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1 |  INTRODUCTION

Breast cancer is the most common tumor leading to the ap-
pearance of cutaneous metastases. Typically, they present as 
isolated dermal nodules and inflammatory plaques localized 
on the chest ipsilateral to the primary breast cancer. We re-
port a case of metastatic breast cancer presenting with gener-
alized cutaneous metastases.

Cutaneous metastatic (CM) carcinoma is an unusual 
clinical finding. It accounts for 0.7%-9% of all metastases 
and is considered a grave prognostic sign. CM represent 
2% of cutaneous tumors. They are rarely present at diag-
nosis. Breast cancer is the most common tumor associated 
with CM in women.1 Diffuse CM all over the body is very 
rare. The biopsy with immunohistochemistry is the key of 
diagnosis.

2 |  CASE REPORT

A 47-year-old female without a family history of breast can-
cer was diagnosed with bilateral breast cancer in May 2017 
which was staged T4bN3cM0 in the right-sided breast (stage 
IIIC) and T4bN1M0 in the left-sided breast (stage IIIB) ac-
cording to TNM classification. Breast biopsy confirmed 
an invasive ductal carcinoma with cutaneous lymphangitic 
carcinomatosis, SBR III, HER2-positive, hormone receptor-
negative with a ki-67 index of 25%. It was the same im-
munohistochemical profile on both sides. She underwent 
neoadjuvant chemotherapy: four courses of FEC regimen 
(5-Fluorouracil-Epirubicin-Cyclophosphamid) followed by 
four courses of docetaxel and trastuzumab. Partial clinical 
response was noted. Bilateral total mastectomy with axillary 
node dissection was performed and followed by locoregional 
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Abstract
Cutaneous metastases are rare and represent a sign of poor prognosis. They are a sign 
of widespread disease. Breast cancer is the most common neoplasm leading to their 
appearance. Palliative care is the treatment of choice.
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radiotherapy. Response to treatment was assessed according 
to Sataloff method: On the left side, there were no viable tumor 
cells; on the right side, viable tumors cells were <10%. Three 
months after end of treatment, our patient presented with sat-
ellite skin nodules on the right mastectomy scar and com-
plained from cervical bone pain. Biopsy proved cutaneous 
metastases. CT scan revealed cervical, thoracic, and lumbar 
spine bone metastases. Radiation therapy was not indicated 
by our local breast multidisciplinary team as it was metastatic 
to bone. As first-line chemotherapy, capecitabin associated 
with trastuzumab and zoledronic acid was prescribed (dual 
HER-2 blockade with pertuzumab and trastuzumab is not 
available in our country). The clinical examination at each 
cycle showed a relief in bone pain with stability in chest skin 
lesions. The patient developed progressively a bilateral lower 
extremities lymphedema (Figure 1). The Doppler ultrasound 
imaging did not show any thrombosis. Cardiac ultrasound 
showed a good left ventricular function. The patient altered 
her performance status with functional disability of her lower 
limbs. The skin became progressively thick, erythematous 
with a “peau d'orange” aspect on the limbs than on the abdo-
men (Figure 2). No nodule was present initially on the ab-
domen or limbs. As the patient had stable disease, she was 
referred to an internist to determine the underlying cause of 
her edema. No other systemic disease was retained. No other 
systemic disease was retained.

After six cycles of chemotherapy, she developed dyspnea 
with pleural effusion on the chest X-ray. Generalized ery-
thematous, hemorrhagic plaques (Figure 3), nodules (Figure 
4), and ulcerations have progressively appeared. More than 
50% of the patient's total body surface area was invaded. 
Biopsy specimen from the left inguinal skin lesion (Figure 5) 

showed proliferation of malignant epithelial cells organized 
into clusters invading the dermis (Figure 6). Many lymphatic 
emboli have been found (Figure 7). Immunohistochemical 
staining was positive for mammaglobin (Figure 8) and for 
GCDFP15 (Figure 9). HER2 protein overexpression was 
found, while hormone receptors were negative with high Ki 
67 (Figure 10).

She was referred to best supportive care with local vaselin 
pansement and corticosteroids, as the patient could not come 
to oncology outpatient (social conditions).

F I G U R E  1  Lymphedema in the lower right limb

F I G U R E  2  Skin changes with “peau d'orange” appearance in the 
lower left limb

F I G U R E  3  Erythematous with hemorrhagic plaques, nodules, 
and ulcerations in the chest wall
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3 |  DISCUSSION

Cutaneous metastases from carcinoma are uncommon. 
Breast cancer is the most prevalent type of malignant tu-
mors in women. Breast cancer is the most common tumor 
(melanoma excluded) associated with cutaneous metasta-
sis.2 CM account for 24% in breast carcinoma.3 They occur 
few months or years after the tumor diagnosis and com-
monly at the same time as visceral metastases.4 The most 
common clinical presentations of CM from breast cancer 

were described in a retrospective review of 164 cases, by 
Mordenti et al Clinical features included the following: 
papules or/and nodules in most cases (80%), telangiectatic 
carcinoma, erysipeloid carcinoma, en cuirasse carcinoma, 
alopecia neoplastica, and zosteriform pattern.5 Typically, 
CM manifest on the chest ipsilateral to the primary tumor. 
They are usually few in number.6 In our case, the patient had 
generalized CM affecting more than half of the body sur-
face. Most of the metastases occur due to lymphatic spread 
of tumor cells. The diagnosis of CM secondary to breast 
carcinoma is confirmed by pathological examination of an 
incisional biopsy specimen.

Ductal carcinomas are more frequently associated with 
CM than lobular carcinomas.6 Immunohistochemical staining 

F I G U R E  4  Nodular lesions on the leftt side of the chest

F I G U R E  5  Site of the inguinal biopsy

F I G U R E  6  The dermis is invaded by carcinomatous clusters 
(HE X 40)

F I G U R E  7  Big lymph embolus surrounded by smaller emboli 
(HE X 40)
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is of diagnostic value.1 CM are usually a sign of widespread 
disease, and it may be uncurable in most cases. If lesions 
bleed, debridement can be advised. Other options are possi-
ble and can be helpful such as imiquimod with good results 
in localized lesions, trastuzumab in tumors HER2-positive, 
systemic chemotherapy, radiation therapy, and immunother-
apy.7,8 Surgical excision may improve patient's quality of life. 
In our case, because of her impaired performance status, the 
patient had palliative treatment. The prognosis depends on the 
type and behavior of the primary cancer. The expected sur-
vival is usually <1 year at the time of diagnosis.9 Widespread 
CM in breast cancer is a particular entity. A few reports of 
widespread skin metastasis from breast cancer have appeared 
in the literature.10,11

4 |  CONCLUSION

Cutaneous metastatic causes discomfort in patients. They are 
rare and represent a sign of malignancy and poor prognosis. 

Generalized CM is a particular presentation. Palliative care is 
the treatment of choice for patients with widespread disease 
with impaired performance status.
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