Synchronous Invasive breast carcinoma, Endometrial cancer
and Small lymphocytic lymphoma in a 49 year-old female
Libyan patient. Case report and Literature review

Abstract

Diagnosis of synchronous primary cancers in one patient is a relatively rare event,
although breast cancer and endometrial cancer are two common female malignancies. We
report on a rare case of synchronous breast cancer, endometrial cancer and small
lymphocytic lymphoma in a Libyan female patient. A 49 year old female patient
presented with right breast mass for 6 months. An ultrasound scan showed irregular
suspicious mass in right breast and axillary lymph node enlargement. Wide local
excision was done outside Misurata Cancer Center, histopathology report showed
invasive ductal carcinoma of the breast (G2) with positive resection line, then this
patient admitted to Surgery department, Misurata Cancer Center. CT scan chest, abdomen
and pelvis no distal metastasis seen, according to Multidisciplinary Team decision,
patient underwent right mastectomy and axillary clearance. Histopathology and
immunohistochemical report showed residual invasive ductal carcinoma, which was
positive for the estrogen receptor and the progesterone receptor, free resection
margins and small lymphocytic Iymphoma (SLL) involving the axillary lymph nodes

confirmed with immunohistochemical staining positive for CD20, CD5,(CD23 and BCL-2 while
negative for CD3 and Cyclin D1. Second malignhancies are known to be associates with
SCLL, some observers reported that an increased risk of second cancers in patient with
SCLL. We represent a rare combination of synchronous primary SCLL with breast cancer

and endometrial cancer in a woman.
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Introduction or at the same site, if histological
The first report of Multiple Primary characteristics are different”.?®
Malignant Classified multiple primary cancers

Neoplasms (MPMN) was published by Billroth observed at the same time or within six
in months as synchronous multiple primary

1889.' Since then, numerous reports of cancers, and cancers developing with more

MPMNs than six months as an interval as
have been published. Despite its metachronous multiple primary cancers.’
increasing rates, MPMs remain rare. A concurrent presentation of multiple

. . s
Occurrence ranges between 0.7% and 11.7%. 2 primary neoplasms is a rare occurrence.

”

MPMN is defined as ‘two or more They present a therapeutic challenge to

primary cancers located at different sites the physician and should be treated by a


http://cjcr.amegroups.com/article/view/3701/4579#B7

multidisciplinary team with a patient—

oriented approach. ®

We presented a rare instance of
synchronous breast cancer, small
lymphocytic  lymphoma and  endometrial
adenocarcinoma. With a review of the
literature.

Case presentation
A 49 year old female,

presented with right breast mass

Libyan patient
for 6
months. An  ultrasound scan  showed
irregular suspicious mass in right breast
Wide

local excision was done outside Misurata

and axillary lymph node enlargement.

Cancer  Center, histopathology  report

showed invasive ductal carcinoma of the
breast with positive resection line,

Then this patient was transferred and
admitted to Surgery department, Misurata

Cancer Center. Pathology review was done

revealed invasive ductal carcinoma (G2)
(Fig; 1).

CT scan chest, abdomen and pelvis no
distal metastasis seen. According to

Multidisciplinary Team decision, patient

underwent right mastectomy and axillary

clearance.

Histopathology and
immunohistochemical report showed
residual invasive ductal carcinoma,
which was positive for the estrogen
receptor (ER) and the progesterone
receptor (PR) 80% HER-2 status were
negative, free resection margins and

surprisingly small lymphocytic lymphoma
(SLL)  (Fig. 2)
1lymph without

involving the axillary
evidence of

with

nodes any

breast cancer, confirmed

immunohistochemistry study was showed

that the neoplastic lymphoid cells are

positive for (D20, CD5, (D23 and BCL-2

while they are negative for CD3 and

Cyclin DI.

is positive in 15% of tumor cells

The proliferation index Ki67

Bone marrow biopsy was done revealed
cell
the

infiltration of bone
blood film

revealed lymphocytosis with normochromic

Lymphoid

marrow, peripheral

anaemia.

