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CASE SUMMARY 
A 65-year-old female presented to 

the breast care facility with a two-month 
history of a painful, palpable mass on 
the lateral aspect of her right breast, and 
a history of T3N0, stage III, adenoid 
cystic carcinoma (ACC) of the subman-
dibular salivary gland with metastasis to 
the right lung. The patient stated the pain 
was episodic, sharp, and shooting with 
radiation along the lateral aspect of her 
right breast. She denied nipple discharge, 
nipple retraction, or skin dimpling. She 
had a previous history of atypical ductal 
and lobular hyperplasia and intraductal 
papilloma of the right breast. Physi-
cal examination showed a tender, 1 cm 
raised, superficial nodule located at the 9 
o’clock axis of the right breast, along the 
anterior axillary line. There was no evi-
dence of masses elsewhere in the breast, 
nipple retraction, nipple discharge, skin 
dimpling, or architectural distortion. Left 
breast abnormalities were not present. 

IMAGING FINDINGS 
Initial workup for the palpable breast 

mass included bilateral diagnostic mam-
mogram with tomosynthesis (Figures 1A 
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FIGURE 1. Right diagnostic mammogram, standard mediolateral (MLO) view (A) and laterally 
exaggerated cranio-caudal (XCCL) view (B), showing no abnormality in the region of palpable 
mass. The mass is marked by a triangular skin marker on the XCCL view. The mass is far lateral 
and is not included on the MLO view.
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and 1B) and right breast ultrasound (Fig-
ures 2A, 2B, 2C, 2D). The mammogram 
showed no abnormality in the region of 
the palpable lump. No suspicious mass or 

microcalcifications were seen. Expected 
postsurgical changes from a previous 
excisional biopsy for intraductal papil-
loma were seen. Targeted ultrasound of 

the palpable abnormality showed a 5 × 3 
× 3 mm, hypoechoic, complicated cys-
tic mass centered in the skin of the right 
breast, without abnormal vascularity. 
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FIGURE 2. Targeted ultrasound of the palpable right breast lump at 9 o’clock 15 cm from nipple showing a hypoechoic mass centered in the skin of 
the right breast. Figure shows the mass in radial plane (A), in radial plane with measurements (B), in radial plane with Doppler (C) and in anti-radial 
plane (D). No abnormal vascularity was demonstrated.

FIGURE 3. CT scan of the chest in lung windows settings, at the level of tracheal bifurcation (A) and at level of aortic root (B), showing nodules in 
the upper and middle lobes of right lung 4 years prior.
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This was thought to represent a seba-
ceous cyst/epidermal inclusion cyst. 
The mass was therefore classified as 
Breast Imaging Reporting and Data 
System (BIRADS) 2: a benign find-
ing. Also included out of interest are 
CT images of the chest performed 4 
years prior (Figures 3A, 3B), show-
ing lung metastases of salivary gland 
ACC. Despite these findings, a deci-
sion was made to surgically excise the 
palpable finding. 

DIAGNOSIS
Metastatic adenoid cystic carcinoma 

to the dermis and subcutis of right breast

DISCUSSION 
Adenoid cystic carcinoma is the sec-

ond most common malignancy of the 
salivary glands1. However, cutaneous 
metastasis of this malignancy is rare.1 
Cutaneous metastases from malignan-
cies of the salivary gland account for 2% 
of all cutaneous metastases in men and 
1% in women.1 The anterior chest wall 
and abdomen are the most common sites 
for cutaneous metastasis in women2. Of 
the malignancies that metastasize to the 
skin, carcinomas are the most common, 
but sarcomas, lymphomas and leuke-
mias contribute to a large percent of skin 
metastases as well3. 

Our patient presented initially with 
a palpable, right breast/lateral chest 
wall mass. The usual protocol of imag-
ing with diagnostic mammography 
and sonography was followed. On such 
imaging, masses seen within the lay-
ers of the skin are considered benign, 
and the differential diagnoses for such 
masses include sebaceous cysts and 
epidermal inclusion cysts. It is diffi-
cult to differentiate between epidermal 
inclusion cysts and sebaceous cysts on 

the basis of their appearance on imag-
ing studies.4 At mammography, these 
cysts may be seen as masses with cir-
cumscribed margins with variable tissue 
density.4 On ultrasound, they can range 
from cystic to more solid in appearance, 
depending on their contents.4 They are 
circumscribed or may be irregular when 
they are inflamed. Percutaneous biopsy 
of a sebaceous cyst/epidermal inclusion 
cyst is relatively contraindicated due to 
the risk of extensive local inflammation 
caused by dissipated contents of the cyst. 
Such findings on imaging are classified 
as benign using the BIRADS classifica-
tion. The recommendation is to continue 
routine screening.5 

This patient had a past medical history 
of ACC of the salivary gland diagnosed 
nine years ago. She underwent excision 
of a left submandibular gland along with 
a left selective neck dissection, followed 
by radiation therapy. She did well for 
the next four years until a surveillance 
CT scan of the chest found multiple pul-
monary nodules. The nodules were con-
firmed as metastatic ACC, for which 
she underwent right upper lobectomy 
and middle lobe resection. She was then 
asymptomatic for the next four years, 
until she presented at this visit. 

Our patient underwent elective exci-
sion of the breast skin mass, as it was 
very painful. Pathologic examination 
of the mass revealed metastatic ACC of 
the dermis and subcutaneous tissue. The 
tumor was morphologically identical 
to the previous metastasis to the lung. 
It was present in several foci, some of 
which may have been intravascular. 
Some foci were adjacent to the supe-
rior and deep margins. Immunostains 
for tumor prognostic markers were per-
formed as requested by the oncologist, 
revealing estrogen receptor positive 

(1% of cells), progesterone receptor 
positive (10% of cells) and Her2-neu 
negative.

CONCLUSION 
Though rare, metastatic deposit in 

the skin should be part of the differen-
tial diagnosis for a benign-appearing 
mass of the skin. A high index of sus-
picion must be maintained for patients 
with a history of malignancy presenting 
with a new breast mass that may appear 
benign on imaging. 
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