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Introduction and importance: Lymph node metastasis is the most prominent prognostic factor in breast cancer.
The aim of this paper is to report a case of contralateral axillary lymph node metastasis (CAM) which look like
metachronous initially, but histopathologicaly confirmed as synchronous CAM.
Case presentation:A-44-year old female was a known case of left breast cancer five years prior to this presen-
tation (T2,N2,M0, grade III, Triple negative, multifocal invasive ductal carcinoma). On follow up, multiple
contralateral axillary suspicious lymph nodes were discovered. Fine Needle Aspiration Cytology from the
lesion revealed grade III, Triple negative, invasive ductal carcinoma consistent with metastasis from the
left invasive ductal carcinoma. Bilateral mastectomy and right axillary dissection were performed. The his-
topathological examination and immunohistochemistry showed left breast recurrent 0.5 cm grade III, Triple
negative invasive ductal carcinoma.
Discussion: If a cancer is found in the contralateral axilla, threemain potential sources should be considered:
contralateral spread from the original breast tumor, metastasis from an occult primary in the ipsilateral
breast, and metastasis from an extramammary site.
Conclusion: Although CAM in patients with breast cancer is an uncommon condition, it is still possible to
occur. There is a controversy regarding the appropriate management.
© 2021 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article

under the CC BY license (http://creativecommons.org/licenses/by/4.0/).
1. Introduction

Lymph node metastasis is the most prominent prognostic factor in
breast cancer, themost prevalent region involved is the ipsilateral axilla,
although extra axillary lymph nodes (include the internal mammary
chain (IMC), the infraclavicular region, the supraclavicular fossa, and
the interpectoral (Rotter's) space) spread can occur [1,2]. CAM is an in-
frequent clinical finding with a reported incidence of as less as 1.9% [3].
CAM could be encountered at the time of breast cancer which is known
as a synchronous CAM, ifmetastasis occurred after treatment of primary
breast cancer, it is regarded as a metachronous CAM [4]. Although till
now, it's controversial in the literature whether CAM should be consid-
ered as a distant disease or loco-regionalmetastasis, it has significant ef-
fect on the overall survival [5].
tment 50, Sulaimani 0064, Iraq.
kamad).

d on behalf of IJS Publishing Group
The aim of this paper is to report and discuss a case of CAM
which seems metachronous initially, but histopathologicaly con-
firmed as synchronous CAM. The report has been arranged in
line with SCARE 2020 guidelines with a brief literature review
[6].

2. Case report

2.1. Patient information

A-44-year old housewife, multiparous, married female was a
known case of left breast cancer and treated by Wide Local Excision
(WLEx) and Axillary Lymph Node Dissection (ALND I,II,III) five
years prior to this presentation (T2,N2,M0, grade III, Triple negative,
multifocal invasive ductal carcinoma). At that time, the patient re-
ceived 8 cycles of chemotherapy and 19 cycles of radiotherapy. She
was on regular follow up.
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2.2. Clinical findings

There was no significant finding. Vital signs were within the normal
ranges.

2.3. Diagnostic assessment

Hematological testswere normal.Multiple contralateral axillary sus-
picious lymph nodes were discovered by ultrasound and mammogra-
phy without any suspicious lesion in both breasts even by MRI scan.
Fine Needle Aspiration Cytology (FNAC) from the lesion revealed
grade III, Triple negative, invasive ductal carcinoma consistent withme-
tastasis from the left invasive ductal carcinoma.

2.4. Therapeutic intervention

The patient was counseled in details and all therapeutic options
were discussed. The patient chose and insisted to do bilateral mastec-
tomy and right ALND. The final result of histopathological examination
and immunohistochemistry were left breast recurrent 0.5 cm grade III,
Triple negative invasive ductal carcinoma, right axillary 3 out of 27
lymph nodes were positive for macro-metastasis without extracapsular
extension and no significant pathology in right breast or it's nipple-
areolar complex.

2.5. Follow up

The post-operative course was uneventful. The patient remained
in hospital for one day and discharged home on oral analgesic and
antibiotics.

3. Discussion

Expectedly breast cancer spreads to the ipsilateral axillary groups of
lymph nodes from the primary site. If a cancer is found in the contralat-
eral axilla, threemain potential sources should be considered: contralat-
eral spread from the original breast tumor, metastasis from an occult
primary in the ipsilateral breast, andmetastasis from an extramammary
site [7].

