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Although primary breast tumors are quite common, 

metastatic involvement of all breast masses are rare 

and account for about 1-5% of cases. A 56-year-old 

female patient was admitted to our clinic in July 2009 

with complaints of shortness of breath. Thoracic 

computed tomography (CT) scan showed a mass in 

the left hilar region. Endobronchial lesion was deter-

mined by fiberoptic bronchoscopy and the biopsy was 

evaluated as small cell lung carcinoma. The patient 

was followed-up after 4 cycles of etoposide + cispla-

tin chemotherapy. In the follow-up period, due to an 

increase in shortness of breath the patient was admit-

ted to our clinic again in April 2010. A 4x3x3 cm 

sized mass in the right upper quadrant of breast le-

sions obtained for re-staging positron emission to-

mography (PET-CT) showed intense FDG uptake 

increase. Needle biopsy of the breast was evaluated 

as a result of metastasis of small cell lung carcinoma. 

The patient recieved second-line VAC chemotherapy 

in April 2010. This case of small-cell lung cancer and 

breast metastases is presented because of its rarity.  

Key words: Breast, metastasis, small cell lung carci-

noma. 

 

Primer meme tümörleri yaygın olmasına rağmen 

memenin metastatik tutulumu nadirdir ve yakla-

şık %1-5 oranında görülür. Elli altı yaşında kadın 

hasta Temmuz 2009’da nefes darlığı yakınması ile 

kliniğimize başvurdu. Toraks bilgisayarlı tomografi-

sinde (BT) sol hiler kitle mevcuttu. Fiberoptik bronkos-

kopi ile saptanan endobronşiyal lezyondan alınan 

biyopsi sonucu küçük hücreli akciğer karsinomu 

(KHAK) olarak geldi. Hastaya 4 kür etoposid sisplatin 

kemoterapisi verildi ve sonrasında takibe alındı. Ni-

san 2010’da nefes darlığında artış yakınması ile 

tekrar kliniğimize kabul edildi. Yeniden evreleme 

amaçlı çekilen PET-BT’de sağ meme dış kadranda 

4x3x3 cm ebadında SUVmax 13,29 olan artmış FGD 

tutulumu raporlandı. Memedeki lezyondan alınan 

biyopsi sonucu KHAK metastazı şeklinde değerlendi-

rildi. Hastaya 2. basamak VAC (vincristin, adriyamisin, 

siklofosfamid) kemoterapisi başlandı. KHAK’nin me-

meye metastazı nadir olması nedeni ile sunuldu. 

Anahtar Sözcükler: Meme, metastaz, küçük hücreli 

akciğer kanseri. 
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Breast cancer is the leading cause of death from cancer 

in women. The metastatic involvement of the breast from 

non-mammary neoplasms is a relatively rare condition (1). 

We report a case of small cell lung cancer associated 

with a metastatic lesion to the breast with a review of the 

literature about this rare entity.  

 

CASE 

A 56-year-old female patient was admitted to our clinic in 

July 2009 with a complaint of shortness of breath. The 

case was a housewife and had a smoking history of 40 

packs/year. In her respiratory system examination, breath 

sounds on the left mid-lower zone were diminished. The 

chest X-ray revealed an increased opacity in the left mid-

dle-lower zone (Figure 1). Thoracic computed tomogra-

phy (CT) scan showed a mass in the left hilar region. 

Whole-body 18F-fluorodeoxyglucose positron emis-

sion/computed tomography (18F-FDG PET/CT) scan 

demonstrated an intense 18F-FDG uptake in left hilar 

area. The maximum standardized uptake value (SUVmax) 

measurements of the lesion were 12.69. Additionally, a 1 

cm nodule in the right upper quadrant of her right breast 

demonstrated an intense 18F-FDG uptake with SUVmax 

1.94. The lesion was examined by mammography and 

breast ultrasonography and evaluated as fibroadenoma. 

Also, in the cranium at the vertex level, a mass lesion 

approximately 5.77x6.7 cm that led to destruction in the 

frontal region bone was observed. This lesion had in-

creased metabolic activity (SUVmax: 7.81). Endobron-

chial lesion was determined by fiberoptic bronchoscopy 

and the biopsy was evaluated as small cell lung carcino-

ma. Fine needle aspiration biopsy of the cranial lesion 

was performed and malignancy was suspected. The pa-

tient was evaluated with extensive stage small-cell lung 

cancer was started on four cycles of chemotherapy 

(etoposide 100 mg/m
2
 and cisplatin 80 mg/m

2
). In the 

follow-up period, due to increased shortness of breath, 

the patient was admitted to our clinic again in April 2010. 

During systemic investigation, two well-enhanced nodules 

were found in the right upper quadrant of her right breast. 

