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Most common lymphatic spread of carcinoma breast is ipsilateral axiilary lymph nodes, internal mammary lymph nodes and su-

praclavicular lymph nodes. Inguinal lymph nodes involvement in carcinoma breast is quite uncommon. Surgery and irradiation for

breast cancer may interfere with conventional pathways of spread, leading to bizarre patterns of dissemination through lymphatics

or through hematogenous route. Other possible reasons could be occurrence of primary breast cancer in accessory breast tissue

retained in the vulva following involution of milk line. We describe a case of right breast carcinoma who developed right ingquingl

lymph node mets, brain mets after one month of neoadjuvant chemotherapy and mastectomy.
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Introduction

The lymphatic spread of carcinoma breast to the regional lymph
nodes (axillary, supraclavicular and internal mammary lymph node
chain) and hematogenous spread to the bone, liver, lung and breast
is well known. However, involvement of distant nodal regions e.g.
inguinal lymph nodes is extremely uncommon. These lymphatic
pathways have been reported to be altered after the treatments
such as axillary lymph node dissection (ALND) and/or radiation
[1-4]. The study of preoperative lymphoscintigraphy for the pa-
tients with ipsilateral breast cancer recurrences showed that aber-
rant lymphatic drainages were relatively common in patients with
ALND and/or RT [2].We present a case of estrogen receptor nega-
tive, Her2Neu inconclusive patient who developed right inguinal
node metastases along with brain mets after 1 month of mastec-

tomy post neoadjuvant chemotherapy.

Case

A 41 year old, non-diabetic, non-hypertensive female who is a
known case of Psoriasis and Impetigo, presented with a lump in her
right breast. On further evaluation she was diagnosed with Invasive

ductal Carcinoma Right breast.

CECT chest revealed a heterogeneously enhancing 2.1 x 2x 1.5
cm lesion in the retro-areolar region of right breast along with mul-
tiple right axillary lymph nodes. She received 8 cycle neo-adjuvant
chemotherapy (AC+T) followed by Right breast modified mastec-
tomy (MRM).

HPR s/o Invasive breast carcinoma, NST, grade-III, margins free,
LNs 3/5 positive with extra-nodal extension. IHC: ER/PR - negative,

Her2 Neu inconclusive.

After one month of MRM she presented with complaints of dys-

phagia to solid which progressed to liquids and associated with

Citation: Hemant Pandey, et al. “Carcinoma Right Breast with Right Inguinal Lymph Nodes Metastasis, A Rare Case Report". Acta Scientific Cancer Biology

5.10 (2021): 19-21.



Carcinoma Right Breast with Right Inguinal Lymph Nodes Metastasis, A Rare Case Report

nausea, vomiting, headache, gait instability and generalized weak-
ness. She also complaints of on and off vertigo. She was also diag-
nosed with COVID 19 and treated according to mild COVID proto-

col.

A CECT head and chest was performed which revealed meta-
static lesions in right parieto-occipital region and medulla with
peri-lesional edema. She was started on anti-edema measures and
Ryle’s tube feed. She then presented to our institute for further

management.

A PET-CT scan was done which revealed metastatic lesions in
pons of size 2 x 1.9 cm and another centimeter size lesion in the
cerebellum, FDG avid level V cervical lymph nodes, and FDG avid
enlarged right external and inguinal lymph nodes seen largest

short axis diameter 1.5 cm in right inguinal region.

FNAC was done from the inguinal LN which revealed invasive
ductal carcinoma. Subsequently, she received adjuvant radiation
with 40 Gy in 15 fractions to right chest wall, whole brain radio-
therapy (WBRT) with 30 Gy in 10 fractions along with simulta-
neous integrated boost to brain mets with 40 Gy in 10 fractions.
She also received 45 Gy in 15 fractions to the gross inguinal lymph

nodes with 9 MeV electron beam.

Image 1: a. Shows FDG avid right inguinal LNs metastasis,
b. (CECT) shows enlarged right inguinal LNs.

Discussion

Most common route of spread of carcinoma breast is through
hematogenous and lymphatic pathways. Metastatic breast can-
cer can involves almost all organs of the body. Lymphatic route of
spread involves regional lymph nodes while hematogenous route

of spread involves in distant metastasis [5,6]. The regional spread

20
can occur at the ipsilateral axillary, supraclavicular and sometimes

at the ipsilateral internal mammary chain.

Inguinal lymph nodes involvement is extremely rare in case of
carcinoma breast and it is believed that this lymph nodes can some-
time involves after occlusion and disruption of lymphatic drain-
age following axillary dissection or irradiation [7,8]. Non-regional
lymph node involvement by breast cancer has been described ear-
lier in mediastinum, para-aortic and pelvic lymph nodes. Metasta-
sis of breast cancer to inguinal lymph nodes is extremely rare [5,9].
The first such report by Baba et al. described a patient with ingui-

nal node and breast lump at presentation [6].

Retrograde embolization was suggested as another probable
pathogenesis. It has been postulated that in the presence of altered
lymphatic pathways after surgery or irradiation, such involvement
should be regarded as regional recurrence and considered for radi-
cal therapy [10]. Presence of ectopic breast tissue in the vulva with

inguinal nodal involvement could be the other possible etiology [9].

A lymphoscintigraphy study on 23 patients of operable breast
cancer before and after therapy that included axillary dissection,
irradiation, or both, determined that the incidence of contralateral
axillary lymph node spread increased from 1/23 at baseline to
6/23 after therapy [11].

In the present case as well as the available literature, altered
lymphatic pathways could have been responsible for the inguinal
involvement, but without doubt, inguinal involvement was asso-
ciated with early systemic progression since the patient also had
two brain mets. Selected subset of metastatic patients should be

approached with curative, not palliative, intent.

Therapeutic developments, such as the introduction of new cy-
totoxic agents (Taxanes, Vinorelbine, Capecitabine, Gemcitabine,
etc), third generation aromatase inhibitors and fulvestrant, Targat-
ed therapies (Trastuzumab, Lapatinib, and Bevacizumab), Immu-
notherapy and cell cycle inhibitors have resulted in constant im-
provements in treatment efficacy and consequently in metastatic

outcome [12].

Conclusion
The biological behavior of breast cancer is well known. Al-
though the abnormal involvement of distant lymph nodes e. g. in-

guinal lymph nodes in case of carcinoma breast is rare and it might
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happens because of aberrant lymphatic architecture due to surgery

or radiation. The early systemic involvement of disease cannot be

ruled out hematogenous spread to the lymph nodes. As the number

of patients with unusual site involvement is increasing, the clini-

cian should be extra cautious when coming across unusual com-

plaints and findings.
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