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Background. Malignant lymphomas of the breast are rare and can be primary or secondary. Non-Hodgkin Lymphoma involving
the breast is even rarer comprising 0.04-0.5% of all breast malignancies (Takemura). The incidence is even lower for T-cell
lymphomas compared with B-cell subtype. We report the rare incidence of primary T-cell lymphoma involving both breast and
ipsilateral axilla. Case. This is the case of an 80-year-old female who initially presented with asymmetry of her right breast.
Initial mammograms were inconclusive. MRI could not be performed due to the patient’s severe claustrophobia. The patient
was then lost to follow-up but re-presented with a new palpable density in the same breast. Subsequent mammogram showed a
suspicious lesion with suspicious right axillary lymphadenopathy. Core biopsy was consistent with T-cell lymphoproliferative
disorder involving both the breast and the axilla. She was then referred to medical oncology for management. Conclusion.
Although rare, lymphoproliferative disorders of the breast can be encountered during workup for suspicious breast lesions. It is
imperative that the surgeon is aware of this rare diagnosis to facilitate appropriate therapeutic intervention.

1. Introduction

Primary breast lymphoma (PBL) is defined as lymphoma ini-
tially presenting in breast tissue without a prior diagnosis of
lymphoma. It is an extremely rare subtype of Non-Hodgkin
lymphoma (<1% of all lymphomas) and represents only
0.04-0.5% of all malignant breast tumors [1] and 1.7-2.2% of
all extra-nodal lymphomas [2]. The diagnostic criteria for
PBL as laid down by Wiesman and Liao in 1972 is still the
standard definition for this rare disease and comprises of ade-
quate histopathological tissue for diagnosis, close relation
between the lymphomatous infiltrate and breast tissue, no evi-
dence of widespread or prior extramammary disease and ipsi-
lateral lymph nodal involvement (if it arises simultaneously
with the primary) [3]. It is postulated that PBL originates from
two sources, either migratory lymphocytes present within
mucosa-associated lymphoid tissue (MALT) or from lympho-
cytes residing inside the intramammary nodes [4].

An almost exclusive disease of the female breast, the
median age of the presentation of primary breast lymphoma

is 60-65 years [5]. The most common subtype of breast lym-
phoma is CD20 positive diffuse large B-cell lymphomas
(50%) with other subtypes being follicular (15%), MALT
12.2%, Burkett/Burkett’s like lymphomas (16.3%) [6]. The
incidence of T-cell lymphomas is low (12-15% of all non-
Hodgkin’s Lymphomas) [7, 8], and this incidence is even
lower in the breast even in large published series [3, 9, 10].
There is extensive reporting in the literature of T-cell lym-
phomas arising in association with breast implants especially
anaplastic large cell lymphoma ALCL [11–16]. Roden et al.
[17] in their paper published 2008 postulated a pathogenic
hyperstimulation of T lymphocytes by the silicone compo-
nent of breast implants which results in clonal expansion.

We present the case of primary breast and ipsilateral axil-
lary T-cell lymphoma presenting in an 80-year-old female.

2. Case

This 80-year-old female with a history of hypertension,
diverticulitis, and coronary artery disease was seen in our
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Figure 1: Continued.
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office after a suspicious lesion/area was seen on screening
mammography and subsequent diagnostic mammogram.
Due to extremely dense breast tissue, these images were
reported to be inconclusive with slightly asymmetrical nod-
ules seen within the right retro-areolar region labelled as
BIRADS 3. MRI was recommended for further evaluation
however due to severe claustrophobia patient could not have
it performed. Her two subsequent mammograms were
inconclusive as well, and the patient missed her one-year
follow-up appointment for physical examination. She then
re-presented to our office with a new palpable lesion in her
lower outer right breast which was redemonstrated on phys-
ical examination in the office. She was referred for a diagnos-
tic mammogram and ultrasound at this point.

She underwent a mammogram with 3D tomosynth-
esis, which revealed a 3:6 × 2:5 × 1:2 cm solid ill-defined
multilobulated mass at 8 o’clock position 3 cm from
the nipple (Figures 1(a)–1(c)). Additionally, two suspi-
cious nodes in the axilla measuring 0:7 × 0:6 × 0:6 cm
and 0:8 × 0:5 × 0:4 cm were identified (Figure 2). A
breast ultrasound and subsequent sonographically guided
core biopsy of the breast and axilla was then performed.
An atypical lymphocytic infiltrate was identified in both
the breast and axilla. Molecular genetic testing was per-
formed consistent with a T-cell lymphoproliferative dis-
order involving both the breast and axilla (Figures 3(a)
and 3(b)). There was no evidence of infiltrating ductal
or lobular carcinoma. In view of this, no further breast
tissue excision was performed and the patient was

referred to medical oncology for further management
of these lesions.

