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Abstract: Primary lymphoma involving the breast accounts for only 0.04—0.5% of malignant breast tumors, constituting 1—
2 % of all non-Hodgkin lymphomas (NHL). Here, we report a case of breast ALK-positive ALCL arising in a 21-year-old

woman in pregnancy with single abscess as the first clinical manifestation.
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1. Introduction

Primary lymphoma involving the breast accounts for only 0.04-0.5% of malignant breast tumors,
constituting 1-2 % of all non-Hodgkin lymphomas (NHL) [l Most patients were female with unilateral
breast, rarely bilateral breast, whereas the vast majority of primary breast lymphomas (95%) are of B-cell
origin with diffuse large B-cell lymphoma (DLBCL) or mucosa-associated lymphoid tissue lymphomas
(MALT lymphoma) [?. Of the <10% that are of T lineage, most are PTCL-NOS 1. Primary anaplastic large
cell lymphoma (ALCL) of the breast is very rare. Breast implant-associated ALCL (BIA-ALCL) are
predominantly T-cell neoplasms ALCL M with few cases of B-cell lymphomas described in association
with breast implants !,

2. Case presentation

A 21-years-old female patient (gravida 1, para 0) in the 28" week of gestation was admitted to the hospital
with left breast mass on January 8, 2016. The patient denied any history of fever, night sweats or weight
loss. A 10-cm mass-like abscess in the left breast was evident in physical examination with obscure bound,
pain with touch, red and swelling in the area. Two drainage incisions were made in upper inner and lateral
quadrant of left breast, without nipple discharge or crater nipple (Figure 1a). The right breast was normal.
Diagnosis was delayed because many doctors thought it was abscess of breast, with incision and drainage.
The mass continued to grow, and the patient was then referred to us for therapeutic management. B-mode
ultrasonography showed fluid sonolucent area in the left breast. Pathologic diagnosis indicates that the
neoplastic cells are large, epithelioid, and pleomorphic, with abundant cytoplasm, vesicular irregular nuclei,
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and frequent mitoses. “Hallmark™ cells could be found (Figure 3). The cells typically showed strong and
diffuse immunoreactivity for CD30 and ALKT, T-cell markers (CD3), cytotoxic-associated antigens, and
epithelial membrane antigen (EMA), but negative expression for CD20, CD79a and Pax-5. Molecular
genetic  analyses have demonstrated T-cell receptor gene rearrangements. Histology,
immunohistochemistry, and T-cell gene rearrangement studies were supportive of a CD30- and ALK-1-
positive anaplastic large cell lymphoma. Patient was disposed of the induction labor in the 32" week of
gestation. After two days, computed tomography (CT) imaging showed multiple system lesions with mass
in the left breast, an enlarged numerous bilateral cervical and left axillary lymph nodes, multiple nodules
in the left lung, and single nodule in the left kidney (Figure 2a). Biopsy of bone marrow and flow cytometry
were performed and no involvement was noted. The patient was treated with 6 cycles of cyclophosphamide,
doxorubicin, vincristine, and prednisone combination chemotherapy (CHOP). Three cycles later, repeated
CT imaging showed reduced mass of left breast and bilateral cervical and left axillary lymph nodes, as well
as loss of nodules in the left lung and nodule in the left kidney. Six cycles later, the left breast was normal
(Figure 1b). Repeated CT imaging showed that the patient had no bilateral cervical or axillary
lymphadenopathy, no abscess in the left breast (Figure 2b). In a follow-up period of 3 months, there was
no evidence of disease recurrence.

Figure 2. (a) Prior to treatment. (b) 6 cycles cyclophosphamide of later.
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Figure 3. Histopathological image of breast.

3. Discussion
NSCHL is the most prevalent subtype of Hodgkin’s lymphoma (HL) during pregnancy. B-
cell lymphoma and aggressive subtypes are most common for NHL during pregnancy. The outcomes of
NHL are inferior to those of HL during pregnancy . Primary breast ALCL is rare but is more commonly
seen in patients with implants. BIA-ALCL is not a disease of the breast parenchyma but instead, is a disease
of the fibrous capsule surrounding the implant. The patients usually present with an effusion around the
implant and, rarely, with a solid mass ["). The clinical findings were seroma (67.33%), nodes (13.8%), mass
(22.1%), other (11.7%) and unknown (32%). Breast abscess is very rare. In 97% of the cases, ALK was
negative and 3% were positive 1. The most common marker was CD30. Almost 200 women worldwide
have been diagnosed with BIA-ALCL. It is postulated that chronic inflammation via bacterial infection
may be an etiological factor . ALCL, a rare form of T-cell NHL, is classified as systemic, secondary, or
primary cutaneous. Systemic ALCL often follow an aggressive clinical course and is usually driven by
ALK expression 9, In most BIA-ALCL cases, it was less aggressive, which is frequently ALK-negative
and follows an indolent course M. Many specialists refer BIA-ALCL to primary cutaneous ALCL ®H, The
disease was confined to the capsule. Few patients developed aggressive disease which was extracapsular
and showed bad prognosis . However, BIA-ALCL has many unique clinical and pathological features,
suggesting that it is a separate disease entity 2. In 2015, a multidisciplinary panel of 12 experts agreed
that patients with BIA-ALCL should undergo affected implant removal and total capsulectomy, and
disagreed with statements that chemotherapy and radiation therapy should be given to all patients 31, Other
analysis suggests that patients with BIA-ALCL that are confined to the capsular fibrous tissue generally
respond well with surgical excision alone, whereas those with a tumor mass may have a more aggressive
course and poor prognosis, requiring chemotherapy and/or radiation therapy 4. Chemotherapy and/or
radiation therapy should be given to all patients with systemic ALCL. A recent review of the literature has
shown that chemotherapy regimens, such as regimen containing doxorubicin, bleomycin, vinblastine and
dacarbazine as well as regimen containing cyclophosphamide, doxorubicin, vincristine and prednisone, are
safe during the second and third trimesters in pregnancy with no delayed fetal adverse events [*°],

We report a very rare case of breast ALK-positive ALCL arising in pregnancy without history of
breast implant. Diagnostic was delayed because abscess of clinical manifestation, owing to the rare
possibility clinical manifestation of ALCL.
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