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Primary breast cancer relapse as metastasis
to the cervix uteri: A case report
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Abstract. Metastasis of non-gynaecological tumours to the
cervix is arare event, and metastasis from breast cancer is even
rarer, with only a limited number of such cases reported in the
literature to date. We herein report the case of an 86-year-old
female patient who had undergone mastectomy and axillary
lymphadenectomy for invasive ductal cell breast carcinoma
2 years prior, followed by adjuvant hormonal therapy with
letrozole. During hospitalization for anemia associated with
an inflammatory syndrome and abdominal pain with menor-
rhagia, an abdominal ultrasound examination revealed a
suspicious uterine mass with irregular contours and abnormal
vascularization with associated increase of the blood level of
cancer antigen 15-3 to 34 kU/I. The histological and immuno-
histochemical analysis of a cervical biopsy sample discover a
secondary lesion metastatic from the primary ductal cell breast
carcinoma. The metastatic tissue was hormone-negative, which
was compatible with disease progression during hormonal
therapy. Considering the multiple metastasis, comorbidities,
unfavourable performance status and the quick deterioration
of the patient's clinical condition, only best supportive care
was administered.

Introduction

Breast cancer is the most frequently diagnosed cancer globally
and is the leading cause of cancer-related death in women (1).
Breast cancer screening programmes and improved treatment
of primary tumors have contributed significantly to reducing
overall mortality rates. However, clinical management of
patients with metastatic progression is much less compre-
hensively structured. The ovarian metastases are sufficiently
uncommon that they may be overlooked in the differential
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diagnosis of genital tract disorders (2). Same metastatic
lesions are clearly secondary metastasis of breast cancer in
patients with disseminated disease, while other tumors may
be confused with primary neoplasms. This latter group repre-
sents the tumors with high aggressiveness as metastasis to the
cervix uteri (2,3). It is important to identify these secondary
neoplasms early for therapeutic considerations. This case
report shows the complexities when issues of metastatic
disease are considered and the consequent need to differential
diagnostic with histology.

Case report

An 86-year-old female patient was hospitalized in the Geriatric
Unit of Louis Mourier Hospital, Colombes, for anemia associ-
ated with an inflammatory syndrome and abdominal pain with
menorrhagia, in December 2016. The patient was treated with
adjuvant hormonal therapy (letrozole), following right mastec-
tomy and axillary lymphadenectomy for invasive ductal cell
carcinoma (T2NOMO) of the breast 2 years prior.

An abdominal ultrasound examination revealed a signifi-
cant uterine mass (59x40 mm) with irregular contours and
abnormal vascularization, with associated discrete increase
of the blood level of cancer antigen 15-3 to 34 kU/I (normal
range, <30 kU/l). The computed tomography (CT) scan
confirmed the uterine mass was situated next to the bladder
and had irregular endometrium, with multiple para-aortic
lymphadenopathies. The morphological assessment was
completed by magnetic resonance imaging (MRI), which
revealed myometrial encroachment >50% on the right parame-
trium and adnexa, and iliac nodes (Fig. 1). Positron emission
tomography (PET)-CT revealed multiple metastases in the
sub-diaphragmatic para-aortic lymph nodes, the left hilum and
left adrenal gland, with diffuse bone metastases and peritoneal
carcinomatosis.

A cervical biopsy was performed and the histological and
immunohistochemical analysis (CK7-positive, CK20-negative,
anti-E-cadherin-positive, hormone receptor-negative
and human epidermal growth factor receptor 2-negative)
confirmed this cancer as a secondary lesion of primary ductal
cell breast carcinoma, but with a negative hormone profile,
compatible with disease progression during hormonal therapy.
Unfortunately, considering the multiple comorbidities,
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Figure 1. Pelvic magnetic resonance imaging examination revealed a myome-
trial mass (59x40 mm) with encroachment of >50% on the right parametrium
and adnexa.

performance status score of 3 and the quick deterioration of
the patient's clinical condition, supportive care was provided
until the patient succumbed in July 2017.

Discussion

Metastasis of non-gynaecological tumours to the cervix is a
rare event, and metastasis from breast cancer is even rarer.
Only a few such cases have been described in the literature to
date, so the true incidence of breast cancer metastasis to cervix
is unknown (2-4). Mazur et al in 1984 analysed 325 metastatic
female genital neoplasms, only 52 of which were found to be
metastases from breast carcinomas, but no cervical metas-
tasis from breast cancer was included (5). More recently,
Cumming et al reported that younger women are at a higher
risk for breast cancer metastasis to gynaecological sites, than
from cervix metastasis (6).

We herein present the case of a breast cancer relapse as
cervical metastasis 2 years after surgical treatment for breast
cancer, followed by treatment with letrozole. This progression
was accompanied by a modification of the metastatic relapse
hormonal status. In fact, the negatification of the hormonal
status indicates disease progression during adjuvant hormonal
therapy.

It is imperative to differentiate breast cancer metastasis
from primary carcinoma of the genital tract, but this differ-
entiation may be difficult due to several reasons: Non-specific
symptoms at presentation, long disease-free interval, inconclu-
sive radiological findings, and adenocarcinoma histopathology.
Imaging (CT or MRI scan) was not sufficient for differential
diagnosis in the present case, as the tumour mimicked primary
metastatic ovarian carcinoma. Immunohistological analysis,
particularly staining with anti-E-cadherin, were required for
the differential diagnosis.

It has been reported in the literature that younger
women are more likely to develop breast cancer relapse with
gynaecological metastasis compared with geriatric patients.
Thus, it is imperative that all patients with a history of breast
cancer presenting with gynaecological symptoms undergo
biopsy of the relapse site. In order to make the right diagnosis,

histological analysis is key in differentiating between primary
and metastatic disease.
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