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Case Report
Livedoid presentation of erysipeloid metastatic breast
carcinoma: a case report and short review of the literature

JP Vuki evi , ZM Bogdanovi , DD Dobrosavljevi

Breast cancer cutaneous metastases (BCCM) have variable clinical presentations that are often
non-specific, and usually occur in patients with advanced malignancies. Occasionally, BCCM precede
the detection of internal metastases. We present a 41-year-old woman whose BCCM reappeared
in a nonspecific, livedoid pattern four years after she underwent a mastectomy. Despite aggressive
therapy and the fact that she had no internal metastases, there was a rapid deterioration in her
illness. This case demonstrates the value of following up with patients to evaluate cutaneous lesions
for signs of breast cancer in spite of their sometimes benign clinical representation.
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Introduction
Cutaneous metastases from internal malignancies
are very rare and occur in 0.7% to 10.4% of all
patients with visceral cancers. Breast carcinomas
are one of the most common cancers that affect
women, and after non-melanoma skin cancers,
the second most common visceral malignancies.1
Excluding melanoma, breast carcinomas are the
most common types of cancer to metastasise to
the skin.2 Breast cancer cutaneous metastases
(BCCM) usually occur late in the advanced stages
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of the condition and are considered to be a poor
prognostic sign. In regards to their clinical and
histopathological presentation, BCCM are divided
into various clinical types, though there are no
definitive or ideal classifications due to overlapping
in their clinical and histopathological features.3
This report presents a rare case of livedo-like
erysipeloid BCCM.

Case report
A 41-year-old woman was referred from the
Institute of Oncology and Radiology for cutaneous
changes that had appeared a few weeks
previously. According to the medical history, a total
mastectomy of the right breast had been
performed four years earlier due to invasive ductal
carcinoma. The first cutaneous metastases
appeared in the operation scar two years after
the mastectomy and gradually regressed after
treatment with chemotherapy.

Figure 1. Violaceous telangiectatic lesions on the
abdominal wall (A) and right upper arm (B).

On examination, bright violet macules with
telangiectasia were observed on the right
abdominal wall and right upper arm (Figure 1).
On palpation, the lesions were not tender and
there was no increase in temperature. A reticular
pattern of the lesions could be seen near the linea
alba. Chest X-ray and ultrasound of the abdomen
revealed no metastatic lesions. Computer
tomography of the brain revealed no presence of
malignancy. Routine blood and urine analysis
were within the normal limits. A biopsy of the lesion
on the abdominal wall showed a significantly
oedematous papillary dermis. Lymphovascular
vessels were dilated, lined with prominent
epithelium and surrounded with a lymphocytic
infiltrate. In the lumen of some of the vessels,
groups of atypical, oval cells with irregular nuclei
and abundant eosinophilic cytoplasm were
observed. Groups of erythrocytes among the
atypical cells were also observed (Figure 2). These
tumour cells were positive for cytokeratin-7 and
Her-2/neu receptor staining (3+) and negative
for estrogen receptors (ER) and progesterone
receptors. While treatment with chemotherapy was
introduced, the patient defaulted after the disease
began to rapidly deteriorate.

Figure 2. Histopathology revealed dilated vessels in
the dermis with atypical cells and erythrocytes in their
lumens.

Erysipeloid metastatic breast carcinoma-unusual clinical presentation

Discussion
Cutaneous metastatic carcinoma is an unusual
clinical finding as the skin does not appear to be
the primary target organ for metastases.
Cutaneous metastases occur more frequently in
breast cancer than in any other visceral
malignancy in women, with an incidence that
exceeds 20%.2
Inflammatory breast carcinoma was first described
by Rasch in 1931 as 'carcinoma erysipeloides' due
to its similarity with erysipelas. 4 Carcinoma
erysipeloides (CE) is an uncommon type of
cutaneous metastases that constitutes about 1%
of the metastases from breast cancer. CE is
characterised by erythematous, warm, tender and
sharply demarcated plaques that resemble
erysipelas. Our patient’s lesions were livedoid,
violaceous telangiectatic macules with reticular
patterns on the periphery. The lesions were not
tender or warm.
Cutaneous metastases of breast carcinomas
usually appear three years after primary tumour
diagnosis and are often considered to be a marker
of tumour recurrence.5 Bittencourt et al presented
a case where skin metastases appeared 13 years
after the diagnosis of breast cancer. 6 By
comparison, cutaneous metastases precede the
diagnoses of breast carcinomas in 2-5% of all
cases. For example, Eskevari and Gharaei Nejad
presented a case where CE was the first
manifestation of breast cancer after an initial
mammography and ultrasonography had failed
to reveal a tumour mass in a patient's breast.7
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leucocytosis and antibiotic treatment failure
exclude the diagnosis of infection.2 Navaratnam
et al described a breast carcinoma metastasis that
had previously been misdiagnosed as dermatitis
for nine years.9 Similarly, Al Ammer et al presented
a case of dermatitis-like CE during normal
mammography and ultrasonography, where
usage of potent topical corticosteroids attenuated
erythema and delayed the making of the
diagnosis.10
A Korean study of the clinicopathological
correlation of cutaneous breast carcinoma using
lymphatic and vascular markers, they found that the
dilated vessels in inflammatory and telangiectatic
metastases were all lymphatic and that
intralymphatic tumour emboli had red blood cells
in their lumen, which is in line with our results.3
An association between oestrogen receptors and
the time to metastasis has been observed. Primary
tumours with positive ER have significantly longer
disease-free periods than ER negative neoplasms.6
While approximately 25-30% of patients with
BCCM have had preceding distant metastases,
another 25% have experienced local and distant
treatment failure or developed distant metastases
within a few months of the discovery of local
recurrences.1
We present a rare case of clinically atypical CE,
which was a recurrence of BCCM without any
distant metastases. Unfortunately, the poor
response of this case despite implementation of
very aggressive therapy, is in line with the poor
prognosis previously reported with reported for
BCCM.

According to Mordenti et al, mastectomy scars and
anterior chest walls are the most common sites to
be involved by BCCM in over 75% of patients.
While the head, neck and extremities are also
commonly affected, the tip of the nose and eyelids
are affected by BCCM less frequently.8
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