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Abstract

Metastatic spread of breast carcinoma to the colon and rectum is rare. We report the case of
a patient treated for lobular breast carcinoma presenting 17 years later with metastatic
breast cancer of the colon. A 63-year-old lady with a past history of right-sided invasive
lobular carcinoma of the breast presented with persistent diarrhoea. Colonoscopy with
biopsies revealed a benign-looking stricture at the rectosigmoid junction. A CT scan of the
abdomen and pelvis revealed a benign-looking stricture in keeping with a probable di-
verticular stricture. A Hartmann procedure was performed and histology revealed a met-
astatic lobular carcinoma with oestrogen and progesterone receptor-positive status. Treat-
ment was commenced with letrozole and the patient remains well under clinical surveillance.
In a patient with a history of breast carcinoma who presents with gastrointestinal symptoms
the possibility of gastrointestinal tract spread should always be considered. Endoscopic
diagnosis may be misleading with pathological diagnosis only being made following surgical
resection. A history of breast carcinoma must be declared to the histopathologist following
surgical resection so that an accurate diagnosis is made and appropriate treatment is
commenced.
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Introduction

Carcinoma of the breast remains the commonest malignancy in women accounting for
over 11,000 deaths in the UK each year [1]. With early diagnosis and treatment, many
women may become long-term breast cancer survivors; however, recurrence and metastasis
are quite common. The commonest metastatic sites for breast cancer are bone, lung, and
liver. Gastrointestinal tract (GIT) metastasis and carcinomatosis from primary breast cancer
are rare [2].

In 1993 in a landmark study, Borst and Ingold [3] compared the metastatic patterns of
invasive lobular carcinoma (LC) and invasive ductal carcinoma (DC). The series monitored
the pattern of metastatic disease in 2,604 breast cancer sufferers over an 18-year period.
When compared with other breast cancer subtypes, infiltrating LC was found to metastasize
more frequently to the GIT, gynaecological organs, peritoneum, retroperitoneum, adrenal
glands or bone marrow. Only 17 patients (<1%) out of this large cohort were found to have
metastasis to the GIT.

In 1968 Asch et al. [4] published the largest case series of breast cancer metastasis in the
medical literature that reports GIT metastasis secondary to breast cancer. This autopsy
series reported 52 cases of GIT metastasis secondary to breast cancer. The distribution of
these metastases was as follows: oesophagus (25%), stomach (25%), small intestine (28%)
and least frequently colon (19%) and rectum (4%). There was no mention of the primary
histological subtype in this series.

We report the case of a patient treated for lobular breast carcinoma presenting 17 years
later with metastatic breast cancer of the colon.

Case Report

A 63-year-old lady presented with a 3-week history of persistent diarrhoea. She denied
any evidence of blood or mucus in her stool. There was no history of vomiting but examina-
tion revealed mild abdominal distension. There was no history of previous abdominal
surgery. She had undergone a right-sided mastectomy for invasive LC 17 years before. She
had been treated with tamoxifen for 5 years subsequent to her mastectomy. On examination
her abdomen was mildly distended but was soft and non-tender. Rectal examination re-
vealed a sentinel pile at the 11 o’clock position but no other abnormality. Plain abdominal
and chest X-rays were unremarkable.

CT of abdomen and pelvis revealed mucosal thickening involving the whole rectum but
no other abnormality. A colonoscopy was subsequently arranged which revealed a stricture
of the sigmoid colon that was impassable. Biopsies revealed no evidence of dysplasia or
malignancy. Repeat colonoscopies and biopsies were also inconclusive.

After discussion at the multidisciplinary team meeting she was listed for a Hartmann
procedure. Histology from the resected specimen revealed a metastatic LC to the distal
bowel wall (fig. 1, fig. 2). There was no evidence of lymph node involvement. Immunohisto-
chemistry revealed the metastasis to be of oestrogen receptor-positive and progesterone
receptor-positive status. She was subsequently started on letrozole hormone therapy and is
doing well 1 year after her Hartmann procedure.
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Discussion

Autopsy studies have reported metastatic breast cancer of the GIT but the true incidence
is probably underestimated. Furthermore as the number of breast cancer survivors con-
tinues to increase, metastatic presentations are also likely to increase [4]. The GIT is a rare
site of metastatic disease but breast cancer is the commonest primary tumour to metastasise
to the GIT. Metastatic disease to the extrahepatic GIT from breast carcinoma usually orig-
inates from lobular or mixed DC [2].

A review of the literature has shown a limited number of cases of breast cancer with
metastatic spread to the colon and the rectum (table 1). Overall 19 cases have been de-
scribed in the literature with the rectum and sigmoid accounting for only 6 previous
reported cases.

LC accounts for only 8-14% of all breast adenocarcinomas [3]. It is the commonest
histological type of breast cancer following DC. There is growing evidence to support the
association between the use of hormone replacement therapy and a higher risk of invasive
LC. LC has a distinct biology and a greater tendency to be multifocal and bilateral than DC
[4]. The metastatic pattern of LC and DC differ. LC has a tendency to metastasise to unusual
locations, with metastases to the GIT, gynaecological organs and peritoneum/retroperito-
neum being more characteristic of LC. In contrast, DC tends to metastasise to the liver, lung
and brain [5]. In a large retrospective analysis of patterns of metastatic spread of LC it was
shown that within the GIT the small bowel appears to be the commonest site followed by the
stomach [3]. Metastases to the colon and rectum are particularly rare.

