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SUMMARY
Ipsilateral axillary lymph node metastasis is common, 
while contralateral axillary lymph node metastasis (CAM) 
is uncommon. This report is of a patient that presented 
with a recurrence of left breast cancer and synchronous 
CAM, with a distant history of left breast conserving 
surgery and axillary dissection for invasive carcinoma. 
The CAM was confirmed following a non-routine 
lymphoscintigraphy and sentinel lymph node biopsy. 
This highlights the possibility of CAM representing as 
locoregional disease rather than advanced stage IV 
disease.

BACKGROUND
In women, breast cancer is the most commonly diag-
nosed malignancy and the leading cause of cancer 
death.1 sentinel lymph node biopsy (SLNB) is the 
standard of care for lymph node staging in patients 
with invasive breast carcinoma.2 3 In patients with 
previous breast conserving surgery and axillary 
lymph node surgery, SLNB often is considered for 
recurrence, however, this is not considered stan-
dard of care for patients with a prior complete axil-
lary lymph node dissection (ALND).

It is common for patients to develop collateral 
lymphatic flow after axillary nodal surgery. There-
fore, in the case of a breast cancer recurrence, 
further nodal evaluation may provide greater accu-
racy in staging and prognosis. We present a case 
of a synchronous contralateral axillary metastasis 
in a patient with recurrent left-sided breast cancer 
having had previous breast conserving surgery and 
axillary clearance. This has implications on staging 
and prognostication of recurrent breast cancer.

CASE PRESENTATION
A 62-year-old woman presented to our institution 
with a non-palpable left breast lesion noted on 
both ultrasonography and mammography during 
her regular breast screen, measuring 17 mm in size 
sonographically at the upper outer quadrant. The 
patient had clinically negative axillary nodes. A core 
biopsy showed invasive lobular carcinoma (ILC).

The patient had a history of breast cancer on the 
same (left) side, treated in a different institution 11 
years previously, with a left breast wide local exci-
sion and ALND and subsequent adjuvant chemora-
diotherapy. The histopathology of that cancer was a 
12 mm grade 3 mixed ILC and ductal carcinoma in 
situ (DCIS) and with two out of two sentinel nodes 
positive. The tumour biology was ER positive, PR 

positive and HER-2 negative. Following discussion 
in the institution’s multidisciplinary team (MDT) 
meeting, the recommendation was for axillary 
dissection and subsequent adjuvant therapy. The 
axillary dissection was negative for further metas-
tases. The patient had an unremarkable 5-year 
surveillance following her adjuvant treatment 
with anastrazole and was discharged from their 
follow-up service.

The patient had a medical history for type 2 
diabetes mellitus, hypertension, obesity, gastro-
oesophageal reflux disease and back pain.

The patient was scheduled for a left mastec-
tomy and, incidentally, a SLNB with a preopera-
tive lymphoscintigraphy having been arranged. 
On the day of the procedure, it was acknowledged 
that performing a SLNB was not in keeping with 
usual standards; however, as the lymphoscintig-
raphy had showed uptake of the radiotracer in 
the contralateral (right) side (figures 1 and 2), the 
decision was made to proceed with a SLNB on the 
contralateral right axilla after consultation with 
the patient.

The histopathology of the left breast revealed 
a 70 mm grade 3 ILC with focal DCIS with clear 
margins. The receptor status was ER and PR 
positive, and HER-2 negative. The SLNB from 
the contralateral (right) side showed macrome-
tastasis of tumour cells consistent with contra-
lateral axillary lymph node metastasis (CAM). 
Clinical examination and imaging review of the 
right breast showed no evidence of malignancy. 
Furthermore, a positron emission tomography/CT 
scan did not show distant metastases (figure  3). 

TREATMENT
The patient’s case was discussed at our institution’s 
MDT—given the tumour stage (T3) and taking the 
patient’s wishes into account, the patient was sched-
uled for a right axillary clearance and prophylactic 
right mastectomy with a plan for adjuvant chemo-
therapy. The patient had preference for a right 
mastectomy given her concerns of having previous 
breast cancer, and the current asymmetry resulting 
in imbalance and decreased functionality.