CAM is scarce especially when found alone [8]. Both metachronous
and synchronous have been reported. The incidence of CAM has been
subjected to report biases. It could be overestimated due to the lack of
MRI for the diagnosis of occult contralateral tumors in some regions of
theworld, or the ratesmaybe underestimated because of the lack of reg-
ular physical examination and proper investigations [7]. Synchronous
CAM is relatively less common than metachronous CAM. In a review
by Pasta et al. among 36 reported cases, 22 were metachronous and 14
cases were synchronous [9]. Of the seven cases reported by Huston
et al. [10], only one of themwas synchronous. The route of spread is un-
known, but it's thought to be through the deep lymphatic fascial plexi,
although it may spread across the midline through dermal lymphatics
[11]. As reported by Kinoshita et al., altered lymphatic spread from the
tumor to the contralateral axilla is another route of spread.

There is a conflict in the literature whether CAM should be consid-
ered as a distant disease so treated as a stage IV breast cancer rather
than a locoregional extension of contralateral breast cancer [5]. There
is an aggressive histopathological feature in breast cancer patients
with CAM, such as higher tumor grade, lymphovascular invasion, larger
primary tumors, ER-negativity, and HER2 overexpression [1]. In this re-
port, the primary breast tumor was a grade III, Triple-negative, multifo-
cal IDC. The median age of patients with CAM has been reported to be
between 48 and 50 years [4]. The age of the patient in this study was
44 years.

As reported in the literature, the histopathological and immunohis-
tochemical features of CAM are generally similar to those of primary
breast cancer [10]. This finding was confirmed in the current paper.
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However, as reported by Son et all [12], immunohistochemical analysis
of the primary breast lesion revealed ER+, PR+, and HER2– tissue,
while the contralateral axillary lymphadenopathy was ER–, PR–, and
HER2+. There is a wide variation in histopathological findings with
CAM, theremay be different disease processes and variability in primary
tumor aggressiveness in synchronous and metachronous CAM [7].
Patients with atypical axillary lymph node metastasis should undergo
radiological investigations like MRI scan of the breast, it is considered
to be a superior investigation in comparison to the mammogram with
a reported sensitivity of 85–100% and specificity of 35–95% [13]. In
this report, MRI of the contralateral breast was normal.

Management of patients with CAM still controversial. Resection,
chemotherapy, and hormonal therapy are among the options to be con-
sidered [1]. Palliative treatment should be the priority insteadof surgical
approach [3]. If there is evidence of systemic disease, then the manage-
ment should be systemic. Surgery can be performed only in some cases
for local control and palliation [1,13] If CAM is the only site ofmetastasis,
therapeutic options include contralateral axillary dissection, which re-
sults in excellent axillary control. Contralateral mastectomy is probably
not indicated. Because proper workup, including breast MRI, will diag-
nose most cases with a contralateral primary tumor [1]. In the current
study, the MRI of breast was normal, the histopathological examination
and immunohistochemistry revealed left breast recurrence (0.5 cm
grade III, Triple negative invasive ductal carcinoma). Wang et al. [4] re-
ported that radiotherapy, systemic chemotherapy, and hormone ther-
apy are superior to ALND or mastectomy. However, in a study, most
of the patients (89.6%) underwent surgery, about 77.8% adminis-
tered systemic chemotherapy, the clinician treated the disease as re-
gional rather than distant that's why treated as curative rather than
palliative [14].

The long-term survival rate in patientswho develop CAM is variable.
Wang et al. reported an extremely poor prognosis with a relapsing rate
of greater than 70% and a mortality rate of 25% within 2 to 3 years [4].
However, a review by Moossdorff et al. revealed that the survival rate
in patients with isolated CAM is 76.6%, and in patient with CAM and ip-
silateral breast tumor recurrence is 83.4%, which has a similar prognosis
to a regional extension [14].

In conclusion, although CAM in patients with breast cancer is an un-
common condition, it is still possible to occur. There is a controversy re-
garding the appropriate management.

Consent

Written informed consent was obtained from the patient for publi-
cation of this case report and accompanying images. A copy of the writ-
ten consent is available for review by the Editor-in-Chief of this journal
on request.

Sources of funding

None is found.

Provenance and peer review

Not commissioned, externally peer-reviewed.

Declaration of competing interest

None to be declare.

References

[1] B. Morcos, I. Jaradat, M. El-Ghanem, Characteristics of and therapeutic options for
contralateral axillary lymph node metastasis in breast cancer, Eur. J. Surg. Oncol.
37 (5) (2011) 418–421.

