibiotic-resistant cases 

of mastitis undergo immediate mammography, 

ultrasonography, skin biopsy and aspiration of the 

subdermal lymphangitis to exclude cancer [14]. 

In our patient, the first presentation of breast 

cancer was inframammary dermatitis. Our patient 

mistreats herself several months as inframammary 

dermatitis with topical steroid. Lack of awareness 

about her breast cancer leads to delay in diagnosis. 

Prognosis of patients with metastatic skin lesions 

depends on the type and biological behavior of the 

tumor. This carcinoma with skin metastasis is 

associated with advanced cancer and prognosis is 

reserved and therapy often ineffective. 

We reported a rare case of the breast cancer 

presenting as a breast abscess that slowly 
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progressed. This case illustrates that an apparently 

benign infectious disorder such as a breast abscess 

might occasionally be related to a clinically occult 

malignancy. Complicated cysts and breast abscesses 

should always be evaluated through 

histopathological examination. 

 

 

Conclusion 

In summary, infectious mass in the breast is a 

rare form of breast cancer presentation, therefore 

when a patient refers to us with infectious mass 

without other sign of inflammation, we must 

consider inflammatory breast carcinoma as 

differential diagnosis and primary responsibility of 

the dermatologist.  
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