
Case Report

Axillary Metastasis from Occult Breast Cancer and Synchro-
nous Lung Cancer: A Case Report

Abstract

This is an 84-year-old woman found to have on exam two Right 
axillary masses by her Primary Care Physician. The patient was then 
sent to our institution for further evaluation, which surprisingly re-
vealed a lung mass, but no primary breast mass.

After biopsies, both areas revealed different immunohistochem-
istry. She underwent further treatment, with resection of both the 
lung and axillary tumors.

This is an interesting case that report highlights the importance 
of having high index of suspicion of breast cancer in the setting of 
axillary mass and, the importance of differentiating associated syn-
chronous versus metastatic cancer. 
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Introduction

Multiple primary malignant tumors are a term used to re-
fer to the presence of two or more primary cancers of differ-
ent origins in the same patient. The reported incidence of this 
condition ranges from 0.73 to 11.7% [1] and it’s further classi-
fied as synchronous or metachronous depending on the time of 
diagnosis. It is synchronous when the time between diagnosis 
of the first and second primary tumors is less than 6 months 
and metachronous when that period is more than 6 months.
Occult breast cancer was first described in 1907 by Halstedas 
“cancerous axillary glands with non-demonstrable cancer of the 
mamma” [2]. Due to advancement in diagnostic techniques, oc-
cult breast cancer has shown to be an uncommon diagnosis, 
with a reported incidence of 0.3-1% of all breast cancer patients 
[3]. Women with breast cancer are at increased risk of subse-
quent primary malignancies, specifically lungcancer [4]. This pa-
per describes a case of occult breast cancer with a synchronous 
diagnosis of lung cancer. 

Case Report

An 84-year-old female with past medial history of hyperten-
sion, chronic kidney disease, and osteoporosis. On physical ex-
amination, a right axillary lymphadenopathy was noted, with-
out any palpable breast mass. 

The patient reports that she first noticed the axillary mass 
was about a year ago. Her previous mammogram in 2015, at the 
age of 77, was negative for any malignancy. The investigation 
then proceeds with a new diagnostic mammogram and bilateral 
ultrasonography (US) examination. 

US revealed “markedly abnormal lymph nodes with thick-
ened cortex” in the right axilla without any mass in the breast 
(Figure 1).
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Figure 1: Initial breast Ultrasound.

Figure 2 showed non-specific findings on the right breast 
with a request for a second look ipsilateral mammogram. Sec-
ond look imaging remained negative for masses. On her meta-
static work up, a 1.1 cm right lung upper nodule was noted on 
the chest CT (Figure 3).

Interventional radiology was consulted, and a CT guided bi-
opsy of the node was done. Surprisingly, the node was consis-
tent with lung adenocarcinoma (Figure 4). Immunohistochemis-
try showing Thyroid Transcription Factor-1 (TTF-1) positive and 
a Programmed Death-Ligand 1 (PD L1) score of 40%. A Positron 
Emission Tomography (PET-CT) (Figure 5) was negative for me-

Figure 2: Breast MRI – no lesion found.

Figure 3: Right upper lung nodule.

tastasis and the case was discussed on our tumor board given 
the presence of two primary synchronous cancers.

For her lung cancer (T1N0M0 stage IA) her options included 
upfront surgical resection versus stereotactic radiation. The 
patient expressed preference for surgical intervention. For her 
breast cancer (cT0N2M0), a decision was made to offer neo-
adjuvant therapy followed by axillary dissection and radiation. 

Patient refused neoadjuvant chemotherapy, however, 
agreed to hormonal therapy only. Anastrozole was initiated 
in December 2021 and in the subsequent month, the patient 
underwent right video assisted thoracoscopy, with right upper 
lobe posterior segmentectomy and lymph node sampling. On 
examination of the specimen, all margins were clear, and all 
lymph nodes were negative. The patient was then scheduled 
to proceed with axillary dissection 3 months from her thoracic 
procedure however, her post operative course was complicated 
by pleural effusions requiring thoracentesis on two separate 
occasions. Finally, seven months after her thoracic surgery, the 
patient had returned to her baseline status and was cleared to 
proceed with axillary dissection. She was taken Anastrozole in 
the interim time, with no clinical response appreciated on phys-
ical examination. She underwent lymph node dissection in July 
2022 and 2 out of 14 lymph nodes showed poorly differentiated 
breast carcinoma (Figure 6). At the time of this writing, she con-
tinues to follow in our institution and remains only on Anastro-
zole. She was again offered chemotherapy and radiation treat-
ment after the axillary resection but continued to decline it. 

Figure 4: 

Figure 5: Lung biopsy.
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Figure 6: Axillary lymph node with breast carcinoma.

Discussion 

Previous studies looking at cancer registries have showed 
that there is an increased risk for lung cancer after breast can-
cer [5,6], however, most of the cases are reported following 
radiotherapy and possibly related to an interaction between 
radiotherapy and previous smoking status. Our case describes a 
synchronous lung adenocarcinoma with an occult breast cancer 
in a non-smoking patient.

Multiple primary malignant tumors rarely occur, and, with 
the consistent increased availability of diagnostic techniques, 
occult breast cancer is also a rare instance. In the presence of a 
suspicious lesion, it remains critical to distinguish between an-
other primary lesion from metastatic lesions. Aside from breast 
cancer, many other adenocarcinom as have been shown to me-
tastasize to the axillary lymph nodes [7], highlighting the need 
for further diagnostic work-up.  

Our patient first presented with an isolated axillary mass. 
The first step is to clarify whether they are benign or malignant 
and then to confirm the origin. The presence of both ER and PR 
has a crucial role in determining whether the primary disease 
behind an axillary metastatic lymphnode is breast cancer. In our 
case, immunohistochemistry was essential to identify the origin 
of the metastasis. 

In a previous study involving five synchronous cases of both 
lung and breast cancers, all patients underwent concurrent 
surgery for both cancers. Breast cancer surgery consisted of 
partial or total mastectomy with/without axillary lymph node 
dissection while lung cancer surgery consisted of pulmonary lo-
bectomy with lymph node dissection. Authors concluded that 
concomitant surgery may be feasible and safe [8]. In our case, 
the decision of separate procedures was individualized to the 
patient and the potentially benefits of neoadjuvant therapy for 
her breast cancer. 

The treatment of occult breast cancer was traditional radi-
cal or modified radical mastectomy. However, a clinical trial 
performed at Memorial Sloan Kettering Cancer Center (MSKC), 
where thirty-eight patients with occult breast cancer were 
treated as per current National Comprehensive Cancer Network 
(NCCN) guidelines with either Axillary Lymph Node Dissection 
(ALND) and whole breast radio therapy or ALND and mastec-
tomy. At their median follow up of 7 years, there was no local 
or regional recurrence in either arm. This study suggests that 
in the present of occult breast cancer, and then ALND followed 
by ipsilateral breast radiotherapy is a reasonable option rather 
than a mastectomy [9]. Therefore, this was the proposed treat-
ment for our patient. 

Although there is little additional evidence to guide the use 
of neoadjuvant chemotherapy, Offri et all have reviewed cur-
rent data, suggesting that neoadjuvant chemotherapy is area-
sonable option for occult breast cancer patients, particularly for 
those with a high gradeHER2 [9]. Our patient did not agree to 
receive neoadjuvant therapy and it remains unclear whether 
that would have provided clinical remission in her axillary node.  
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