Then patient started adjuvant therapy
both

1lymphoma.

invasive breast and

After two months

for cancer
during the
follow—up, patient complained from heavy
which since long time ago but

the

menses

ignored by patient.  Gynecology

consultation was done and abdominal

ultrasound was requested and revealed

significant thickening of uterine
endometrium, then PAP smear was done
revealed Pap-1V adenocarcinoma. Then
total abdominal hysterectomy, bilateral
salpingoopharectomy, omentum and
bilateral iliac LNs biopsied was
revealing high differentiated

endometrial carcinoma (Fig; 3), chronic

nonspecific cervicitis and fibrocystic

change.
Patient now good general condition,
started adjuvant

was treatment, on

regular follow up.
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Fig 2 : Endometrioid
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Discussion

MPMs have three criteria that must be
(I) each tumor must be distinct
(1D
present definite features of malignancy;
and (III) the possibility that the one
is a metastasis of another must be ruled
Which are divided

categories

present:

from each other; each tumor must

into two large
the
If the tumors

out.
according to time of
diagnosis of each tumor.
are diagnosed simultaneously or within a
they called

If the interval is longer,

six month interval, are

synchronous

the tumors are called metachronous.”®
The risk to develop a new primary

cancer in cancer survivors is 20% higher

The

diagnosis of synchronous primary cancers

than in the general population.®

in one patient is a relatively rare

event. !
The possibility of synchronous breast

cancer and endometrial cancer in one

person is extremely low and might be

only a coincidence, as reported in one
study the diagnosis of endometrial
cancer within one year after the

diagnosis of primary breast cancer 1is
less than 0. 05%.
The

endometrial

and
fact

breast
the

coexistence of

cancer reflects

carcinoma of the endometrium(X:that there are many environmental and

that
predispose the patient to both breast

hormonal risk factors may

cancer and endometrial cancer, such as
genetics, hormonal, environmental and
obesity. 112

There are many other factors increasing

gﬁ risk of endometrial cancer, such as age

"S'

(i.e. in older patients),
postmenstrual period, > nulliparous,
a positive history of irregular menstrual
" cycle. ' Our case had some of these risk
factors, nulliparous
irregular heavy menstrual cycle.

We also performed a literature search
to estimate possible links
pathogenesis of breast cancer and small
cell lymphoma.
that the oncogenic Epstein—-Barr virus may

more common

and

such as and

between the
Subramaniam et al reported

be responsible for spread of both invasive
breast carcinoma and lymphomas through the
nuclear protein EBNA-3C interacting with
the human metastatic suppressor protein
Nm23-H1 ability to
breast and lymphoma cell migration.
was reported that CX3CRI,
adhesion molecule,

reversing 1its stop
16 It
a non-B cell
may be expressed on
mantle cell lymphoma and aid in lymphoma
dissemination in breast carcinoma
patients. ! A study that
inactivation of a single gene within the

BRCA pathway can

also showed

increase the risk of



developing small Cell lymphoma.'® Based
upon above—mentioned evidence, the
synchronous occurrence of both breast
carcinoma and small cell lymphoma may
beyond simple secondary cancer theory and
actually related to a common etiology.

The study of MPMs may provide useful
information not only for clinical
purposes, but it can also provide clues
for the etiology and the management of
cancer. They can generally be
categorized 1into three major groups
depending on the main etiologic factor.
The first group includes treatment
related neoplasms, the second includes
syndromic cases, and the third includes
neoplasms that may share common
etiologic factors, such as genetic
predisposition or same environmental
factors. ' Additionally, two or more
cancers can also be a result of pure
chance. %,

Research needs to be done to further
explore the correlative pathogenesis
between those two cancers. In
particular, we emphasize the importance
of a comprehensive review of systems and
a more attentive physical examination of

. . . )
patiemts for Tmproved detectionm of —these

synchronous malignancies
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