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A case of infl ammatory breast carcinoma: A case of infl ammatory breast carcinoma: 
Carcinoma erysipeloidesCarcinoma erysipeloides

Sir,
Carcinoma erysipeloides (CE), which clinically 
resembles erysipelas, is an uncommon, but distinctive 
form of cutaneous metastasis. It has been termed 
inflammatory metastatic carcinoma. It classically 
presents as a rapidly evolving unilateral chest wall 
erythema, which may extend to the back, proximal 
part of the arm and even across the midline.[1]

A 44-year-old woman was referred to our outpatient 
clinic with a one-month history of an asymptomatic 
erythematous plaque. Two years ago the patient 
had undergone a radical mastectomy for an 
infiltrating ductal carcinoma of the left breast. 
The patient was treated with radiotherapy and six 
cycles of intravenous chemotherapy comprising of 
cyclophosphamide, methotrexate and 5-fluorouracil 
(CMF regimen). Following the final cycle of 
chemotherapy, examination revealed the evidence 
of an erythematous plaque on the left chest wall. 
On physical examination, she was afebrile and had 
a large, ill-defined, indurated erythematous plaque 
affecting the skin of the left side of the chest wall 
extending to the back [Figure 1].

She was treated with intravenous antibiotic with the 
diagnosis of cellulitis, but after two different antibiotic 
regimens with no relief, other diagnostic entities were 
considered. A skin biopsy demonstrated an invasion 
of the dermal lymphatics by tumor cells accompanied 

by edema and slight perivascular lymphoid infiltrate 
[Figure 2]. The histopathological findings supported 
the clinical diagnosis of CE. The patient did not 
respond to the current chemotherapeutical treatment 
(CMF regimen) and died eight months after diagnosis. 

CE constitutes about one per cent of metastasis 
from breast cancer and is often considered a marker 
of tumor recurrence.[2] Most of these patients have 
intraductal breast cancer, as in our case. The average 
life expectancy is two years from the time of diagnosis. 
The most common features of inflammatory breast 
carcinoma are erythema (51%), and a palpable 
breast mass (51%).[3] The median duration of onset 
of inflammatory skin changes before the diagnosis of 
malignancy was 10 weeks.[3] Dissemination is most 
likely to have occurred via a direct spread from the 
affected lymph nodes to  the cutaneous lymphatics.[3]

CE may rarely be the first sign of ‘silent’ tumor. Cox 
et al. described a case in which CE was the first sign 
of prostate carcinoma.[3]This pattern is rarely seen 
with other organs such as lungs, thyroid, colon, 
rectum, prostate, larynx, gastric adenocarcinoma and 
malignant melanoma.

The other distinctive clinical patterns of metastasis 
almost exclusive to breast cancer include telangiectatic 
carcinoma and carcinoma en cuirasse. Carcinoma 
telangiectoides is manifested by red papules 
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Figure 1: (a-c) Carcinoma erysipeloides caused by recurrent intraductal breast carcinoma. Erythematous plaque over the anterior 
chest wall extending to the back
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and telangiectasias and carcinoma en cuirasse is 
manifested by dusky, transluscent skin with an orange 
peel appearance which mimics morphea due to the 
associated induration.[3]

The pathology of inflammatory carcinoma is distinctive 
with the deposition of tightly packed malignant cells 
within the superficial and deep lymphatics without 
the pathologic evidence of acute inflammation, such 
as neutrophils, although the lesions look clinically red 
and inflamed. Dermal lymphatic invasion is considered 
to be the hallmark of CE.[4] Immunohistochemistry 
may prove invaluable in establishing the tissue of 
origin in inflammatory breast carcinoma. Ormbsy et 
al. showed that gross cystic disease fluid protein-15 
(GCDFP-15) and estrogen receptor protein (ERP) are 
valuable markers for cutaneous metastatic breast 
carcinoma and they suggested that they should be 
used in combination.[5]

Primary inflammatory carcinoma of the breast 
represents a diagnostic challenge, and delay in 
diagnosis is common. Erysipelas, cellulitis and 
radiation dermatitis are the differential diagnoses 
which should be considered.[2] Our case also illustrates 
that CE could be misdiagnosed as cellulitis. There is 
no specific treatment for CE but, clinically, regression 
may be seen with anticancer therapy. 

In conclusion, our case shows that CE, which is a 
marker of tumor recurrence in a patient with breast 

carcinoma, suggests that immediate check-up is needed 
for early detection of recurrence of malignancy even if 
the patient has undergone chemotherapy. Awareness 
of the distinctive inflammatory manifestation of CE is 
essential for the dermatologists to establish an early 
diagnosis for the appropriate treatment.
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Figure 2: (a-b) Dermal lymphatics containing malignant cells (H and E, x40, x100)
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