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Abstract

Gastric metastasis from breast cancer occurs infrequently and causes non-specific symptoms, usually attributed to the underlying
disease. Furthermore, endoscopic findings are almost identical to primary gastric cancer, making the immunohistochemical examina-
tion of biopsies necessary for diagnosis. We present the case of a 64-year-old woman who was diagnosed with lobular breast cancer 3
years ago and received chemotherapy with evidence of remission. The patient presented with dyspepsia and progressive dysphagia for
the last 6 months, not responsive to PPI treatment. Upper endoscopy revealed partial occlusion of the cardio-esophageal junction and
thickened gastric folds resembling linitis plastica. However, immunohistochemical analysis of endoscopic biopsies showed infiltration
of gastric mucosa by lobular breast cancer cells, making the diagnosis of gastric metastasis. Therefore, clinicians’ awareness of possible

gastric metastasis is warranted in patients with a history of advanced breast cancer and severe gastric symptoms.

INTRODUCTION

Breast cancer remains the most frequently diagnosed
malignancy among females and is the second most com-
mon cause of cancer death in women. Breast cancer may
be classified by its anatomical origin (lobular or ductal),
hormone receptivity and histological characteristics [1].
The most common metastatic sites include lung, bone,
liver and brain, whereas metastases to the gastrointesti-
nal tract from breast cancer seem to occur infrequently.
The estimated rate of metastases to the stomach ranges
from 0.3% in retrospective studies to 8-18% in autopsy
series [2]. The differentiation between primary gastric
cancer and gastric metastasis is based on clinical, endo-
scopic and histological findings.

In this case, we describe a patient diagnosed with
breast cancer 3 years ago, who presented with dyspep-
tic symptoms and dysphagia and gastric metastasis.
With this case report, we hope to increase clinicians’
awareness of potential stomach metastasis in patients
with advanced breast cancer and severe gastrointestinal
symptoms.

CASE REPORT

The oncologist referred a 64-year-old woman to the
gastroenterology clinic due to progressive dysphagia in
solid food and dyspeptic symptoms starting 6 months
ago. She had received a proton pump inhibitor without
remission of symptoms. Her medical history consisted
of metastatic lobular breast cancer from 3 years with
pulmonary and bone metastases. Her breast cancer was
Grade 2 of invasive lobular type with the expression
of progesterone receptor (PR), estrogen receptor (ER)
and lack of human epidermal growth factor receptor.
She had received letrozole and palbociclib. In the
last staging 4 months ago, computed tomography of
thorax and abdomen showed remission of cancer and
decreased tumor markers without detecting any gastric
abnormalities. Physical examination revealed only mild
upper abdominal tenderness.

The patient underwent an esophagogastroduodenos-
copy, which revealed an extensive neoplastic stomach
lesion, which caused partial obstruction in the esoph-
agogastric junction. The lesion involved the body, the
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Figure 1. The upper endoscopy shows the thickened gastric folds and
the nodular and edematous mucosa.

Figure 2. Gastric metastasis of lobular breast carcinoma. Gastric biopsy
of the corpus region reveals a carcinoma arranged loosely in a linear
pattern throughout the stroma between the gastric glands (A, H/EX200).
The neoplastic cells are small, uniform, round with minimal
pleomorphism; the nucleus has evenly dispersed chromatin and no
nucleoli (B, H/EX400). Immunohistochemically, the neoplastic cells are
positive for keratin 7 (C, H/EX10) and negative for E-cadherin (D,
H/EX10).

major curvature and the stomach’s antrum. The gastric
were thickened, whereas the mucosa was nodular, ede-
matous and fragile (Fig. 1). Furthermore, a second lesion
coexisted in the bulb of the duodenum. Multiple biopsies
were taken.

Synchronous primary gastric cancer was suspected
based on the endoscopic findings; however, histological
examinations showed gastric infiltration by lobular
breast cancer. The immunohistochemical analysis
revealed that neoplastic cells were positive for CK7,
Pancytokeratin, ER and PR markers and negative for E-
cadherin (Fig. 2). Consequently, a diagnosis of extensive
gastric metastasis was made. A nasojejunal feeding tube
was placed, and the patient was considered for further
chemotherapy.

DISCUSSION

Breast cancer seems to be the most frequent metastatic
cancer in the stomach (27.9%), followed by lung (23.8%),

esophageal (19.1%), renal cell cancer (7.6%) and malig-
nant melanoma (7%) and is usually diagnosed many
years after the initial diagnosis and treatment. Further-
more, luminal-type or invasive lobular carcinoma tends
to metastasize more frequently to the stomach than
other breast cancer types [3].

The phenomenon of metastatic dormancy could
explain the latency period of gastric metastasis of breast
cancer. The disseminated tumor cells present disruption
of crosstalk between growth factor and adhesion signal-
ing, which leads to the inability of tumor cells to recruit
blood vessels despite active proliferation, preventing
residual tumor cell expansion [4]. In addition, the
dormant disease seems to be chemotherapy-resistant
because chemotherapeutic agents act on proliferative
cells. Genetic and epigenetic changes, microangiogenesis
and changes in the immune system and microenviron-
ment may contribute to the regrowth of cancer cells. Due
to the dormancy of gastric metastasis, some authors
have proposed upper endoscopy screening in patients
with breast cancer and mainly invasive lobular cancer
[5].

The clinical manifestations of gastric metastases are
non-specific. They are usually attributed to the location
and the underlying disease. The patients may suffer from
nausea, abdominal pain, bleeding, weight loss, anorexia,
dyspepsia and early satiety, whereas cases of gastric
perforation secondary to gastric metastasis from breast
cancer have been reported [6]. In our case, the patient
presented with dyspepsia and dysphagia.

Endoscopically, the most common finding of gastric
metastasis is stiffness of the stomach due to diffuse
infiltration, such as in linitis plastica, whereas ulcerated
nodular invasion and external invasion are less frequent
types of gastric metastasis. Biopsies may be normal in
~50% of patients because they are in many cases superfi-
cial, whereas breast cancer infiltration is often limited to
the submucosal and seromuscular layers. Consequently,
extensive and deep biopsies are mandatory for diagnosis
[7, 8].

In histological examinations, signet ring cells may
be demonstrated, making the differentiation diffi-
cult between primary gastric adenocarcinoma and
metastatic breast cancer. Immunohistochemical mark-
ers play a crucial role in final diagnosis as these
lesions may endoscopically and histologically mimic
gastric cancer. Also, it is worth mentioning that invasive
lobular breast cancer metastases usually keep the same
expression of receptors as the primary breast cancer.
The ER expression and loss of E-Cadherin should be
considered diagnostic for gastric metastasis from breast
cancer [9], as in our case.

The treatment of breast metastasis to the stomach
includes chemotherapy and hormonal agents, whereas
the role of surgical treatment, such as gastric resection
and endoscopic therapy, such as endoluminal stents for
gastric outlet obstruction, are limited and should be
considered in palliative care for the relief of obstructive



symptoms [5]. The median survival of patients diagnosed
with gastric metastases is ~11 months [10].

In conclusion, metastatic involvement of the stomach
secondary to breast cancer presents a long latency
phase disease and manifests with non-specific symp-
toms, whereas immunohistochemistry is essential for
diagnosis. Consequently, gastric metastasis may be
held accountable for any gastrointestinal symptom in
patients with advanced breast cancer.
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