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Abstract
Occult primary breast carcinoma (OPBC) with axillary lymph node metastasis is a rare disorder accounting for
0.1% to 0.8% of all the cases of breast cancer in females. Such a presentation in males is even rarer with only
isolated case reports noted in English literature. Magnetic resonance imaging (MRI) of the breast detects primary
tumor in nearly 2/3rd patients. Role of mastectomy is considered controversial. There is no consensus on the role of
adjuvant therapy owing to the rarity of these tumors. We are presenting an elderly man who presented with axillary
lymph node metastasis of ductal carcinoma and was treated with surgery followed by adjuvant chemotherapy.

Keywords: Axillary lymph node metastasis; Unknown primary;
Carcinoma with unknown primary

Introduction
Occult primary breast carcinoma (OPBC) is a condition
characterized by the presence of regional or distant disease that is
histologically consistent with a primary breast carcinoma in the
absence of a demonstrable tumor in the breast based on clinical and
radiological evaluation. This form of presentation is rare accounting
for 0.1% to 0.8% of all the cases of breast cancer in females [1-3]. There
is no consensus on the investigation as well as management of these
cases owing to their rarity. We are presenting a case of occult primary
breast carcinoma in an elderly male which was treated with surgery
and adjuvant chemotherapy. Purpose of this presentation is to review
the current evidence for the various management principles as well as
to determine the role positron emission tomography (PET) scan in
these cases.

Case Report
An 82-year-old gentleman presented with history of left axillary
swelling of 6 months duration. On clinical examination he had an
axillary nodal mass of size 6 cm × 4 cm, which was hard, matted and
mobile. Ipsilateral and contra lateral breast and supraclavicular fossa
didn’t reveal any tumor or nodal mass. FNAC of the nodal mass
revealed presence of metastatic carcinoma, although further
characterization was not possible. Contrast enhanced computed
tomography (CECT) of the thorax revealed axillary nodal mass with
maintained fat planes with the axillary vein (Figure 1a). PET CT
demonstrated uptake in the left axillary mass, but no other site of
primary or metastatic disease (Figure 1b).
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Figure 1: a) CECT thorax showing the left axillary nodal mass (red
arrow) abutting the left axillary vein; b) PET CT showing no uptake
in any other part of the body except left axilla; c) Photo micrograph
showing lymph node partially replaced by a metastatic tumor
arranged in tubules and clusters (H&E, 40X); d) Photomicrograph
showing a malignant tumor arranged in tubules , cords and
cohesive clusters of pleomorphic, polygonal cells having vesicular
nuclei with prominent nucleoli (H&E, 400X).
Left axillary lymph node dissection involving level 1-3 nodes were
removed. Intra and post-operative course were uneventful.
Histopathological examination demonstrated metastatic carcinoma
with tumour cells arranged in cribriform, complex glandular and
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pseudopapillary pattern with pools of extracellular mucin suggestive of
metastatic adenocarcinoma (Figure 1c and 1d). Immunohistochemical
(IHC) examination demonstrated positivity for estrogen receptor (ER),
focal positivity for carcino embryonic antigen (CEA) and negativity for
all the markers which confirmed it as occult breast carcinoma with
axillary nodal metastasis. Post operatively he was treated with
antracycline and taxane based chemotherapy for a total of 8 cycles. At
last follow up, patient was disease free and in good health.

Discussion
Occult primary breast carcinoma with axillary nodal metastasis is a
rare entity first described by Halsted in 1997 [4]. In general, 0.1% to
0.8% of all breast cancers is occult [1-3]. Male breast cancer accounts
for 0.7% of all breast cancer worldwide [5]. OPBC in males is
extremely rare with only few case reports available in English literature
[6-9].
Optimum work up of the patients with OPBC is yet to be
established. Although primary imaging modality for evaluating breast
lesions is mammography (MMG), false negative rates of upto 30% have
been reported for MMG [10,11]. The sensitivity of MMG further
decreases in patients with dense breast parenchyma. Magnetic
resonance imaging (MRI) of the breast appears to be promising in such
cases. An MSKCC study found that MRI of the breast could identify
primary tumor in 70% patients of OPBC [12]. In addition, it was found
that negative breast MRI predicted low tumor yield at mastectomy and
hence could improve breast conservation rates in these patients. On
similar lines, a recent systematic review found that MRI of the breast
results in additional detection of otherwise occult lesions in cases of
OPBC and can result in breast conservation in one thirds of patients of
OPBC [13]. PET scan has revolutionized the management of
carcinoma with unknown primary (CUP) at other subsites. However, it
has not been evaluated in cases of OPBC. Present patient had PET scan
done preoperatively which didn’t reveal any site of primary disease.
Reported detection of tumor in mastectomy specimens in cases of
OPBC ranges between 0% and 82% in various series [14-17]. In view of
such wide variations, need for mastectomy in these cases has not been
established. Vlastos et al. [1] found that there was no significant
difference between those who underwent mastectomy and those who
had breast preservation in terms of loco regional recurrence or 5 year
overall survival. Most important prognostic factor in this series was the
number of positive nodes. On the contrary, Wang et al. [18] found that
disease free survival and overall survival was significantly better among
those patients who underwent mastectomy. However, a recent metaanalysis comprising of 241 patients of OPBC found that mastectomy
didn’t lead to improved oncological outcomes compared to axillary
lymph node dissection alone [19].
Role of breast radiotherapy for OPBC is considered controversial. A
retrospective study from UK found that loco regional recurrence was
significantly lower (28% vs 53.7%) and 5 year breast cancer specific
survival was significantly better (72% vs 58%) among those who
received breast radiotherapy compared to those who didn’t receive
breast radiotherapy [20]. A recent meta-analysis found that breast
radiotherapy was superior to axillary lymph node dissection alone with
respect to loco regional recurrence (12.7% vs 34.3 %, p<0.01) with a
trend toward improved mortality rates (9.5% vs 31.4 %, p=0.09) [21].
Barton et al. [15] found that 50 Gy in 25 fractions is the optimum
radiotherapy dose in cases of OPBC and higher doses didn’t lead to
better oncological outcomes.
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Systemic therapy has been the backbone of adjuvant therapy node
positive breast cancer. None of the previous series of OPBC have
specifically looked at the role of systemic therapy. These facts have to
be considered in the background of the fact that endocrine therapy is
associated with fewer side effects compared to chemotherapy. Hence it
is reasonable to personalize adjuvant systemic therapy based on
hormone receptor status, performance status of the patient and the
nodal burden.
Most case series have reported improved outcomes for patients
presenting with OPBC compared to those presenting with non-occult
breast cancers with similar nodal involvement. However, a few have
reported outcomes that are comparable or even worse. However, in all
the series, lymph node burden is found to be the most important
prognostic factor.

Conclusion
The purpose of the presenting this case was highlights the rarity of
OPBC and critically reviews the literature for the current evidence for
treating such cases. Role of PET scan needs to be evaluated in these
cases.
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