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MEMENIN METASTATIK MALIGN MELANOMU: OLGU SUNUMU
OZET

Memeye malign melanom veya baska herhangi bir tiimoriin metastazi nadir
olarak goriiliir. Yetmis yasinda bayan hasta, sag memesinde kitle yakinma-
styla meme klinigine basvurdu. Olgunun bilinen bir malignite oykiisii yoktu.
Once insizyonel biopsi alindi, ardindan sag modifiye radikal mastektomi ve
aksiller lenf nodu diseksiyonu yapildi. Mastektomi materyalinin kesit yiiziin-
de en biiyiik cap1 8 cm olan, sari pembe renkli, solid, iyi sinirl tiimoral lezyon
goriildii. Histopatolojik ve immunohistokimyasal dzellikleriyle olgu, meme ve
aksiller lenf nodlarinda metastatik malign melanom olarak degerlendirildi.
Bu olgu, metastatik tiimorlerin histolojik tanisi primer meme kanserlerinden
daha zor olabildigi ve memeye malign melanom metastazi nadir goriildiigiin-
den sunulmaya deger bulunmustur.
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Introduction

Metastasis of primary tumours of extramammary tissues and or-
gans to the breast is quite rare (1-3). When compared to primary
tumours of the breast, the incidence of metastatic breast tumour
is reported to be 0.3% (4), 0.78 (3) and 1.5% (5). Among tumours
with breast metastasis, malign melanoma has a predominant inci-
dence (1,2, 6-8). This case is presented due to the rare incidence of
metastasis of malign melanoma to the breast and for the purpose
of stating the difficulties encountered in the course of diagnosis.

Case Report

The visually-impaired, 70-year-old, female patient came to our
hospital due to the presence of a rapidly growing mass in her right
breast noticed by her three months ago. The physical examination
of the patient identified a hard palpable tumoural lesion in the up-
per external quadrant of the right breast with a visual swelling on
the skin and lymph nodes in the axilla as discovered via physical
examination. First, an incisional biopsy was performed.
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In the microscopic evaluation of the incisional biopsy material, the
characteristics of the tumour were observed to be oval-round cells
creating solid islands and nest with mostly eosinophillic and some-
times clear cytoplasm, pleomorphic vesiculated nuclei and coarse
eosinophillic nucleoli (Figure 1). Due to the occasional presence of
cells with clear cytoplasm observed in the case, PAS-dPAS (Bioop-
tica) was applied for the differential diagnosis of clear cell-type (gly-
cogen rich) carcinoma and as a result, the histochemical dye was
observed to be negative. From the immunohistochemical dyes,
oestrogen (Novacastra) and progesterone receptors (Novacastra)
were also found to be negative. The case was diagnosed as a ma-
lignant breast tumour on the basis of the aforementioned findings.

Due to the fact that the extremely large tumour is located quite
close to the skin surface and due to the presence of axillary lymph
nodes considered to be clinically involved, right modified radical
mastectomy and axillary lymph node dissection was performed.

In the macroscopic evaluation of the mastectomy specimen, a tu-
mour with a maximum diameter of 8 cm was observed in the up-
per external quadrant. No pigmented lesion was observed on the
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breast skin. On the cut surface of the material, the tumour that
was located right under the skin was observed to be well-circum-
scribed, solid, yellow to pink and necrotic in patches. In addition to
the findings observed in the incisional biopsy material, widespread
lymphatic tumour emboli were observed. Metastasis was identified
in three of the twenty lymph nodes removed from the axilla.

The presence of a metastatic tumour was suspected in the mas-
tectomy specimen due to the fact that the tumour was well-cir-
cumscribed at macroscopically, there were many radial extensions
into the fat tissue, no in situ carcinoma focus or elastosis were
identified in any area there were a number of lymphatic invasion
foci around the tumour and estrogen and progesterone recep-
tors were negative, although this did not rule out primary breast
tumour. Nests created generally by the tumour and the presence
of occasional coarse eosinophillic nucleoli in the tumour cells led
to the consideration of the malignant melanoma possibility and
additional immunohistochemical dyes were applied for this diag-
nosis. According to the determinations, S-100 (Dako) was strongly
positive (Figure 2a); Melan-A (Neomarkers) was focal positive (Fig-
ure 2b); HMB-45 (Neomarkers) was negative and Ki-67 (Neomark-
ers) was 40% positive (Figure 2c). These findings provided for the
diagnosis of malignant melanoma.

In the 6™ month postoperatively, a recurring tumour was ob-
served in the axillary region and subsequently excised. Rejecting
the therapy, the patient died eight months postoperatively.
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Figure 1. Regular skin and tumour on
| surface, HE x40 (A); regular surrounding

tumour forming islands-nests and the

| necrotic area at the right upper corner,
HE x100 (C); tumoural cells with coarse,
eosinophillic nucleoli, HE x400 (D).