[2] T.S. Aukema, M.E. Straver, M.J. Peeters, N.S. Russell, K.G. Gilhuijs, W.V. Vogel, E.J.
Rutgers, R.A. Olmos, Detection of extra-axillary lymph node involvement with

http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0005
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0005
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0005
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0010
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0010


A.M. Salih, Z.D. Hammood, M.N. Hassan et al. International Journal of Surgery Case Reports 82 (2021) 105900
FDG PET/CT in patients with stage II–III breast cancer, Eur. J. Cancer 46 (18) (2010)
3205–3210.

[3] F.Magnoni,M. Colleoni, D.Mattar, G. Corso, V. Bagnardi, S. Frassoni, et al., Contralateral
axillary lymph nodemetastases from breast carcinoma: is it time to review TNM can-
cer staging? Ann. Surg. Oncol. 27 (10) (2020) 4488–4499.

[4] W.Wang, P. Yuan, J. Wang, F. Ma, P. Zhang, Q. Li, et al., Management of contralateral
axillary lymph nodemetastasis from breast cancer: a clinical dilemma, Tumori J. 100
(6) (2014) 600–604.

[5] A. Strazzanti, S. Gangi, C. Trovato, N. Pacini, F. Basile, Contralateral lymph node me-
tastasis in a woman with new primary breast cancer: systemic desease or
locoregional diffusion? Int. J. Surg. Case Rep. 53 (1) (2018) 400–402.

[6] R.A. Agha, T. Franchi, C. Sohrabi, G. Mathew, For the SCARE Group the SCARE 2020
guideline: updating consensus surgical case report (SCARE) guidelines, Int. J. Surg.
84 (2020) 226–230.

[7] J. Gingerich, E. Kapenhas, J. Morgani, A. Heimann, Contralateral axillary lymph node
metastasis in second primary breast cancer: case report and review of the literature,
Int. J. Surg. Case Rep. 40 (1) (2017) 47–49.

[8] J.Y. Kim, H. Lee, T.S. Kim, H.S. Kang, S.K. Kim, Unusual contralateral axillary
lymph node metastasis in a second primary breast cancer detected by FDG
3

PET/CT and lymphoscintigraphy, Nucl. Med. Mol. Imaging 51 (4) (2017)
350–353.

[9] V. Pasta, P. Urciuoli, V. D’Orazi, D. Sottile, M. Monti, A. Redler, Contralateral Axillary
Metastases From Breast Cancer, 85, 2014 260–264.

[10] T.L. Huston, P.I. Pressman, A. Moore, L. Vahdat, S.A. Hoda, M. Kato, et al., The presen-
tation of contralateral axillary lymph node metastases from breast carcinoma: a
clinical management dilemma, Breast J. 13 (2) (2007) 158–164.

[11] S. Jaffer, A.B. Goldfarb, J.E. Gold, A. Szporn, I.J. Bleiweiss, Contralateral axillary lymph
node metastasis as the first evidence of locally recurrent breast carcinoma, Cancer
75 (12) (1995) 2875–2878.

[12] Y.G. Son,W.W. Kim, K.H. Kim, J.S. Kim, Is it contralateral axillary metastasis or occult
breast cancer: a confusing case report, Case Rep. Oncol. 8 (3) (2015) 498–502.

[13] S. Lanitis, K.A. Behranwala, R. Al-Mufti, D. Hadjiminas, Axillary metastatic dis-
ease as presentation of occult or contralateral breast cancer, Breast 18 (4)
(2009) 225–227.

[14] M. Moossdorff, G. Vugts, A.J. Maaskant-Braat, L.J. Strobbe, A.C. Voogd, M.L. Smidt,
et al., Contralateral lymph node recurrence in breast cancer: regional event rather
than distant metastatic disease. A systematic review of the literature, Eur. J. Surg.
Oncol. 41 (9) (2015) 1128–1136.

http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0010
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0010
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0015
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0015
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0015
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0020
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0020
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0020
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0025
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0025
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0025
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0030
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0030
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0030
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0035
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0035
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0035
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0040
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0040
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0040
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0040
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0045
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0045
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0050
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0050
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0050
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0055
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0055
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0055
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0060
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0060
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0065
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0065
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0065
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0070
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0070
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0070
http://refhub.elsevier.com/S2210-2612(21)00402-8/rf0070

	Breast cancer metastasizing to the contralateral axilla several years after treatment: A case report with literature review
	1. Introduction
	2. Case report
	2.1. Patient information
	2.2. Clinical findings
	2.3. Diagnostic assessment
	2.4. Therapeutic intervention
	2.5. Follow up

	3. Discussion
	Consent
	Sources of funding
	Provenance and peer review
	Declaration of competing interest
	References