The clinical presentation of breast cancer metastasising to the GIT is varied and non-
specific. This makes establishing a diagnosis difficult and often comes as an unexpected
finding several years from the original diagnosis of the breast lesion. In the cases reported
in the literature, the median interval from diagnosis of breast cancer to presentation of
GIT metastases ranged from simultaneous presentation to 26 years after the initial diagnosis
[6, 7]

Endoscopic investigation is essential to determine the site of the lesion and to assess the
appearance of the tumour which may be distinct from a primary lesion [8]. Endoscopic
biopsy may prove to be normal particularly when biopsies are too superficial. From our
literature review it would appear that the majority of these tumours present as diffuse
thickening of the colonic wall resembling linitis plastica. Other descriptions include ulcer-
ated or nodular lesions mimicking Crohn’s disease [9]. Histological diagnosis can be difficult
for the pathologist who has not been informed of the patient’s background of breast cancer.
The pathological appearance of these tumours has been described as a typical arrangement
known as ‘Indian files’ - a pattern of infiltration that provokes an intense fibrous reaction
leading to the linitis plastica appearance. A lack of dysplasia of the colonic/rectal glandular
epithelium may help to distinguish a primary from a secondary lesion [10].

The management of these patients is controversial, reflecting the generally low level of
clinical experience in dealing with such patients. Based on our literature review, following
the initial surgical treatment, patients received a varied combination of chemotherapy, hor-
mone therapy and radiotherapy.

Survival in patients with GIT metastases from breast cancer is generally poor due to late
presentation and advanced disease. Palliative surgery is indicated in those with advanced
symptoms such as bowel obstruction from locally advanced disease. In a retrospective anal-
ysis of breast cancer patients with gastrointestinal metastases surgical intervention did not
significantly extend overall survival [11]. In the same series the median overall survival after
diagnosis was 28 months. This poor survival may reflect a more widespread metastatic
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disease in these patients. Moreover the difference in metastatic spread of lobular breast
cancer raises the question as to whether these patients should have a different protocol for
follow-up particularly in the presence of gastrointestinal symptoms.

Although GIT metastases from breast cancer are a rare entity in patients with lobular
breast carcinoma presenting with gastrointestinal symptoms, the possibility of disease re-
currence must always be kept in mind. Furthermore it should also be remembered that this
pattern of metastatic spread is not limited to LC but may also be seen with the commoner
ductal breast adenocarcinoma. Endoscopic diagnosis may be misleading with pathological
diagnosis only being made following surgical resection. With the rising survival of breast
cancer patients future clinicians may see an increasing incidence of this unusual pattern of
metastatic spread of breast cancer.
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Table 1. Summary of cases reported of metastatic spread of breast carcinoma to the colon and rectum
revealing the original type of histology, age at presentation, time since diagnosis as well as site and mor-
phology of metastasis

Reference Age  Original histology =~ Time since Presentation Site of Morphology
(first author) diagnosis, metastasis

years
Uygun [13] 46 ductal/lobular 35 change of bowel habit caecum N/A
Daniels [14] 87 lobular 9 bowel obstruction transverse N/A
Schwarz [15] 78 ductal/lobular 0.4 abdominal mass, PR bleeding ascending N/A
Theraux [7] 69 ductal 28 Bowel obstruction transverse N/A
Cervi [12] 59 lobular 8 bowel obstruction, PR bleeding rectum N/A
Dhar [23] 75 intraductal papillary 6 abdominal pain, PR bleeding sigmoid N/A
Shimonov [24] 65 ductal 2 change of bowel habit sigmoid N/A
Shimonov [24] 73 ductal 6 change of bowel habit sigmoid N/A
Shimonov [24] 72 lobular 12 abdominal distension rectum N/A
Vaidya [21] 56 ductal 5 change of bowel habit, weight loss descending polypoid tumour
Signorelli [25] 62 lobular 12 abdominal pain, change of bowel habit caecum N/A
Efthimiadis [26] 74 lobular 5 abdominal pain, change of bowel habit rectum N/A
Murukutla [27] 59 ductal 1 abdominal pain ascending N/A
Feng [16] 49 ductal 2 abdominal pain transverse colonic erosion
Alves de Lima [17] 74 lobular 7 anaemia ascending stricture
Koutsomanis [18] 65 ductal 4 anaemia ascending N/A
Rabau [19] 53 lobular 7 obstruction caecum stricture
Okido [20] 48 mixed 5 abdominal pain transverse stricture
Yokota [22] 57 ductal 10 asymptomatic N/A stricture
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Fig. 1. High power view of colonic mucosa and submucosa showing an atypical infiltrate of small cells
with high nuclear to cytoplasmic ratios within the submucosa. The latter demonstrate the typical ‘Indian

file’ cord-like invasive pattern of metastatic LC.

Fig. 2. Low-power microscopic view of the colon in which both the submucosa and muscularis propria are
extensively infiltrated by metastatic LC cells highlighted by positive immunohistochemical nuclear stain-

ing for oestrogen receptor.
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