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ABSTRACT: Bone is one of the common sites for distant metastasis from breast cancer. About 6%-

10% of breast carcinomas have already spread to distant sites at the time of initial diagnosis. 

Presence of bone metastasis affects patient’s prognosis and the planning of treatment. We report a 

case of 32year old female who presented with a subtrochanteric fracture left femur and multiple 

osteolytic lesions throughout the axial skeleton leading to clinical suspicion of multiple myeloma. 

Hematological work up suggested a metastatic deposit. Subsequent detailed examination revealed a 

breast lump in right breast. On core biopsy it was diagnosed as duct cell carcinoma. This report 

addresses the role of bone marrow examination in arriving at a diagnosis in multiple osteolytic 

lesions which pose wide differential diagnoses. 
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INTRODUCTION: Breast cancer is most common cancer in women in many countries, including 

developing countries. In India breast cancer is the second most common cancer in women. Breast 

cancer is increasing both in young (11% per decade) and old women (16% per decade). It is 

estimated that 1, 00, 000 -1, 25, 000 patients are newly diagnosed to have breast cancer in India 

every year. Since 1990 the incidence has increased 1.5% annually.1 Approximately 4–6% of breast 

cancers are metastatic at the time of diagnosis2. Bone is the most common site of distant metastasis 

and metastasis to bone are diagnosed in 30%–85% of patients with advanced breast cancer.3 Bone 

metastasis causes much of the morbidity and disability in patients with breast cancer. 

 

CASE REPORT: A 32year old female presented to our hospital with difficulty on walking and pain in 

both hip regions, more on left side. On physical examination she had limited and painful movements 

of left hip joint. An initial X-ray of the pelvis showed a subtrochanteric fracture of left femur, along 

with multiple osteolytic lesions in the pelvis. X ray of spine and skull also showed multiple osteolytic 

lesions. MRI of pelvis and whole spine was done which also revealed multiple osteolytic lesion 

involving spine and pelvis, the differential diagnosis offered were multiple myeloma and metastasis. 

In view of clinical suspicion of multiple myeloma a complete hemogram was done which was 

within normal limits. No abnormal cells were seen and there was no rouleaux formation and the 

blood picture was normocytic hypochromic. Urine for Bence jones proteins was negative, serum 

calcium was within normal limits - 8.4mg/dl, blood urea nitrogen was elevated to 60mg/dl, and 

serum creatinine was 2.2mg/dl. Serum protein electrophoresis was done and there was no M spike. 

As there was high suspicion of multiple myeloma bone marrow aspiration was done. 

The aspiration yielded only scanty material and the smears showed few clusters of large 

pleomorphic round to oval cells with scant cytoplasm, round to oval nucleus with coarse chromatin 

and one or two prominent nucleoli. The cell block was prepared with the aspirate which also showed 
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these similar cell clusters in a hemorrhagic background with no marrow elements. Based on the 

morphology, a possibility of metastatic deposits of carcinoma was given. Bone marrow biopsy was 

attempted but was unsuccessful. IHC was done on the cell block. The pleomorphic cells were positive 

for Pan CK suggesting a metastatic deposit of epithelial malignancy. 

A detailed retrospective general examination revealed right breast mass of 1.2cms diameter 

in upper outer quadrant, firm in consistency with restricted mobility. A single right axillary lymph 

node was also palpable. Ultrasound of breast showed right breast mass measuring 1.6 x 1.9 cms. 

with internal vascularity and axillary lymph node measuring 1.5 x 1.2 cms. 

Fine needle aspiration of the right breast mass was suggestive of proliferative breast disease 

and from right axillary lymph node showed features consistent with reactive changes. 

With a high degree of suspicion of metastatic carcinoma, a trucut biopsy of right breast mass 

was advised. Serum CA 15.3, which is a marker of metastatic breast carcinoma was also done which 

was highly elevated to 1806U/ml (normal < 32U/ml). Histopathology of core biopsy showed 

pleomorphic ductal epithelial cells with hyperchromatic nuclei. IHC for P 63 was negative. With the 

above findings a diagnosis of invasive duct cell carcinoma was given. Patient was referred to regional 

cancer institute and presently receiving chemotherapy and is being followed up. 

 

DISCUSSION: About 4-6% of breast carcinomas present with metastases at the time of initial 

diagnosis of which bone is the most common site.4 Interactions between neoplastic cells and bone 

marrow-derived cells aid the metastatic process. There is a possibility that bone marrow serves as a 

‘sanctuary’ to protect metastatic breast cancer cells.5 

This protective environment may support the metastatic foci before they progress locally to 

form bony metastases or equally serve as a platform from which breast cancer cells can be 

stimulated locally or systemically to seed other organs or even re-seed the site of the original 

primary tumor.6 

Bone metastases from breast carcinoma can present as blastic, osteolytic or mixed lesions.7 

Purely osteolytic lesions can simulate the picture of multiple myeloma. Identification of etiology of 

osteolytic lesions may be further difficult if the breast mass is not the initial complaint at the time of 

presentation as it was in our case. Workup for anosteolytic lesion should first exclude the possibility 

of a multiple myeloma. M spike on serum protein electrophoresis and other biochemical parameters 

are useful tools to safely exclude the possibility of a multiple myeloma, but one should always 

remember that non secretory myeloma does not show a M spike. 

A bone marrow aspiration along with IHC of cell block can be of great help in arriving at a 

diagnosis in such cases. When in doubt, serum CA 15.3 levels can be a useful marker in metastatic 

breast carcinoma8 (>30u/ml indicates metastasis and poor prognosis). Numerous studies have 

indicated that CA15.3 is a reliable marker in breast carcinoma and correlates well with the disease 

stage.9 A similar case was reported in literature by Daniela Katz et, al.10 In our case serum CA 15.3 

concentration correlated with the diagnosis given on bone marrow aspiration and helped us to 

locate the primary. 

There are few cases reported in the literature which showed multiple myeloma in known 

case of breast carcinoma11,12. The present case clinically thought as multiple myeloma turned out to 

be metastatic deposits of breast carcinoma. 
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CONCLUSION: The present case emphasizes that a thorough workup is necessary to come to a 

specific diagnosis in osteolytic lesions as a metastatic malignancy can mimic a multiple myeloma or a 

multiple myeloma can be camouflaged by metastatic deposit. 
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Fig. 5: Tru cut biopsy breast showing 
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