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Atypical case of telangiectatic metastatic
breast carcinoma presenting as purpura
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INTRODUCTION
The incidence of cutaneous metastasis in patients

with cancer is estimated to be 0.6% to 10.4%.1 In
women, breast cancer is the most frequent primary
malignancy metastasizing to the skin.2 A large study
reported that cutaneous metastasis occurs in 23.9% of
patients with breast carcinoma.2 Different patterns of
cutaneous breast carcinoma metastasis have been
described, including nodular, erysipeloid, telangiec-
tatic, en cuirasse (sclerodermoid) carcinoma, alopecia
neoplastica, and zosteriform patterns.3,4 However,
purpura is a very rare manifestation. Here, we report
an atypical case of telangiectatic metastatic breast
carcinoma presenting as a large purpuric patch on the
abdomen around the umbilicus.
CASE REPORT
A 71-year-old woman presented to our depart-

ment with a 6-month history of violet macular lesions
on the abdomen around the umbilicus. Traumatic
purpura was diagnosed by several other dermato-
logic clinics before the patient visited our depart-
ment, but she received no treatment. Macular lesions
gradually spread and became a large purpuric patch
(253 10 cm in diameter) without pain or itch (Fig 1,
A and B). Eleven years previously (in 2004), she had
invasive breast carcinoma of the right breast. The
primary breast cancer cells were positive for HER2
and negative for both estrogen and progesterone
receptors (luminalHER2 type). She had been treated
with radical mastectomy and chemotherapy.
Unfortunately, the breast cancer metastasized to the
liver in 2008 and spread to the lungs in 2013 without
cutaneous metastasis. Based on this medical history
and the atypical clinical features, we performed a
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skin biopsy from the margin of the purpuric patch.
The specimen showed infiltration and occlusion of
the dermal blood vessels by cancer cells, which
formed multiple intravascular tumor emboli ob-
structing the blood vessels. Not only cancer cells,
but also erythrocytes had aggregated and occluded
the dermal blood vessels (Fig 2, A). No infiltration of
cancer cells into the dermis was detected.
Immunohistochemical staining found that the cancer
cells were positive for HER2 (Fig 2, B) and negative
for estrogen and progesterone receptors. These
results were the same as the immunostaining pattern
of the primary breast carcinoma. Considering the
history, cutaneous breast carcinoma metastasis was
suspected. Further studies, including laboratory
tests, found elevated serum levels of cancer antigen
15-3 (36.5 U/mL; normal, \25 U/mL) and HER2
(273.5 ng/mL; normal, 0.0e15.2 ng/mL). Computed
tomography found multiple lymphatic metastases
and peritoneal dissemination. Chemotherapy dosing
regimens were subsequently changed from T-DM1
(trastuzumab emtansine) to VNR (vinorelbine)1HER
(trastuzumab) therapy. However, the purpuric le-
sions on the abdomen did not resolve, and the
patient died 4 months after the initial diagnosis of
cutaneous metastasis.
DISCUSSION
Cutaneous breast carcinoma metastasis can be of

different clinicopathologic types. The most common
manifestation is nodules, which are often found on
the chest wall. Carcinoma telangiectaticum is rare,
with only a few cases reported in the literature.5-10

Clinically, carcinoma telangiectaticum is charac-
terized by yellowish to reddish or violaceous
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Fig 1. A, Large purpuric patch (25 3 10 cm in diameter) on the abdomen. B, Biopsy section
taken from the margin of the purpuric patch.

Fig 2. A, The skin biopsy sample shows numerous dilated vessels in the dermis with thrombi
of neoplastic cells and erythrocytes. B, Neoplastic cells show positive results for HER2. (A,
Hematoxylin-eosin stain; original magnifications: A, 340; B 3100.)
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lymphangioma circumscriptumelike papulovesicles
ipsilateral to the side affected by breast carcinoma.3

Our patient presented with a large purpuric patch
mimicking traumatic purpura on the abdomen
without pain or itch, which is a relatively rare
manifestation of cutaneous breast cancer metastasis
even in carcinoma telangiectaticum.

Histologically, tumor nests are found in dilated
small blood vessels, mainly in the subepidermal
zone in carcinoma telangiectaticum.9,10 Blood ves-
sels in the lower dermis may occasionally be
involved. Tumor nests usually lie free in the
vascular lumina, although focal connection to the
vessel walls or breaching into the surrounding
dermis may occur.9 Our case is mostly consistent
with these histologic characteristics. Interestingly,
our specimen showed not only metastatic
breast cancer cells but also most erythrocytes
aggregating and occluding the dermal blood
vessels and forming multiple intravascular thrombi.
Extravasation of erythrocytes into the dermis was
not detected. We speculated that the atypical
clinical manifestation of large purpuric patch
mimicking traumatic purpura in our case was
possibly caused by aggregation of erythrocytes in
the dermis forming multiple intravascular thrombi.
This clinicopathologic presentation was similar to
that seen with hemangioma simplex or capillary-
venous malformation.

Metastasis of breast carcinoma to distant areas of
the skin is thought to be mediated by lymphatic
vessels and rarely by blood vessels. Some cases of
carcinoma erysipeloides, which is another type of
inflammatory carcinoma, have also been reported
previously. Both carcinoma erysipeloides and te-
langiectaticum are characterized by the intravas-
cular spread of tumor cells in the dermis.10 In
carcinoma erysipeloides, tumor cells involve the
lymphatic vessels in the dermis, whereas in carci-
noma telangiectaticum, the tumor cells are spread
mainly within the lumen of blood capillaries.10 In
2009, Marneros et al5 reviewed 100 skin biopsy
specimens from cutaneous breast cancer metastatic
lesions obtained from patients seen at their derma-
topathology unit between 1999 and 2008. Ninety
specimens showed interstitial tumor cell infiltration,
and only 10 cases showed strictly intravascular
tumor cell localization. In 9 cases, tumor cells
were restricted to lymph vessels, and only one
case (1%) showed exclusively dermal blood
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vessel involvement.5 Telangiectatic metastatic
breast cancer is therefore exceedingly rare. The
prognosis for this type is considered poor, because
microvascular metastases in other organs had
already expanded when cutaneous metastasis was
initially identified. In our case, multiple lymphatic
metastases and peritoneal dissemination were also
detected at diagnosis.

Here, we reported an atypical case of telangiec-
tatic metastatic breast carcinoma. Unusual aspects of
this case included cutaneous metastasis to the
abdomen around the umbilicus, which does not
appear to have been reported previously.
Furthermore, the clinical presentations of large pur-
pura such as traumatic purpura were rather unique.
Finally, histopathologic examination found that not
only metastatic cancer cells, but also most erythro-
cytes aggregated and occluded the dermal blood
vessels and formed multiple intravascular thrombi.
These unusual histologic characteristics resulted in
an atypical purpuric appearance similar to that of
traumatic purpura. High clinical suspicion for cuta-
neous metastasis should be maintained in the initial
evaluation of purpura, particularly in any patient
with a history of malignancy.
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