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Introduction

Abstract

Introduction: We present a case of a 69 years old Bulgarian pa-
tient with a Triple Negative (TN) MBC. One year after the Breast-
Conserving Surgery (BCS), adjuvant chemo- and radiotherapy she
was diagnosed with metastases in the sigmoid colon, mesosigmoid,
loco-regional lymph nodes and in the brain.

Case report: The patient was initially diagnosed with locally ad-
vanced TNBC of the left breast in March 2021. She had undergone 6
courses of neoadjuvant chemotherapy and BCS with axillary lymph
node dissection on 15.07.2021. The patient had received 4 courses
of CarboTAx and whole breast radiation therapy postoperatively
until December 2021. Eight months after that she was diagnosed
with large bowel lesion in the sigmoid and a second small one in
the mesosigmoid on the follow up PET/CT. She was admitted and
had undergone laparoscopic left hemicolectomy. Due to signs of
central system disorder (headache, impaired vision and vertigo) she
was sent to additional examination with MRI (17.10.2022). Several
heterogenous formations were found in the supratentorial space.

Discussion: TNBC presents an aggressive subgroup, associated
with worse prognosis and in about 30-40% of the cases early metas-
tases and recurrence are observed. MBCs have poor response rates
to cytotoxic chemotherapy compared to other types of BC.

Conclusion: The presented case is here to show the unpredict-
able biological behaviour of this pathology regardless of the ade-
quate treatment plan and careful follow up and to remind the physi-
cians to be permanently aware of the numerous manifestations of
the disease.

Keywords: Triple negative metastatic metaplastic breast cancer;
Chemotherapy; Chemoresistance; Colon; Brain

Case presentation

Metaplastic Breast Cancer (MBC) is a rare and aggressive
subtype of Breast Cancer (BC), comprising approximately 1% of
all BC cases, and is defined histologically as tumors that have
epithelial differentiation into squamous and/or mesenchymal
components, with multiple components often co-existing in the
same tumor [1,2]. We present a case of a 69 years old Bulgarian
patient with a Triple Negative (TN) MBC, who received 6 courses
of neoadjuvant chemotherapy, was operated afterwards and
staged - T2ZNOMO. One year after the Breast-Conserving Surgery
(BCS), adjuvant chemo- and radiotherapy she was diagnosed
with metastases in the sigmoid colon, mesosigmoid, loco-re-
gional lymph nodes and in the brain.

This is a case of an aggressive subtype of MBC in 69 years
old Bulgarian women-TNBC with sigmoid and brain metasta-
ses. The patient was initially diagnosed with locally advanced
TNBC of the left breast in March 2021. She was without any
additional comorbidities and family history of breast or ovarian
cancer. The multidisciplinary oncological board have decided to
give her neoadjuvant chemotherapy in the following regimen:
4 courses of FEC (5-flourouracil, epirubicin, cyclophosphamide)
and 2 courses of Docetaxel. She had undergone BCS with axil-
lary lymph node dissection on 15.07.2021.

The final histopathological result verified poorly differenti-
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ated TN MBC of the left breast, G3, e-cadherin — negative, Ki67
— 70% expression with wide zones of necroses. No metastases
were found in the 12 examined lymph nodes.

The patient had received 4 courses of CarboTAx and whole
breast radiation therapy postoperatively until December 2021.
Eight months after that she was diagnosed with large bowel le-
sion in the sigmoid and a second small one in the mesosigmoid
on the follow up PET/CT with SUV 8 (08.2022), initially assessed
as a metachronous colorectal cancer (Figure 1).

Figure 1: PET/CT incidental detection of cancer of the sigmoid
colon 11 months after BCS for BC of the left breast.

Figure 2: Intraoperative finding — a defined oval tumor in contact
with the bowel’s wall and a second lesion involving and fixating
the mesosigmoid.

She was admitted and had undergone laparoscopic left
hemicolectomy (09.2022- Figure 2).

The result from the final histopathological examination
showed histological and immunohistochemical concordance
between the colon and breast specimens — TN MBC with heter-
ogenous mesenchymal differentiation with negative expression
of cytokeratin and positive for p63 and AMAKR markers. The
patient was scheduled to receive chemotherapy with Nab-pa-
clitaxel but due to signs of central system disorder (headache,
impaired vision and vertigo) she was sent to additional exami-

nation with MRI(17.10.2022). Several heterogenous formations
were found in the supratentorial space-one occipitally on the
left side (37 x 29 mm — Figure 3) and four smaller frontally and
frontoparietally on the right, which were interpreted as second-
ary lesions. After careful consideration the patient is set to un-
dergo CyberKnife treatment.
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Figure 3: Multiparametric head MRI — an oval lesion with perifo-
cal vasogenic edema close to the inferior sagittal sinus and left
venous torcula.

Discussion

MBCs tend to present with a larger size, less frequent axillary
nodal involvement, and have a higher rate of developing dis-
tant metastasis compared to other BC [3,4]. They are frequently
negative for Hormone Receptors (HR) and Human Epidermal
Growth Factor 2 (HER2) overexpression, with 85-89% of cases
noted to be TN in recent analyses [5-7]. However, compared
to other TNBC, MBCs tend to have worse outcomes across all
clinical stages, with 3-year overall survival for stage IV disease of
15% vs 22% for TNBC, and 64% for all other BC types according
to the National Cancer Database [8].

TNBC presents an aggressive subgroup, associated with
worse prognosis and is responsible for about 15-20% of all BC
cases and is becoming a great therapeutic challenge due to
the absence of clearly defined molecule targets, which deprive
these patients of the efficiency of conventional chemotherapy
and hormonal treatment. In about 30-40% of the cases of TNBC
early metastases and recurrence are observed [9-13]. In Park
et als research, the TNBC group showed poorer disease free
survival than the HR-positive group among patients with Tla-
bNOMO BC and was identified as an independent risk factor for
overall survival [14].

MBCs have poor response rates to cytotoxic chemotherapy
compared to other types of BC and recent studies are aimed to
evaluate the response to immune checkpoint blockade-anti-PD-
1-therapy [15].

Adams reported a case of metastatic MBC with a large chest
wall lesion that dramatically responded to nab-paclitaxel + pem-
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brolizumab, with an ongoing response at 6 months, whereas Al
Sayed et al. (2019) presented a case of chemo-refractory meta-
static MBC treated with durvalumab + paclitaxel with a com-
plete clinical response reported without recurrence at 2 years
[16,17].

Conclusion

The aggressive nature of TN metastatic MBC as a chemo
resistant subtype of BC force the scientists to target different
molecular alterations in need for effective palliative options.
The presented case is here to show the unpredictable biologi-
cal behavior of this pathology regardless of the adequate treat-
ment plan and careful follow up and to remind the physicians
to be permanently aware of the numerous manifestations of
the disease.
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