3. Discussion

Although PBL is an uncommon differential for a breast lump,
this can be the presenting symptom as in our case and can
mimic an invasive carcinoma. Clinically, it typically presents
as one or multiple painless masses quite similar to breast car-
cinoma sometimes with skin edema and local pain [11]; ipsi-
lateral axillary lymphadenopathy can be present in 13–50%
of PBL cases [9]. Symptoms may be nonspecific and may
mimic those of breast carcinoma with pain being reported
to occur in 4–25% of patients [11]. Other local signs, such
as nipple retraction or discharge and skin changes, are rare
[11]. Similarly systemic symptoms such as weight loss, fever,
and sweating are rare occurring in approximately 8–9% of
cases [18]. There is a strange predominant involvement of
the right breast in several series [3, 11, 19] with a right to left
ratio of 2 : 1 [20]. This was also the case in our patient.

Where imaging is concerned, there are no pathogno-
monic mammographic features for breast lymphoma, and
sometimes these lesions are only detected by ultrasound
[11, 19]. While our patient’s mammogram revealed an ill-
defined multilobulated mass, mammography generally
shows oval and high-density solitary or multiple masses with
a well-circumscribed margin without calcifications or specu-
lations [19, 21]. Irregular or partially defined margins on
mammography have been reported in addition to reports of

(c)

Figure 1: (a–c) Ill-defined mass at 8 o’clock position 3 cm from the nipple.

3Case Reports in Surgery



minimal and moderate spiculation as well; hence, mammo-
graphic appearances may vary [11, 20]. Diffuse increased
opacity with or without skin thickening is also reported as
mammographic findings in 9-33% of cases [11]. Many
patients may not have any abnormalities on mammography,
and ultrasound may be the only modality which detects these
lesions. Hypoechoic round or oval masses are typically seen
on ultrasonography sometimes even mistaken for simple
cysts [21, 22]. Deviation from this pattern can exist; Lyou
et al. reported a hyperechoic mass, whereas Liberman et al.
in their series reported a posterior acoustical enhancement
in 71% of cases. Ultrasound findings in our case were consis-
tent with a hypoechoic lesion.

Treatment of primary breast lymphoma is largely multi-
modal, and a standard consensus for treatment is lacking

[23]. Surgery if any is centered around diagnostic sampling
rather than curative intent although literature reports a range
of surgical options from biopsy only to radical mastectomy
with chemotherapy and radiotherapy used as adjuvant or
primary treatment.

In a large series of 465 PBL cases, Jennings et al. con-
cluded that surgery (mastectomy) did not offer any therapeu-
tic advantage, in fact, radiotherapy for stage 1 node-negative
disease showed increased overall survival and disease-free
survival (P = 0:002). This series also showed that axillary
clearance has no role in the treatment of PBL. Also, a thera-
peutic regimen involving chemotherapy for stage 2 disease
with nodal involvement showed improved overall and
disease-free survival benefit. This series also found a positive
corelation between histological grade and survival [24]. In

Figure 2: Suspicious axillary lymphadenopathy with aberrant blood flow.
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Figure 3: (a) Breast and (b) axillary histology.
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another series of 17 cases of PBL treated at Cleveland Clinic
between 1980 and 1996, improved survival was reported with
multimodal therapy including surgery, radiotherapy, and
chemotherapy at a median follow-up of 34 months. All these
were stage 1E disease (confined to the breast or breast and
ipsilateral axillary nodes [25]. Miller et al. reported signifi-
cantly better disease-free and overall survival in patients
treated with three cycles of chemotherapy (CHOP; Cyclo-
phosphamide, Doxorubicin, Vincristine, Prednisolone) with
field radiotherapy than those treated with CHOP alone (even
at 8 cycles) for treating localized intermediate and high-grade
PBL. The addition of Rituximab with CHOP increased sur-
vival significantly compared to CHOP alone [26]. The pri-
mary sites of recurrence are the axilla, contralateral breast,
and CNS. The role of CNS prophylactic treatment has been
extensively discussed but no consensus exists, some advocate
for it, and others report that it is not justified given the rarity
of the complication [27, 28]. Our patient was deemed stage 2
and underwent an ultrasound-guided biopsy as part of her
diagnostic workup but we did not pursue any further surgical
options. She was referred to oncology for consideration for
chemotherapy after a multidisciplinary team discussion.
Her metastatic workup revealed hypermetabolic activity in
the known right breast lesion with a 3:4 × 1:5 cm hypermeta-
bolic mass at the left obturator without hilar or mediastinal
disease. Left femoral head avascular necrosis was noted as
well as flow cytometric evidence of bone marrow involve-
ment (5%). She is currently receiving combination immuno-
therapy and chemotherapy (Cytoxan, Adriamycin, and
Brentuximab). Additionally, in view of the late age of presen-
tation in our patient and the rarity of CNS recurrence, this
option was discussed and the decision was to not proceed
with investigations.

4. Conclusion

Primary breast lymphoma and specifically T-cell lymphoma
is a rare differential for a breast lump, which cannot easily
be differentiated from invasive ductal carcinoma. Histopath-
ologic diagnosis is mandatory and can guide treatment.
Surgical role is limited to obtaining tissue for pathological
diagnosis, and primary management options include
chemoradiation.
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