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Case Report

Metaplastic breast cancer masquerading as a
recurrent haematoma: A case report
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Abstract. An 85-year-old Chinese lady presented with a 5-day history of a painless left breast lump. There was no fever, nipple
discharge, or history of trauma. She had a past medical history of atrial fibrillation that was managed with an oral anticoagulant.
Mammography demonstrated a dense mass in the upper outer quadrant of the left breast. Ultrasound showed an irregular,
heterogeneous 4.7 cm lesion containing debris and cystic spaces with raised peripheral vascularity at the 2 o’clock position, 3
cm from nipple. No internal vascularity was detected. This was managed as a haematoma and rivaroxaban was withheld. Follow-
up imaging 3-weeks later showed persistence of the lesion. Bedside needle aspiration yielded haemoserous fluid with immediate
reduction in size of the lesion. However, 2 weeks after aspiration, there was recurrence of the ‘haematoma’.
Multidisciplinary review of the clinical history, examination and imaging was sought, and biopsy of the irregularly thickened
areas with vascularity along the periphery of the lesion was recommended. Vacuum-assisted biopsy was performed, and histology
returned as metaplastic carcinoma.
A recurring ‘haematoma’ should always prompt a search for a secondary cause, with features such as irregular thickened walls
and papillary/nodular components requiring further evaluation with biopsy for histopathological correlation.
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1. Introduction

Breast haematomas typically present with a history
of trauma, such as seat belt injuries in road traffic acci-
dents. Spontaneous occurrence of breast haematomas
is rare, although these have been reported to occur in
patients on anticoagulation [1,2]. Breast haematomas
are typically managed conservatively unless large or
symptomatic, for which percutaneous aspiration may
be considered [3].

Historically, there have been a few case reports
of breast cancers presenting as recurrent breast
haematomas, specifically angio- or carcino-
sarcomas [4,5]. According to Roy et al., biopsy
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of a haematoma should be pursued when there
has been resorption of the haematoma and the
residual underlying parenchyma demonstrates
architectural distortion; or there is persistence of the
haematoma despite treatment [1]. Other indeterminate
or suspicious features which would prompt subsequent
biopsy include thickening or enhancing cyst walls,
mural nodularity, or an irregular cyst contour [6].

We present a case of a recurrent predominantly cys-
tic lesion that was initially managed as a haematoma,
but was subsequently found to demonstrate suspicious
sonographic features that prompted a biopsy which
eventually yielded histology of metaplastic breast car-
cinoma. This case augments our understanding of the
management of persistent or recurrent ‘haematomas’ in
the breast, with particular consideration for underlying
malignancy.
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2. Case report

An 85-year-old Chinese female presented with a 5-
day history of a painless lump in her left breast. There
was no fever, nipple discharge, or history of trauma to
the breast. Her relevant past medical history included
atrial fibrillation for which she had been long term oral
anticoagulation (rivaroxaban). She had no history of
breast surgery or intervention.

On examination, there was a sizeable palpable
mass in the upper outer quadrant of the left breast
(Fig. 1). Mammography revealed a high-density mass
with rather well-circumscribed margins and no asso-
ciated calcifications. Ultrasound showed an irregular,
heterogeneous lesion with internal debris and cystic
spaces at the 2 o’clock position, 3 cm from the nipple,
measuring 4.7 × 4.7 × 1.8 cm. There was peripheral
vascularity but no demonstrable internal vascularity.
This was managed as a haematoma and the patient’s
oral anticoagulation was withheld.

The lesion persisted at a 3-week follow-up and a
bedside ultrasound-guided needle aspiration was per-
formed, with immediate reduction in size. The fluid
aspirated was purely haemorrhagic and resembled
altered blood products. Two weeks after the aspiration,
the lesion recurred and now measured 5.4 × 5.2 × 3.4
cm (Fig. 2). The lesion’s irregular margins with asso-
ciated vascularity were again demonstrated, and new
thickened septations were observed. There was also a
new discrete nodular component along the periphery
with prominent vascularity.

Following a repeat ultrasound-guided aspiration
of the haemorrhagic components, a, vacuum-assisted
biopsy with a 9-Gauge biopsy device was performed
targeting the peripheral nodular component and por-
tions of the walls that appeared more thickened and
irregular (Fig. 3).

