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Abstract
Breast lump in perimenopausal women is considered a primary malignancy unless proved otherwise.
Metastasis to the breast from extramammary sites is rare. Malignant melanoma (MM) is known for its ability
to spread to distant sites, which can be both hematogenous and lymphatic. The common sites are skin, lung,
liver, brain, etc. However, reports of melanoma metastasizing to the breast are rare.

We present a case of 50-year-old female patient, who underwent wide local excision and split skin grafting
for MM right leg. She did not undergo any adjuvant therapy and one year later presented to us with a
solitary lump occupying the upper inner quadrant of the right breast. The breast lump turned out to be
metastatic deposit from MM based on the presence of melanin in cells on fine needle aspiration cytology
(FNAC). Therefore, breast lump in perimenopausal is not always a primary malignancy, and differential
diagnosis should also include metastatic tumors.

Categories: Pathology, General Surgery, Oncology
Keywords: melanoma, metastsis, carcinoma breast

Introduction
The breast is a site for numerous primary benign and malignant lesions. Metastasis to the breast is rare,
commonly from opposite mammary tissue, and rarely from the extramammary sites. It is seen in
approximately 1.3%-2.7% of all the malignant breast tumors [1]. Malignant melanoma (MM) is known for its
ability to spread to distant sites, seen in 20% of cases, which can be both hematogenous and lymphatic [1].
The most common primary malignancies metastasizing to the breast are lymphomas, melanomas,
rhabdomyosarcomas, lung and ovarian tumors [1-3]. We report one such rare case of MM of a leg with
metastasis to breast. 

Case Presentation
A 50-year-old female patient with a known case of MM in the right leg was treated with wide local excision
and split skin graft two years back (Figure 1).

FIGURE 1: Clinical picture of malignant melanoma in the right leg
(primary site - black arrow).
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The patient was lost to follow-up and did not undergo any further treatment. One year back, she presented
with a complaint of a lump in the right breast for one month. There was no history of lump or skin lesion in
the right leg or anywhere else in the body including left breast. There were no neurological complaints. On
examination, a single 5x6 cm, firm, nodular mass with well-defined margins, not fixed to underlying
muscles, was palpable in the upper inner quadrant of the right breast. There were no overlying skin
changes, nipple discharge or nipple retraction (Figure 2). 

FIGURE 2: Clinical picture of solitary right breast mass (upper inner
quadrant - black arrow).

There was no palpable lump in the opposite breast, both axillae and the neck region. There was no skin
nodule palpable in the right leg or inguinal lymphadenopathy. Mammography was suggestive of an oval
opacity with well-defined edges without calcifications or architectural distortion. Fine needle aspiration
cytology (FNAC) was performed on the lump, which showed dyscohesive scattered pleomorphic tumor cells
with abundant cytoplasm and eccentrically placed nucleoli. Most of the tumor cells showed melanin
pigment in the cytoplasm, thus confirming metastasis from MM (Figure 3).

FIGURE 3: Microscopic examination of FNAC showing most of the
tumor cells containing melanin pigments in the cytoplasm, confirming
MM (black arrow). The background showed small scattered lymphoid
cells (X400).
FNAC: fine needle aspiration cytology; MM: malignant melanoma
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The case was discussed with the multidisciplinary team (MDT) for further management. MDT advised the
positron emission tomography (PET) scan for metastatic workup. But again, the patient did not follow up
and expired after one year with disseminated bony metastases.

Discussion
MM constitutes less than 2% of skin cancers, even though it is the most common cause of skin cancer-
related mortality in the world. It is notorious for its ability to spread to distant sites through hematogenous
or lymphatic routes, seen in 20% cases [2]. Most common sites are skin, lung, liver, brain, etc. [1,2]. However,
reports of melanoma metastasizing to the breast are rarely found in the literature. Breast involvement by
MM can have varied presentations, such as (i) primary MM of the breast skin; (ii) primary MM of the breast
glandular tissue; (iii) in-transit metastases to breast tissue and skin and (iv) metastasis to the breast
parenchyma from distant primary [4].

Primary carcinoma is the most common malignancy of the breast. A lady, presenting with a breast lump,
needs to be evaluated and worked up for ruling out primary breast malignancy. In such a scenario,
differentiating primary lesions from metastatic breast lesions is very important. The triple assessment for
breast cancer can be helpful in this. A detailed history can be taken for any pre-existing malignancy or a
current lump or symptoms not related to breast. Patients with metastasis to the breast are younger and
generally premenopausal [2]. In more than 50% of cases, metastasis is seen in the outer quadrant because of
good vascularity and the presence of more glandular tissue [5]. The outer half of the breast is also the most
common site of the primary malignancy. Therefore, the site cannot differentiate between primary and
metastatic tumors. Just like primary malignancy, a unilateral solitary lesion is the more common
presentation [6]. In our case, the lump was unilateral and solitary, but was located in the upper inner
quadrant.

