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A CASE OF INFILTRATING LOBULAR CARCINOMA  
OF THE BREAST WITH GASTRIC METASTASIS  

22 YEARS AFTER INITIAL SURGERY
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SUMMARY – Gastric metastasis from breast carcinoma is uncommon and rarely encountered in 
our daily practice. We report a case of late gastric metastasis from previous infiltrating lobular carci-
noma of the breast. The patient had extended disease-free interval of 22 years prior to metastasis. 
Gastroscopy and fluoroscopy showed changes appearing like linitis plastica of the body of the stom-
ach. Computed tomography of the thorax and abdomen demonstrated pulmonary metastasis and 
mediastinal lymphadenopathy. Biopsy of the mediastinal lymph node and stomach lesion confirmed 
metastatic adenocarcinoma from breast carcinoma based on immunohistochemistry staining. Immu-
nohistochemistry staining of both specimens revealed strong positivity for cytokeratin 7 and negative 
for cytokeratin 20.
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Introduction

Breast carcinoma is the most common tumor in 
women1. Breast carcinoma commonly metastasizes to 
local and distant lymph nodes, lung, bone, brain and 
liver2. Gastrointestinal (GI) metastasis from breast 
carcinoma is rare but a well-described entity in clinical 
practice; however, the incidence in autopsy series 
 varied from 8% to 35%3. The signs and symptoms  
of gastric metastases are nonspecific. They include  
early satiety, nausea and vomiting, epigastric pain, and 
weight loss.

Stomach metastasis and primary gastric carcinoma 
are indistinguishable based on the clinical ground, en-

doscopy, radiology and histology. Immunohistochemi-
cal staining is crucial to confirm the diagnosis. The 
survival rate in patients with breast carcinoma and 
gastric metastasis is 23% at two years, with a median 
survival of ten months4. Lobular subtype, positive es-
trogen receptor (ER) and simultaneous bone metasta-
ses favor the prognosis4.

In this case report, we describe the gastroscopic 
and radiological appearances of gastric metastasis 
while highlighting an example of very late gastric me-
tastasis (more than 20 years) from breast carcinoma.

Case Report

A 71-year-old woman presented with hoarseness 
of voice, loss of weight and early satiety for six weeks. 
She revealed a background history of left breast infil-
trating lobular carcinoma that had been diagnosed 22 
years before. At that time, she underwent left mastec-
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tomy and axillary clearance. She also completed cours-
es of chemotherapy and radiotherapy. Her past routine 
surveillance check-ups were unremarkable until the 
current presentation. On arrival, she appeared frail and 
cachexic. Physical examination was notable for right 
supraclavicular lymphadenopathy. Otherwise, the in-
spection and palpation of the breast, axilla and abdo-
men revealed no significant findings.

In view of voice hoarseness, flexible laryngoscopy 
was performed and it demonstrated left vocal cord 
palsy with no associated pharyngeal or laryngeal mass. 
Chest radiograph showed a lobulated left-sided medi-
astinal mass projected over the arch of aorta (Fig. 1A). 
The presence of ‘hilum overlay sign’ and preserved sil-
houette of the adjacent aortic arch and descending 
aorta indicated that the mediastinal mass was anteri-
orly located.

Gastroscopy was performed and revealed a poorly 
distended stomach with irregular wall thickening  
(Fig. 2). Due to remote previous history of breast car-
cinoma, secondary deposits to the stomach, lung and 

mediastinal lymph nodes were considered. Primary 
gastric carcinoma was a differential diagnosis. Gastric 
biopsy was obtained and histopathologic examination 
showed multiple fragments of gastric mucosal tissue 
with irregular spaced glands. There were a few malig-
nant cells with gland formation lined by pleomorphic, 
hyperchromatic nuclei of high nuclear cytoplasmic ra-
tio. In order to distinguish gastric metastasis from pri-
mary gastric carcinoma, immunohistochemistry stain-
ing was performed. The examination showed the gas-
tric specimen to be positive for cytokeratin 7 (CK7) 
and negative for cytokeratin 20 (CK20), confirming 
the diagnosis of metastatic gastric adenocarcinoma 
from the breast (Fig. 3). Immunohistochemical stain-
ing of the specimen also showed it to be positive for 
estrogen receptor and progesterone receptor.

Mammography and ultrasound findings of the 
right breast were unremarkable. Computed tomogra-
phy (CT) for staging revealed heterogeneously en-
hancing matted mediastinal lymph nodes in the pre-
aortic region (Fig. 1B), likely to be the culprit for the 
left vocal cord palsy through involvement of the left 
recurrent laryngeal nerve. An enlarged right supracla-
vicular necrotic node was also noted. The body of the 
stomach was thickened and non-distensible despite 
administration of oral contrast just before the scan. 
Histopathologic examination of the specimen ob-
tained from the enlarged mediastinal nodes via CT 

Fig. 1. Chest radiograph (A) demonstrates an anterior 
mediastinal mass (black thin arrow). Incidental finding 
of benign calcified lesion from the overlying rib  
(black thick arrow). Axial computed tomography of the 
thorax (B) shows anterior mediastinal lymphadenopathy 
(white arrow). Barium meal (C and D) demonstrates 
non-distensible body of the stomach with irregular 
mucosal outline.

Fig. 2. Gastroscopic image showing rigid  
and non-distensible body of the stomach  
with irregular and thickened mucosal folds.
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guided biopsy showed clusters of malignant cells. 
Some of the malignant cells showed attempt to struc-
ture themselves into glands. Immunohistochemical 
staining of the specimen showed it to be strongly pos-
itive for CK7, estrogen receptor and progesterone re-
ceptor, and negative for CK20. Barium meal was used 
to assess the volume of the stomach and degree of ob-
struction. The body of the stomach demonstrated ir-
regular mucosal outline, luminal narrowing, rigidity 
and diminished peristalsis consistent with linitis plas-
tica on fluoroscopy (Fig. 1C, 1D).