Histology showed numerous pieces of breast tissue
extensively involved by tumour, composed predomi-
nantly of spindle cell carcinoma and focal squamous
cell carcinoma, suggestive of metaplastic carcinoma.
Staging computed tomography of the chest, abdomen
and pelvis showed a complex solid-cystic lesion in the
left breast with thick, nodular, enhancing walls (Fig. 4).
There was no evidence of nodal or distant metastasis.

The patient subsequently underwent left mastectomy
with axillary clearance. Histopathological analysis of
the surgical specimen confirmed metaplastic carci-
noma with low-to-intermediate grade ductal carcinoma
in situ.

3. Discussion

Breast cancer is the most commonly diagnosed can-
cer in womenworldwide, and remains the leading cause
of cancer death in women [7], with approximately 2.3
million cases and 685000 deaths in 2020 [8]. The rare
subtype of metaplastic breast cancer (MBC), accounts
for less than 1% of all breast cancer diagnoses [9], and
is a diagnostic challenge due to its variable clinical pre-
sentation and low incidence. MBC has been described
on mammography to be a high-density mass with vari-
able margins, that is usually round, oval or lobular in
shape [10,11]. On ultrasound, it is typically a hetero-
geneous or hypoechoic solid mass, or a mixed cystic-
solid mass [11]. The complex sonographic appearance
is usually related to the haemorrhagic or cystic degen-
eration found on histopathology [12]. This presentation
of MBC as a recurrent haemorrhagic lesion is unusual,
and to our knowledge has not been documented in the
literature.

A review of literature showed that there are higher
rates of both local and distant recurrence [10], as well as
oestrogen (ER), progesterone (PR) and HER-2 receptor
negativity, and tend to have a worse prognosis com-
pared to other triple negative breast cancers. Addi-
tionally, there is suggestion that systemic treatment
strategies (for example, adjuvant chemotherapy used
for adenocarcinoma) may be relatively ineffective for
MBC [10,13]. The tempo of metastatic MBC appears
to be rapid, with Rayson et al. reporting a median
survival of 8 months from the detection of metastatic
disease [13], which highlights the need for early detec-
tion in this histological subgroup.

While spontaneous breast haematomas may be
related to the use of anticoagulants or underlying bleed-
ing diathesis, there is a small proportion of lesions
that may be harbouring an occult malignancy. Interval
follow-up imaging and clinical review is therefore vital
to ensure complete clinical and radiological resolu-
tion of the suspected haematoma. A recurring or non-
resolving breast ‘haematoma’ should always prompt a
search for a secondary cause, with features such as
irregular thickened walls and papillary/nodular com-
ponent (especially if these demonstrate increased vas-
cularity) requiring further evaluation with biopsy for
histopathological correlation. In our centre, suspected
breast haematomas are evaluated on a case-by-case
basis, with the occasional need for a multi-disciplinary
team discussion to discuss further management.

Morozova et al also highlights the importance of
clear and bidirectional communication between the
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Fig. 1. (a, b) Mediolateral-oblique (MLO) and cranio-caudal (CC) mammographic views of both breasts, with a dense mass in the upper outer
quadrant of the left breast (arrows). (c, d) Targeted ultrasound of the left breast showed an irregular cystic lesion with internal debris at the 2
o’clock position, 3 cm from the nipple. Mild peripheral vascularity was noted.

Fig. 2. (a, b) Recurrence of the lesion twoweeks after needle aspiration. Thickened septationswith prominent vascularitywere clearly demonstrated.

Fig. 3. (a) Pre-biopsy ultrasound demonstrating a focal papillary component with prominent vascularity (arrow). (b) Post-biopsy ultrasound showed
significant reduction in size of the lesion.
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Fig. 4. Staging CT performed 2 weeks after the biopsy demonstrating recurrence of the lesion in the left breast, with thickened, irregular and
enhancing walls (arrow).

radiologist and sonographer in the imaging of emer-
gent breast complaints, including that of a haematoma
[14]. The importance of real-time scanning must be
emphasized as it allows the radiologist to evaluate
subtle findings that may not be readily appreciable
on static images, such as the differentiation between
tiny solid mural nodules and mobile internal debris.
Radiologists in our centre routinely have face-to-face
discussions with the performing sonographer which
provides timely feedback and translates to better patient
care.

This case report adds to our knowledge of the dif-
ferent presentations of MBC, as well as the growing
evidence that recurrent breast haematomas should be
managed with a high index of suspicion, including
thorough work up with imaging and histopathological
correlation when suspicious imaging features are iden-
tified.
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