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n cases without a previous history of radiotherapy and/or chemothe-
rapy, it is rare to find the involvement of ipsilateral axillary lymph no-
des in conjunction with breast carcinoma metastasis and synchronous

lymphomatous proliferation (tumor in tumor). Table 1 summarizes the ca-
ses reported in the literature.1-4

Here, we present a case with simultaneous presentation of invasive
ductal carcinoma metastasis and nodal marginal zone B-cell lymphoma in-
volvement in the same axillary lymph nodes.
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AABBSS  TTRRAACCTT  We re port an unu su al con di ti on, “tu mor in tu mor”, in a 66-ye ar-old wo man who
pre sen ted with a swel ling in her left axil lary re gi on for a pe ri od of one month. Me tas ta sis of in-
va si ve duc tal car ci no ma of the bre ast was shown in axil lary lymph no des which were in vol ved by
no dal mar gi nal zo ne B-cell lympho ma. Sin ce sen ti nel lymph no de bi opsy has be en per for med in-
cre a singly in ca ses wit ho ut pal pab le axil lary lymph no des, the pro ba bi lity of synchro no us ma lig -
nan ci es, es pe ci ally lympho mas, sho uld be kept in mind since identifying co in ci dent tu mors is
important for pro per tre at ment. The dif fe ren ti al di ag no sis of low gra de non-Hodg kin lympho -
mas from non-ne op las tic re ac ti ve lympho id pro li fe ra ti ons may be re ally chal len ging. The re fo re
syste ma tic cli ni cal exa mi na ti on as well as de ta i led his to lo gi cal and im mu no his toc he mi cal eva lu -
a ti on is man da tory. 

KKeeyy  WWoorrddss::  Lymph no des; lympho ma; car ci no ma, duc tal, bre ast 

ÖÖZZEETT  Sol ak sil ler böl ge de bir ay dır de vam eden şiş lik ne de niy le baş vu ran 66 ya şın da ki bir ba -
yan has ta da na dir gö rü len bir du rum olan “tü mör için de tü mör” ol gu su bil di ri yo ruz. No dal mar -
gi nal zon B-hüc re li len fo ma tu tu lu mu gös te ren ak sil ler lenf dü ğüm le rin de me me nin in va ziv
duk tal kar si no mu me tas ta zı sap tan dı. Pal pe edi le bi lir ak si ler lenf dü ğü mü ol ma yan me me tü mör -
le rin de gi de rek ar tan sık lık ta sen ti nel lenf dü ğü mü bi yop si si ya pıl dı ğın dan, sen kro nöz ma lig ni -
te ler le kar şı laş ma ola sı lı ğı akıl da tu tul ma lı dır. Çün kü rast lan tı sal bir lik te lik gös te ren tü mör le rin
sap tan ma sı uy gun te da vi se çi mi için önem ta şır. Dü şük de re ce li non-Hodg kin len fo ma lar ile
non-ne op las tik re ak tif len fo id pro li fe ras yon la rın ayı rı cı ta nı sı ba zen çok zor ola bi lir. Bu ne den -
le de tay lı his to lo jik ve im mun his to kim ya sal in ce le me ya nı sı ra sis te mik kli nik mu a ye ne zo run -
lu dur. 
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CA SE RE PORT
A 66-ye ar-old wo man admitted to a pub lic hos pi -
tal with the complaint of swel ling in her left axil -
lary re gi on lasting for a month. The bi opsy of the
left axil lary lymph no de was reported as me tas ta ti -
c car ci no ma, sug ges ting pri ma rily an in va si ve duc-
tal car ci no ma me tas ta sis of the bre ast. The pa ti ent
then was con sul ted by staff at the Uni ver sity Hos-
pi tal. In her physi cal exa mi na ti on, bi la te ral cer vi -
cal and axil lary mul tip le lympha de no pat hi es we re
pre sent, ho we ver, there were no pal pab le masses
in bre asts. Ra di o lo gi cal eva lu a ti on re ve a led a sus pi-
ci o us mass with mic ro cal ci fi ca ti ons in the up per
ex ter nal qu ad rant of the left bre ast. Ex ci si o nal bi -
opsy was the re af ter app li ed. The bi opsy sho wed an
in va si ve duc tal car ci no ma (0.5 cm in di a me ter, his-
to lo gi cal gra de: 3, nuc le ar gra de: 3) with a pre do -
mi nant in tra duc tal car ci no ma com po nent.
Immunostaining revealed the fol lo wing: Es tro gen
(-), Pro ges te ron 60% (++), p53 10% (+), Ki-67 20%
(+) and c-erb-B2 sco re 3 (+). The pa ti ent un der went
mo di fi ed ra di cal mas tec tomy and axil lary lymph
no de dis sec ti on. Mas tec to my ma te ri al sho wed ad-