Discussion

The decision as to whether any mass in the breast is primary or
metastatic is of great significance for the subsequent therapy.
However, the histological diagnosis of metastatic tumours identi-
fied in the breast can be more difficult than that of primary breast
cancer (9). Certain histopathological attributes can be used for the
differentiation between primary and metastatic breast tumours.
Carcinoma in situ and elastosis areas are associated only with pri-
mary breast cancer (4). In the specimens, ductal carcinoma in situ
and lobular carcinoma in situ areas must be carefully examined
(9). In addition, atypia that is more characteristic than expected,
tumour in the form of a well-circumscribed mass with a multiple-
satellite focus around and the presence of a high number of lym-
phatic emboli in primary breast tumour are other possible hints
in the diagnosis of metastatic tumour (6). Nevertheless, immuno-
histochemical dyes are necessary for the diagnosis of metastatic
tumour or metastatic melanoma (10).

In this case, an initial diagnosis was made from the incisional biop-
sy monitored with a narrow skin ellipse on the surface, no trans-
mission to the surrounding tissue and made up solely of tumour.
Due to the large and clear-type cytoplasm of some cells, PAS-dPAS
was performed in order to examine the glycogen content and as
a result, it was found to be negative. In immunohistochemical
terms, no dyeing was identified in the tumour with estrogen and
progesterone receptors. In the subsequently evaluated mastec-
tomy specimen, the well-circumscribed structure of the tumour in
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macroscopy, lack of any in situ carcinoma focus or elastosis in mi-
croscopic evaluation and the presence of a large number of lym-
phatic invasion focus around the tumour led to the consideration
of the possibility of metastatic tumour. In addition to the lack of
pigments in any area, the nests created generally by the tumour
and the presence of occasional coarse eosinophillic nucleoli in the
tumour cells led to the consideration of the malignant melanoma
possibility. Therefore, additional immunohistochemical examina-
tions were performed, as a result of which S-100 was found to be
diffused positive and Melan-A focal positive, even though HMB-
45 was negative. In this case, no pigmented lesion was observed
on the breast skin and the observation of a number of specimens
showed that the tumour did not involve the skin. Again, no his-
topathological finding leading to the suspicion of regressing ma-
lignant melanoma was found in these specimens. These findings
provided for the exclusion of primary malignant melanoma in the
breast and the case was diagnosed as metastatic malignant mela-
noma.

Malignant melanoma of the breast can be divided into two
groups, namely primary and metastatic (11). Malignant melano-
mas observed on the breast skin account for 5% of all malignant
melanomas (2, 11). The post-diagnosis physical examination of
the patient did not reveal any melanocytic lesions in other parts of
the body. The presence of a regressed skin melanoma which the
case failed to notice due to her visual impairment was considered.

Figure 2. Diffused nuclear and cytoplasmic S-100 positivity, DAB
x200 (a); focal cytoplasmic Melan-A positivity, DAB x400 (b);
nuclear Ki-67 positivity, DAB x400 (c).

In this case, similarly to the cases reported in literature, the tu-
mour was observed to be located in the upper external quadrant
and with metastatic axillary lymph nodes (12, 13).

Metastatic spreading to the breast can occur via lymphogenic or
hematogenic courses. Lymphatic spreading frequently occurs via
the spreading of primary breast cancer in the other breast to the
lymphatics located in the anterior thoracic wall. The tumour with
the most frequent hematogenic metastasis is malignant melano-
ma, followed by lung cancer, soft-tissue sarcoma and ovary can-
cer. Other metastatic tumours include such haematological ma-
lignancy as gastrointestinal and genitourinary system malignancy
and leukaemia and lymphoma (9).

The determination of the metastatic character of a tumour iden-
tified in the breast is reported to prevent unnecessary surgical
interventions (10). Nevertheless, it is also reported that axillary
dissection is possible, if a clinically and pathologically positive ax-
illary lymph node is identified (2). In this case, due to the great size
of the tumour and the presence of palpable lymph nodes, mastec-
tomy and axillary lymph node dissection was performed.

The prognosis is rather poor in cases with diagnosed malignant
melanoma metastasis to the breast (10). Mean survival is reported
to be 10-11 months, although there are also a small number of
cases with longer survival (14). This patient did not do well with
the treatment and therapy and died in the 8" month postopera-
tively.

The first finding of a primary malignancy can be breast metastasis
(12). Similar cases with the first finding of breast metastasis have
been reported (10). In cases where indicators of primary breast
tumour cannot be clearly seen in microscopic assessment, the
possibility of a metastatic tumour must not be ruled out, the nec-
essary histopathological attributes must be sought and immuno-
histochemical studies must be performed.
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