OUTCOME AND FOLLOW-UP
Final histopathology showed no evidence of malig-
nancy in the prophylactic right mastectomy and all 
15 lymph nodes in the left axilla were negative for 
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further metastases. She proceeded with adjuvant chemotherapy 
as per our institution’s MDT recommendation.

DISCUSSION
Breast cancer is the most commonly diagnosed malignancy 
and the leading cause of cancer death1 in women. Screening 
for breast cancer is the best method for detecting early breast 
cancer, however, patients still present with advanced breast 
cancer. While ipsilateral axillary lymph node metastasis is more 
common, CAM although rare, has an incidence of 1.9%–6%.4–6

The lymphatic drainage of the breast most commonly goes to 
the ipsilateral axilla and internal mammary glands; less common 
drainage patterns are to retromammary, cervical nodes, perito-
neal cavity and contralateral breast/axilla.7 However, disruption 
of common lymphatic drainage may alter the drainage pattern by 
creating collateral flow to the contralateral axilla. This may be 
secondary to malignant involvement of the lymphatic channels,8 9 
previous breast10 or axillary surgery, and adjuvant radiotherapy.

Regardless of CAM being synchronous or metachronous, by 
virtue of its location, metastasis of breast cancer to the contra-
lateral site is currently recognised as stage IV disease, with the 
metastatic classification as M1.11 However, there is argument 
for CAM to be considered as a locoregional (N3) disease rather 
than a systematic (M1) disease due to the postulated aberrant 
lymphatic flow resultant from either previous malignancy or 
treatment.12

In our patient with synchronous CAM, histopathology 
demonstrated no evidence of breast cancer in the contralateral 
(right) side following her prophylactic mastectomy. The absence 
of malignancy in the right breast, therefore, rules out occult 
breast cancer as the cause of the CAM, suggesting that disrupted 
lymphatics from either previous breast surgery, axillary surgery 
or radiotherapy could have affected this. However, CAM was 
only identified due to a serendipitous event. This may suggest 
that CAM may be an underinvestigated phenomenon, as the 

Figure 1  Fused lymphoscintigraphy image showing radiotracer uptake 
in the right axilla. Black arrow shows radiotracer uptake. White arrow in 
coronal image demonstrates radiotracer uptake in contralateral (right) 
sentinel lymph node. White arrowhead in axial image demonstrates 
uptake in the right axilla. NM, nuclear medicine. 

Figure 2  Lymphoscintigraphy showing right axilla sentinel lymph 
node radiotracer uptake following administration of technetium99 in left 
breast. LT, Left; RT, Right.

Figure 3  Axial PET/CT slices postleft mastectomy and right sentinel 
lymph node biopsy, showing no evidence of distant metastases. PET/CT, 
positron emission tomography/CT.

Learning points

	► Extra axillary metastases from breast cancer can occur, in 
particular, in patients with previous surgery to the affected 
sided.

	► Lymphatic drainage patterns are altered in patients with 
previous breast/axillary surgeries and adjuvant treatment.

	► Further studies are needed to determine if contralateral 
axillary lymph node metastasis (CAM) behaves as 
locoregional disease rather than a distant metastatic process.

	► Future studies, therefore, would help to understand the 
natural history of synchronous CAM in recurrent breast 
cancer.
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current guidelines do not suggest routine lymphoscintigraphy in 
a recurrent breast cancer with previous axillary dissection.

Currently, the implications of CAM are unclear. A review by 
Chkheidze et al12 noted variable long-term survival in patients 
with CAM, with poorer prognosis in patients with synchronous 
CAM due to being diagnosed at a more advanced stage of the 
disease.12 It has also been noted that the median progression-
free survival of patients with CAM is only 10 months,8 possibly 
suggesting a more aggressive biology of the cancer. It remains 
to be seen if routine lymphoscintigraphy in patients with recur-
rent breast cancer would provide more accurate staging. In our 
patient, CAM would not have been detected if a lymphoscintig-
raphy and SLNB had not been performed, thereby delaying adju-
vant treatment which may offer long-term disease-free survival.

Further research is needed to determine the role of lympho-
scintigraphy in patients with recurrent breast cancer.
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