di ti o nal in si tu duc tal car ci no ma fo ci, fib rocy ctic
chan ges and pa ge to id in vol ve ment of the nipp le.
In te res tingly, the nor mal no dal arc hi tec tu re of all
dis sec ted 22 lymph no des we re ef fa ced by uni form
small lympho id cells with re gu lar nuc le ar con to urs
and scant cytop lasm. Two out of 22 lymph no des
al so inc lu ded in va si ve duc tal car ci no ma me tas ta sis
wit ho ut ex tra cap su lar invasi on (Fi gu re 1). The dif-
fu se pat tern of lympho id cells wit ho ut any in ter -
ve ning lympho id fol li cu les and fo cal cap su lar
in vol ve ment of the se lymphocy tes in so me no des
sug ges ted low gra de non-Hodg kin lympho ma rat -
her than be nign re ac ti ve dif fu se lympho id hyperp -
la si a. Im mu no his toc he mi cal analy sis was
performed in or der to ma ke the dif fe ren ti al di ag -
no sis among low gra de non-Hodg kin lympho mas
such as small cell lympho ma, no dal mar gi nal zo ne
lympho ma, lymphop las macy tic lympho ma and
mant le cell lympho ma. The se lympho id cells we re
CD20 and bcl-2 po si ti ve, whe re as they we re CD3,
CD5, CD10, CD23 and cyclin-D1 ne ga ti ve. Im mu -
nop he noty pe of the se lympho id cells was con sis -
tent with no dal mar gi nal zo ne B-cell lympho ma

Author Age, Sex, Presentation Pathologic diagnosis of breast lesion Pathologic diagnosis of axillary lymph nodes

Ortega P Jr et al. 1951 NA Breast carcinoma Breast carcinoma metastasis in ALNs involved with chronic 

lymphocytic leukemia

Woolam GL et al. 1966 NA Breast carcinoma Breast carcinoma metastasis in ALNs involved with small 

lymphocytic lymphoma

Caraway NP et al. 1997 62, F, mass in right breast axillary tail Invasive ductal carcinoma, Metastatic invasive ductal carsinoma and small lymphocytic 

Black’s nuclear grade 2 by FNAC lymphoma in ALNs (by FNAC)

Ambrosiani L et al. 1999 67, F, breast lump (right) Invasive ductal carcinoma, Diffuse centroblastic-centrocytic non-Hodgkin’s lymphoma 

poorly differentiated in all ALNs

Six ALNs include breast carcinoma metastasis

Barrenger E et al. 2005 61, F,  NA Invasive ductal carsinoma, grade 2 SLN prosedure was applied, one SLN included both breast 

carcinoma metastasis and lymphoma 

All 21 ALNs include only follicular B-cell lymphoma

Pandey U et al. 2003 75, F, breast mass (left) - Three ALNs include both breast carcinoma metastasis and lymphoma

The rest of all ALNs include small lymphocytic lymphoma 

(chronic lymphocytic leukemia, B-cell)

Present 2009 66, F, swelling in left axillary region Invasive ductal carcinoma with 2 ALNs include both breast carcinoma metastasis and lymphoma

a predominant ductal carcinoma in situ The rest of all 20 ALNs include only marginal zone 

component, grade 3 and Paget’s disease B-cell lymphoma

TABLE 1: Clinicopathologic features of cases with synchronous involvement of invasive breast carcinoma and 
lymphoma in the same axillary lymph nodes (tumor in tumor).

NA: not available, F: female, FNAC: fine-needle aspiration cytology, SLN: sentinel lymph node, ALNs: axillary lymph nodes.
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(Fi gu re 2). The re fo re, the pa ti ent was re fer red to
the De part ment of He ma to logy. Physi cal exa mi na -
ti on re ve a led ot her lympha de no pat hi es in the left
pos te ri or cer vi cal, right an te ri or cer vi cal and right
axil lary re gi ons. She had no symptoms of lympho -
ma (night swe ats, fe ver, we ight loss) and no he pa -
tosp le no me galy. 