For re-staging, PET-CT was obtained. The 18F-FDG 

uptake in left hilar area was stable. The cranium showed 

no 18F-FDG uptake. A 4x3x3 cm sized mass in the right 

upper quadrant of breast lesions showed intense FDG 

uptake. The needle biopsy of the breast was evaluated as 

a result of metastasis of small cell lung carcinoma (Figure 

2 and 3). Second-line chemotherapy of vincristine, adri-

amycin and cyclophosfamide (VAC) was initiated. Her 

clinical condition progressively deteriorated due to un-

controlled disease and she died after two cycles of VAC. 

The median survival was 11 months.  

 

 

Figure 1: The chest roentgenogram; an increased opacity in the left 

middle-lower zone. 

 

 
Figure 2: Tumoral cells infiltrating breast tissue (HEX400). 

 

DISCUSSION 

Primary breast carcinoma is the most common neoplasm 

in women. Although primary breast carcinoma is the most 

common tumor in women in the world, metastases to the 

breast from solid tumors are quite rare (2). Although 

metastases to the breast constitute up to 6% in autopsy 

series, clinically observed incidence varies from 0.5 to 

1.2% of all breast neoplasms (3,4). In a retrospective 

survey of 14,000 breast malignancies, secondary in-

volvement of breast was found to be 3.2%, but most were 

metastatic from the contralateral breast carcinomas, and 

only 0.43% was found to be non-mammary metastases 

(5). Alva et al. reviewed the data from 1855 to 1998, 
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and found a total of 431 cases of extramammarian solid 

breast metastasis (2). 

Hematopoietic neoplasms, especially lymphomas, involve 

the breasts secondarily more often than solid tumors. 

Among nonhematopoietic neoplasms, malignant mela-

noma, and bronchogenic tumors are the most common 

secondary breast tumors of non-mammary solid tumors 

(2,3,4,6,7,8). 

 

 
Figure 3: CD56 positivity in tumoral cells (CD56X400). 

 

Metastasis to the breast may occur by two distinct routes: 

lymphangitic and hematogeneous. Melanoma is the most 

common source of hematogeneous metastasis to the 

breast followed in decreasing frequency by lung cancer, 

soft tissue sarcomas, and ovarian cancer. Lymphangitic 

metastases most commonly occur from primary carcino-

ma of the opposite breast (9). Tumor cells of lung cancer 

may reach the breast either from thoracic cavity lymphatic 

spread or through thoracic duct to systemic circulation 

and then reached the contralateral breast (10). Ipsilateral 

metastases have been previously reported (11). In the 

current case, metastasis was in the contralateral breast. 

The majority of breast metastasis present as palpable, 

well circumscribed, painless breast masses with predilec-

tion to the upper outer quadrant (12, 13). The present 

case had metastatic lesion in the right upper quadrant of 

her right breast. 

Small cell lung cancer (SCLC) accounts for 16% of all 

lung cancers (14). Nearly all cases of SCLC are attributa-

ble to cigarette smoking. When compared to non-small 

cell lung cancer, SCLC generally has a more rapid dou-

bling time, a higher growth fraction and earlier develop-

ment of widespread metastases (15). Most patients with 

SCLC present with hematogenous metastases, while only 

about one third of patients present with limited disease 

confined to the chest (16). Approximately two thirds of 

patients present with overt hematogenous metastases, 

which commonly involve the contralateral lung, liver, 

adrenal glands, brain, bones, and bone marrow (15). In 

patients with limited-stage disease, response rates of 70% 

to 90% are expected after treatment with cisplatin and 

etoposide plus thoracic radiotherapy, while in the exten-

sive-stage disease, response rates of 60% to 70% can be 

achieved with combination chemotherapy alone (16). 

Unfortunately, median survival rates are only 14 to 20 

months and 9 to 11 months for patients with limited-stage 

and extensive-stage disease, respectively (17). 

Positron emission tomography with computed tomogra-

phy (PET-CT) is a noninvasive imaging modality that has 

been reported to be useful in whole body staging, restag-

ing, and monitoring of treatment response in breast can-

cer patients (18). Results demonstrating the superiority of 

PET CT over anatomic imaging modalities in the detec-

tion of distant metastases are relatively well documented. 

Fuster et al. (19) found the overall sensitivity and specifici-

ty of PET CT in detecting distant metastases to be 100% 

and 98%, respectively, versus 60% and 83%, respectively, 

for conventional imaging.  

Although, secondary breast involvement from solid tu-

mors is rare, a breast mass can be the first manifestation 

of relapse or part of a disseminated disease, and usually 

predicts poor survival (3,4,20,21). The mass in left hilar 

area was stable and progression was only in the breast. 

The current case died 2 months after detection of breast 

metastasis and overall survival was 11 months.  

In conclusion, the metastatic involvement of the breast 

from non-mammary neoplasms is a relatively rare condi-

tion. Metastasis of SCLC to breast is very rare, also. This 

case and review of literature support that the prevalence 

of breast metastasis in patients with small cell lung cancer 

is very low. 
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