Despite receiving chemotherapy, the patient’s con-
dition gradually deteriorated with further dissemina-
tion of metastases to the liver and bones. She finally 
succumbed to death after two years of palliative care.

Discussion and Conclusion

Breast carcinoma with late metastasis to the GI tract 
is rare. In a surgical series, breast cancer represented 8% 
of secondary metastatic malignancies of the GI tract5. 
Unlike ductal carcinoma, lobular carcinoma has a higher 
tendency to metastasize to the GI tract and peritoneum, 
and this may be associated with the presence of discohe-
sive small cells, a phenotypic trait that characterizes 
lobular carcinoma6. In addition, late development of 
metastatic disease in unique anatomic locations is a 
known characteristic of lobular carcinoma7. GI metasta-
ses in patients with lobular breast carcinoma usually 
present 5 years after the initial diagnosis7. The mean 

diagnosis-to-metastasis interval is 7 years in women 
with lobular breast carcinoma and subsequent GI 
spread8. In the present case, the disease-free interval was 
22 years after the initial diagnosis and, to the best of our 
knowledge, this is the longest interval being reported in 
the English literature. Routes of gastric metastasis in-
clude hematogenous spread, lymphatic spread, and di-
rect tumor invasion. Breast cancer cells may show dis-
cordance between the primary and metastatic lesions, 
particularly in receptor status9. Furthermore, invasive 
lobular carcinoma at original diagnosis may demon-
strate development into mixed invasive lobular/ductal 
type in 5% of the cases of GI metastasis10.

The most frequent endoscopic and radiographic 
finding of gastric metastasis is diffuse intramural infil-
tration11. Based on autopsy result, lobular breast carci-
noma tends to infiltrate the stomach diffusely, giving 
rise to linitis plastica, and in contrast, infiltrating duc-
tal carcinoma is usually manifested as nodular gastric 
masses2. In general, radiological imaging and gastric 
endoscopy are unable to distinguish primary gastric 
carcinoma from gastric metastasis due to their nonspe-
cific features. In the present case, gastroscopy and bar-
ium meal showed the most common type of gastric 
involvement appearance (i.e. linitis plastica). It is char-
acterized by narrowing of the stomach lumen, rigidity, 
and diminished peristalsis. Histologic manifestation is 
also nonspecific as the presence of signet ring cells is 
seen in both primary gastric carcinoma and gastric 
metastasis from lobular breast carcinoma.

Fig. 3. Histology images show (A) nests of malignant cells with poorly formed gland composed of modest pleomorphic and 
enlarged nuclei (hematoxylin-eosin stain, X100) which are (B) positive for cytokeratin 7 (immunohistochemical, X100).
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Immunohistochemical staining is recommended to 
distinguish gastric metastasis from primary gastric 
carcinoma. Immunohistochemical staining is able to 
determine the presence of cellular markers such as es-
trogen receptor, progesterone receptor, and CK7. Es-
trogen receptor and progesterone receptor are found in 
hormone dependent tumor, and their presence will 
favor the diagnosis of breast metastasis12. However, es-
trogen receptor is positive in 23% of primary gastric 
carcinoma cases13. As a result, positive estrogen recep-
tor alone may not be able to distinguish primary gas-
tric carcinoma from metastasis. A more recent paper 
showed estrogen receptor, progesterone receptor and 
CK7 to be highly specific for metastatic breast carci-
noma, and CK20 to be highly specific for primary gas-
tric carcinoma14.

Making the diagnosis of breast carcinoma with 
metastasis to the stomach is difficult especially in ex-
tended disease-free interval. Despite its rarity, in pa-
tients with a history of breast cancer, a high index of 
suspicion of potential breast cancer metastasis to the 
stomach is required when new GI symptoms develop 
or primary gastric cancer is diagnosed.

In conclusion, we propose careful life-long follow-
up of patients with background history of breast can-
cer, particularly of lobular subtype, as recurrence and 
metastases can develop after a prolonged disease-free 
interval. A combination of histopathologic analysis 
and immunohistochemical staining of gastric biopsy 
are essential to ascertain the diagnosis and choose ap-
propriate treatment.
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Sažetak

ŽELUČANA METASTAZA INFILTRATIVNOG KARCINOMA DOJKE 22 GODINE  
NAKON PRVE OPERACIJE – PRIKAZ SLUČAJA

M. Hanafiah, S. Sidek, Low Soo Fin i Ngiu Chai Soon

Metastaze karcinoma dojke u želudac nisu česte i rijetko se vide u svakodnevnoj praksi. Opisujemo slučaj kasne želučane 
metastaze iz prethodnog infiltrativnog lobularnog karcinoma dojke. Prije nastanka metastaze bolesnica je imala dugotrajno 
razdoblje bez bolesti od 22 godine. Gastroskopija i fluoroskopija pokazale su promjene poput linitis plastica na tijelu želuca. 
Kompjutorizirana tomografija prsnog koša i trbuha pokazala je plućnu metastazu i limfadenopatiju. Biopsija limfnog čvora 
medijastinuma i želučane promjene potvrdila je metastatski adenokarcinom iz karcinoma dojke na osnovi imunohistokemij-
skog bojanja pri čemu su oba uzorka bila snažno pozitivna na citokeratin 7 i negativna na citokeratin 20.

Ključne riječi: Želučana metastaza; Linitis plastica; Karcinom dojke; Kompjutorizirana tomografija; Barijeva kaša