Tho rax com pu ted to mog raphy (CT) re ve a led
mul tip le lympha de no pat hi es in bi la te ral axil lary
re gi ons (gre a test di men si on 25 mm on the left and
21 mm on the right) and in left hi lar re gi on. Furt -
her mo re, se qu el ade no pat hi es were seen in the sub-
ca ri nal re gi on, a pa ranc hi mal no du le and li ne ar
atelectasis were seen in the left lung and an air cyst
was present in the right lung. No ab nor ma li ti es we -

re fo und in ab do mi nal CT and bo ne scin tig raphy.
Ro u ti ne blo od tests, eryt hrocy te se di men ta ti on ra -
te, re nal and li ver func ti on tests and LDH we re in
nor mal ran ges. Ejec ti on frac ti on of the pa ti ent was
65% and no ab nor ma lity was fo und on car di o lo gic
exa mi na ti on. An tracy clin-ba sed che mot he rapy
was the re fo re plan ned [cyclop hop ha mi de (750
mg/m2, se cond day), do xo ru bi ci ne (50 mg/m2, se c-
ond day), vin cris ti ne (1.4 mg/m2, se cond day),
pred ni so ne (40 mg/m2, se cond day) and ri tu xi mab
(375 mg/m2, first day)], which was con ve ni ent for
both tu mor types. Af ter the first cycle of ini ti al
che mot he rapy, si de ef fects such as gra de 3-4 na u -
se a-vo mi ting, gra de 3-4 mu co si tis, gra de 2 di arr h -
e a and gra de 2 he ma to lo gi cal to xi city (He mog lo bin:
9.0 gr/dl) ap pe a red and the re af ter the patient re fu -
sed this che mot he rapy re gi men. Tre at ment mo da -
lity was then chan ged to cyclop hop ha mi de (600
mg/m2, first day) and do xo ru bi ci ne (60 mg/m2, first
day). Tho rax and ab do mi nal CT were normal af ter
thre e cycles with the sa me re gi men. Anas tra zo le
1mg p.o. was star ted pro ges te ron hor mo ne re cep -
tors were positive. The pa ti ent has be en fol lo wed-
up for since one ye ar after the ini ti al di ag no sis.
The re we re no re cur ren ces of eit her in va si ve duc-
tal car ci no ma or lympho ma. In for med con sent was
ob ta i ned from the pa ti ent for pub li ca ti on.

CONC LU SI ON
Only few ca ses have been reported with bre ast car-
ci no ma oc cur ring si mul ta ne o usly (tu mors di ag no -
sed wit hin a 6-month pe ri od) with lympho ma in
the axil lary lymph no des. The se tu mors show two
dif fe rent dis tri bu ti ons in the ip si la te ral axil lary
lymph no des; 1- Both bre ast car ci no ma me tas ta sis
and lympho ma in vol ve ment we re pre sent eit her in
the sa me or in the dif fe rent no des.1-7 2- Axil lary
lymph no des were in vol ved with lympho ma pro li -
fe ra ti on wit ho ut bre ast car ci no ma me tas ta sis. In
this con di ti on, lympho ma to us in fil tra ti on was
iden ti fi ed unex pec tedly in pa ti ents who un der went
sen ti nel lymph no de pro ce du re or axil lary dis sec ti -
on af ter the di ag no sis of bre ast car ci no ma in the ir
bi opsy ma te ri als..5,8,9 The re fo re, ca re ful exa mi na ti on
of axil lary lymph no des is im por tant for exact di ag-
no sis and sta ging of the tu mors. 

FI GU RE 2: Marginal zone lymphoma, details of tumor cell morphology (H&E,
x400, a) bcl-2, x100, b) CD 20, x200). 

