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Metastatic renal cell carcinoma 
presenting as a breast lump in a treated 
breast cancer patient
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ABSTRACT

Metastatic malignancy in the breast is uncommon.  

A 68-year-old woman with a past medical history 

of breast cancer presented with a lump in the 

opposite breast. A mammogram suggested a 

possible benign lump. An ultrasonography-guided 

core needle biopsy was taken to complete the 

triple assessment. The histology on the breast 

core biopsy showed it to be a metastatic renal cell 

carcinoma. Subsequent computed tomography of 

the abdomen confirmed a renal primary tumour. 

The patient was referred to the renal oncologist 

for palliative treatment.

Keywords : breast mass, breast metastatic 

tumour, breast neoplasm, metastasis, renal cell 

carcinoma

Singapore Med J 2009; 50(8): e277-e279

Introduction

The commonest breast malignancy is a primary breast 
cancer. Rarely, the breast can be a site of metastatic 
spread.(1,2) We describe a patient with a past medical 
history of carcinoma of the breast presenting with a breast 
lump on the opposite side. Although the lump appeared 
benign radiologically, the histology showed it to be a 
metastatic renal cell carcinoma. Subsequent computed 
tomography (CT) confirmed a renal primary tumour. The 
aim of this article is to increase awareness of secondaries 
to the breast.

Case Report

A 68-year-old woman presented in 2008 with a one-week 
history of a lump in her left breast. Her past medical 
history included carcinoma of the right breast (T2N0MX) 
for which she had undergone a wide local excision and 
level III axillary node clearance in 1996. This was 
followed by radiotherapy to the breast and a five-year 
course of tamoxifen. Examination confirmed a 2 cm × 
1 cm firm, non-tender lump underneath the left areola 
at the 6 o’clock position, which was clinically benign. 
A mammogram showed a parenchymal deformity in the 

upper outer quadrant of the right breast, consistent with 
scarring from the previous operation.  On the oblique view 

Fig.1 Photomicrographs show (a) tumour cells with clear 
cytoplasm (Haematoxyin & eosin, × 30). The tumour cells were 
positive for (b) vimentin (× 10) and (c) CD10 (× 10). 
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of the left breast, there was a discrete soft tissue mass in 
the inferior aspect. This was reported as radiologically 
benign. Ultrasonography (US) of the left breast showed 
indeterminate features, and an US-guided core needle 
biopsy of the lump was performed. 
	 Imprint cytology from the core biopsy was reported as 
benign. Histology of the core biopsy sample was reported 
as malignant. It revealed breast tissue infiltrated by large 
areas of cohesive tumour cells in alveolar groups. The 
tumour cells had clear cytoplasm that was positive on 
periodic acid-Schiff stain, indicating glycogen content. 
They also had slightly enlarged, low-grade nuclei 
(Fig. 1). They were positive for CD56 but negative for 
two other neuroendocrine markers (chromogranin and 
synaptophysin). The tumour cells were focally weakly 
positive for CD10, and strongly positive for vimentin 
(Fig. 1). Immunohistochemistry showed that the tumour 
cells were negative for oestrogen receptors (ER), 
progesterone receptors (PR) (Fig. 2), E-cadherin, CK7, 
CK20 and CD68, and for myoepithelial markers p63, 
SMA and calponin. The morphology and immunoprofile 
were that of a metastatic renal clear cell carcinoma. 

	 When the patient was reviewed in the clinic, she did 
not have any abdominal or urinary symptoms, and her 
abdomen was clinically unremarkable. CT confirmed a 
2-cm mass in the subcutaneous tissue of the left breast 
and an 8-cm left renal mass (Fig. 3). Five pulmonary 
nodules were identified on the right, in both upper and 
lower lobes. The largest nodule measured 7 mm. Two 
pulmonary nodules were identified at the left base, the 
larger of which measured 1.5 cm. A small pulmonary 
embolus (PE) was identified in the right upper lobe. 
There was a 1.2-cm left hilar node. Multiple simple liver 
cysts were noted. In addition, two metastases were noted 
in liver segments 4b and segment 5/6 which were each 3 
cm in size. There was an 11-mm focal lesion in the spleen 
with soft tissue attenuation. There was a 1-cm left para-
aortic lymph node at the level of the renal vessels and 
a 4.5-cm left adrenal mass. In summary, CT showed a 
metastatic renal tumour and a PE. The patient was treated 
with low-molecular-weight heparin and warfarin for 
the PE. The case was discussed in the multidisciplinary 
meeting, and the patient was referred to the regional renal 
oncologist for consideration of chemotherapy.

Fig. 3 Axial CT images show (a) a tumour in the left breast 
(arrow) and (b) a tumour of the left kidney.

Fig. 2  Photomicrographs show that the tumour was histologically 
negative for (a) oestrogen receptors (ER −ve) (× 10) and (b) 
progesterone receptors (PR −ve) (× 10). Normal breast ducts 
show nuclear staining which serves as internal control. 
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Discussion 

Secondary deposits account for 0.4%–6% of breast 
malignancy. Reported primary tumours that spread to 
the breast include melanoma, kidney,(3,4) stomach, uterine 
leomyosarcoma,(5) vulval carcinoma,(6) lung carcinoma,(7) 
colon cancer(8) and neuroendocrine tumours. Renal cell 
carcinoma is notorious for its spread, partly because 
of its increased vascularity. Breast metastasis from a 
renal cancer is rare,(9) and has been reported as the first 
manifestation of the disease.  The metastasis can appear 
many years after nephrectomy.(3) Secondaries in the 
breast commonly arise from haematogenous spread. 
Renal oncocytoma is also known to spread to the breast. 
Breast cancer can also spread to the kidneys.(10) Triple 
assessment should be performed in all breast lumps. 
In the case of breast metastasis, fine-needle aspiration 
cytology will show atypical cells which are different 
when compared to a primary breast cancer.(11) If a biopsy 
is not performed, then one may miss the diagnosis. ER 
and PR negativity raises the possibility of a metastasis.  
Immunohistochemistry will help to characterise the 
primary tumour.  
	 This patient presented with a left-sided breast 
lump and a past medical history of breast cancer on the 
right breast. Imaging and histology confirmed it to be 
a metastatic renal cancer. The mammograms, US and 
imprint cytology were reported as benign or indeterminate, 
and represented false negatives. The benign imprint 
cytology may reflect the low-grade tumour cell nuclei 
seen on histology. A cure is unlikely with metastatic renal 

malignancy and palliative chemotherapy may be the only 
option. If there is only a single-site breast metastasis and 
none elsewhere, both the primary and secondary tumours 
may be excised, followed by suitable adjuvant therapy, 
and the patient should be treated in a specialist centre 
dealing with renal cancers.
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