On sonography, metastatic lesions can be round to oval with circumscribed or irregular margins, with or
without posterior acoustic shadowing [2,6]. On mammography, the most common finding is well-defined
nodular opacities without microcalcification, architectural distortion or skin involvement [6]. A definitive
diagnosis is reached with pathological examination such as FNAC or biopsy. On histological examination,
MM has varied microscopic morphological features that can confuse with other malignant tumors [7]. The
presence of melanin pigment within tumor cells is a definitive but very rare feature [2]. Thus,
immunohistochemistry (IHC) helps in reaching the correct diagnosis due to the presence of S100 protein,
Melan-A and HMB-45 along with no expression for cytokeratin staining. This helps in differentiating MM
from other malignant tumors. Therefore, a combination of thorough clinical history and tissue diagnosis is
required to differentiate metastasis from primary breast lesions. In our case, mammographic features and
the presence of melanin in cells on FNAC were diagnostic of secondaries from MM; therefore, IHC study was
not done.

MM with metastasis has a poor prognosis with overall survival ranging from 4.7 to 11 months [8]. Treatment
options for MM include close observation, surgical resection of isolated metastases, chemotherapy,
radiation therapy and immunotherapy. In the past, dacarbazine and interleukin 2 (IL-2) therapy were used
either alone or in combination with other drugs with not much improvement in overall survival [2].
However, the use of targeted therapy and immunotherapy shows survival benefits in patients. Vemurafenib,
a BRAF inhibitor, and ipilimumab, an anti-cytotoxic T-lymphocyte antigen 4 antibody, are the first agents
that demonstrated a survival benefit [4]. Radiation therapy plays a limited role as radio-sensitivity of
melanoma cells is extremely low. Patients with limited metastasis can undergo metastasectomy, which
offers both palliation and survival benefit. However, patients rarely present with limited metastasis.
Unfortunately, this patient expired within one year of diagnosis of breast metastasis without any treatment,
due to loss from follow-up.

Conclusions
Although primary malignancy is the most common tumor of breast tissue, the possibility of metastasis from
extramammary malignancy like MM should be kept in mind while evaluating a patient with a breast lump.
Due to non-discriminatory clinical and radiological findings, a crucial role is played by detailed history and
histopathological examination in its diagnosis.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

2020 Jain et al. Cureus 12(5): e8354. DOI 10.7759/cureus.8354 3 of 4



References
1. Al Samaraee A, Khout H, Barakat T, Fasih T: Breast metastasis from a melanoma . Ochsner J. 2012, 12:149-

151.
2. Moschetta M, Telegrafo M, Lucarelli NM, et al.: Metastatic breast disease from cutaneous malignant

melanoma. Int J Surg Case Rep. 2014, 5:34-36. 10.1016/j.ijscr.2013.10.014
3. Akcay MN: Metastatic disease in the breast . Breast. 2002, 11:526-528. 10.1054/brst.2002.0467
4. He Y, Mou J, Luo D, Gao B, Wen Y: Primary malignant melanoma of the breast: a case report and review of

the literature. Oncol Lett. 2014, 8:238-240. 10.3892/ol.2014.2120
5. Toombs BD, Kalisher L: Metastatic disease to the breast: clinical, pathologic, and radiographic features . AJR

Am J Roentgenol. 1977, 129:673-676. 10.2214/ajr.129.4.673
6. Kim Y, Cho KR, Seo BK, Woo OH, Lee JH, Cho SB: Radiologic findings of metastatic malignant melanoma of

the breast: Mammographic, sonographic, dynamic contrast-enhanced breast MRI, and 18F-FDG PET-CT
features. Iran J Radiol. 2017, 14:e38392. 10.5812/iranjradiol.38392

7. Sathiah P, Gochhait D, Adithan S, Umamahesweran S, Dehuri P: Amelanotic signet ring cell melanoma
presenting as breast lump: a diagnostic conundrum. J Clin Diagn Res. 2017, 11:ED08-ED10.
10.7860%2FJCDR%2F2017%2F28774.10368

8. Atallah E, Flaherty L: Treatment of metastatic malignant melanoma . Curr Treat Options Oncol. 2005, 6:185-
193. 10.1007/s11864-005-0002-5

2020 Jain et al. Cureus 12(5): e8354. DOI 10.7759/cureus.8354 4 of 4

https://www.ncbi.nlm.nih.gov/pmc/articles/pmid/22778680/
https://dx.doi.org/10.1016/j.ijscr.2013.10.014
https://dx.doi.org/10.1016/j.ijscr.2013.10.014
https://dx.doi.org/10.1054/brst.2002.0467
https://dx.doi.org/10.1054/brst.2002.0467
https://dx.doi.org/10.3892/ol.2014.2120
https://dx.doi.org/10.3892/ol.2014.2120
https://dx.doi.org/10.2214/ajr.129.4.673
https://dx.doi.org/10.2214/ajr.129.4.673
https://dx.doi.org/10.5812/iranjradiol.38392
https://dx.doi.org/10.5812/iranjradiol.38392
https://dx.doi.org/10.7860%2FJCDR%2F2017%2F28774.10368
https://dx.doi.org/10.7860%2FJCDR%2F2017%2F28774.10368
https://dx.doi.org/10.1007/s11864-005-0002-5
https://dx.doi.org/10.1007/s11864-005-0002-5

	Metastatic Malignant Melanoma Mimicking Mammary Mass: A Rare Presentation
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Clinical picture of malignant melanoma in the right leg (primary site - black arrow).
	FIGURE 2: Clinical picture of solitary right breast mass (upper inner quadrant - black arrow).
	FIGURE 3: Microscopic examination of FNAC showing most of the tumor cells containing melanin pigments in the cytoplasm, confirming MM (black arrow). The background showed small scattered lymphoid cells (X400).

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