FI GU RE 1: In va si ve duc tal car ci no ma and no dal mar gi nal zo ne lympho ma in
the sa me axil lary lymph no de (H&E, x200).
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Ca ra way et al.2 re por ted a ca se with synchro -
no us ma lig nan ci es ini ti ally di ag no sed by fi ne-ne -
ed le as pi ra ti on cyto logy (FNAC). The di ag no sis was
then sup por ted with im mu no his toc he mistry and
flow cyto metry. A 62-ye ar-old wo man pre sen ted
with a mass in her left ab do men, we ight loss and a
right bre ast mass. Physi cal exa mi na ti ons and ra di -
o lo gi cal eva lu a ti ons re ve a led a mass in the axil lary
ta il of her right bre ast with lo cal ery the ma and skin
ul ce ra ti on as well as right axil lary lympha de no pat -
hi es. FNAC of the axil lary lymph no de sho wed hy-
per cel lu la rity com po sed of both lympho id and
epit he li al cell po pu la ti ons. The epit he li al cell gro -
ups had lar ge cytop lasm with ir re gu lar nuc le ar
mem bra nes and pro mi nent nuc le o li. The lympho -
id cells sho wed a uni form po pu la ti on of small, ro -
und cells with co ar sely clum ped chro ma tin and
in cons pi cu o us nuc le o li.  

Sen ti nel lymph no de bi opsy (SLNB) is a tech-
ni qu e per for med in cre a singly in ca ses wit ho ut pal-
pab le axil lary lymph no des (cli ni cally no de
ne ga ti ve).10 It is con tro ver si al whet her the SLNB
pro ce du re app li es in ca ses with synchro no us tu mor
in the ir axil lary lymph no des. Be no it et al.5 re por -
ted a 53-ye ar-old wo man with the comp la int of a
sus pi ci o us bre ast mass. Ele ven ye ars ear li er she was
di ag no sed with Wal dens trom’s mac rog lo bu li ne -
mia. SLNB was per for med and two sen ti nel lymph
no des we re iden ti fi ed. Both had lymphop ro li fe ra -
ti ve in fil tra ti on alone wit ho ut any car ci no ma me -
tas ta sis, the re fo re, the axil lary dis sec ti on was
comp le ted. In te res tingly, a car ci no ma me tas ta sis
with ex tra cap su lar spread was fo und in one out of
nine non-sen ti nel lymph no des. Aut hors men ti on
that fal se ne ga ti vity of SLNB pro ce du re may ari se
from con cur rent in fil tra ti on by lympho ma and this
may ca u se inap prop ri a te sta ging of bre ast car ci no -
ma. In the ca se of Bar ren ger et al.3 ho we ver, SLNB

co uld be per for med suc ces fully and the in vol ve -
ment of both tu mors we re re ve a led. A 61-ye ar-old
wo man pre sen ted a pal pab le bre ast tu mor (8 mm)
in the left up per ex ter nal qu ad rant and cli ni cally
ne ga ti ve axil lary lymph no des. She un der went
lum pec tomy with SLNB and two sen ti nel lymph
no des we re fo und in the ip si la te ral axil la. Me tas ta -
tic car ci no ma (2 mm) was fo und in one of two sen-
ti nel lymph no des and then axil lary lymph no de
dis sec ti on was comp le ted. All 21 non-sen ti nel
lymph no des sho wed lympho ma in fil tra ti on (fol li -
cu lar B-cell lympho ma) but no evi den ce of bre ast
can cer me tas ta sis.3

To the best of our know led ge, six concomitant
bre ast car ci no ma me tas ta sis and lympho ma in fil -
tra ti on cases have been reported in the sa me ip si -
la te ral axil lary lymph no de. Fi ve of the se six ca ses
had low gra de B-cell non-Hodg kin Lympho ma
(fol li cu lar lympho ma, small lymphocy tic lympho -
ma, Wal dens tröm type lympho ma and ex tra no dal
mar gi nal zo ne lympho ma) and one had high gra de
B-cell non-Hodg kin Lympho ma (dif fu se lar ge cell
lympho ma).

Con se qu ently, it is im por tant to iden tify co in -
ci dent tu mors for pro per tre at ment. The pos si bi lity
of simultaneous bre ast car ci no ma and lympho ma -
to us in vol ve ment sho uld be ta ken in to con si de ra ti -
on in the pre sen ce of bulky axil lary lymph no des
(uni la te ral or bi la te ral) and/or cer vi cal/sup rac la vi -
cu lar lympha de no pat hi es with a re la ti vely small si -
ze bre ast mass by cli nic/ra di o lo gic exa mi na ti ons.
Ca re ful his to pat ho lo gi cal exa mi na ti on as well as
im mu no his toc he mi cal sta i ning is im por tant for the
cor rect di ag no sis. 
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