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Abstract

The stomach is an unusual site of metastasis from breast carcinoma, 
and this has rarely been reported in the literature. We report the case 
of a 50-year-old woman diagnosed with metastatic gastric cancer 
who was subsequently confirmed to be consistent with metastasis 
from the invasive lobular carcinoma of the breast primary.
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Introduction

The incidence of breast cancer metastasis to the stomach has 
been reported at 2-18 % and usually occurs many years after 
the inital diagnosis of primary breast cancer [1, 2]. It may 
be difficult to differentiate a primary gastric cancer from 
secondary based on clinical, endoscopic, radiological and 
histopathological findings [1, 3]. However, the differentia-
tion is very important in order to manage these patients to 
avoid over-treatment. Most series report a greater tendency 
for lobular carcinoma to metastasize to the gastrointestinal 
tract [4, 5]. In this report, we described a case of breast can-
cer metastasis to the stomach, which was initially diagnosed 
and treated as primary gastric cancer, and subsequently diag-
nosed as a metastatic spread of breast origin after pathologi-
cal evaluation.

Case Report

A fifty-year-old postmenopausal woman was admitted to our 
clinic with the complaints of weight loss and epigastric pain. 
Physical examination revealed no abnormality except for 
cachexia. Laboratory tests including hemogram, biochemi-
cal parameters and tumor markers were unremarkable. She 
was initally investigated with an upper gastrointestinal en-
doscopy (GE). GE demonstrated diffuse hyperemic nodules 
in the mucosa of the greater curvature and the corpus poste-
rior wall. Hematoxylin and eosin (H&E) staining of the bi-
opsy specimens revealed diffuse carcinoma with signet-ring 
type. Computed tomography (CT) showed thickened gastric 
wall (Fig. 1). Based on these findings total gastrectomy with 
Roux-en-Y esophagojejunostomy reconstrcuction was per-
formed. Histopathology after surgery revealed involvement 
of the stomach by a malignant neoplasm composed of dif-
fuse infiltration of the muscularis propria and serosa (Fig. 2, 
3). Immunohistochemistry showed positive staining for CK 
7, GCDFP-15 (gross cystic disease fluid protein-15), ER and 
PR, where as negative for CK 20.

Due to the suspicion of breast origin, mammography and 
breast USG was performed. Mammography revealed micro-
calcificiations in the upper outer quadrant with no mass in 
left breast of patient while USG showed a solid nodule mea-
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Figure 1. CT abdomen of the patient demonstrating thicken-
ing in gastric wall.



J Med Cases  •  2013;4(6):369-371Karateke et al

Articles © The authors   |   Journal compilation © J Med Cases and Elmer Press™   |   www.journalmc.org

suring 18 mm × 13 mm. The contralateral breast was normal 
and both axillary was impalpable with nodes. The mass was 
non-palpable so a USG-guided tru-cut biopsy of the lesion 
was done, which revealed infiltrating lobular carcinoma. Fi-
nally, the patient was evaluated as metastatic breast cancer 
masquerading as primary gastric cancer and therefore simple 
mastectomy was performed and the patient was referred to 
medical oncology for adjuvant therapy.

Discussion
  
It has been known that gastric metastasis from breast cancer 
are rare entities that are usually found after the diagnosis or 
treatment of the primary tumor. It is very rare to determinate 
such kind of metastasis in the absence of known primary 
breast cancer. In this report we presented a case of gastric 
metastasis from asymptomatic breast cancer admitted to our 
clinic with the complaints of weight loss and epigastric pain.

Primary and metastatic cancers of the stomach usually 
presents similiarly with non-specific symptoms of anorexia, 
vomiting, epigastric pain and/or haemorrhage [2]. These 
non-specific symptomatolgoy can usually delay the diag-
nosis as seen in our case. Endoscopic, radiological and his-
tological assessments are usually unhelpful to discriminate 
between primary gastric cancer and breast cancer metastasis 
to the stomach. Since metastatic gastric infiltration is fre-
quently limited to the submucosa and seromuscular layer, 
endoscopic evaluation may be normal in 50% of cases or 
only show discrete mucosal abnormalities such as nodular 
and polypoid or ulcerated lesions indistinguishable from 
other tumors or benign disease [4]. In their review of the 
literature from 1943 to June 2012, Massimo et al found that 
125 patients has been reported with gastric metastasis from 
breast cancer including 57 presenting with linitis plastica, 27 
with obstruction/stenosis, 12 with ulcer erosion/bleeding, 11 
with dyspepsia, 10 with pain as the main symptom, 2 with 
polypoid lesions, 2 with perforation, and in 4 cases with no 

symptoms in presentation [5].
Imaging findings on CT scan or barium studies include 

encasement of the whole stomach as seen in linitis plasti-
ca, multiple lesions of the stomach or extrinsic lesions of 
the gastric wall. Deep biopsies are needed to obtain repre-
sentative material and the histological features should be 
compared with those of the primary breast tumor in order 
to confirm the diagnosis. Occasionally, lobular breast carci-
noma may produce a signet ring morphology which can be 
confused with a primary gastric adenocarcinoma as in our 
case [6, 7]. The large number of signet-ring cells combined 
with a gastric mucosal spreading pattern can compromise 
the diagnosis, and metastatic disease to the stomach can be 
almost indistinguishable from primary gastric linitis plastica 
[7]. Madeya et al reported that 73% of patients with gastric 
metastases had diffuse intramural infiltration imitating linitis 
plastica [8].

Further immunohistochemical studies may be the only 
reliable method to differentiate between metastatic and pri-
mary gastric carcinoma. Metastatic breast carcinoma is usu-
ally positive for CK7, GCDFP-15, carcinoembryonic antigen 
(CEA), ER and PR, and negative for CK20 [7]. Although ER 
and PR positivity in gastric biopsies suspects breast cancer 
metastasis to the stomach, it is has been estimated that ER 
and PR positivity with weak to moderate staining intensity in 
32% and 12%, respectively, of patients with primary gastric 
cancer [7]. ERα can be used to differantiate gastric metasta-
sis from breast cancer as van Velthuysen et al reported that 
no primary gastric tumor expressed ERα. They also observed 
that the absence of E-cadherin staining was significantly re-
lated to metastatic breast carcinoma [9]. Positive staining 
with GCDFP-15 has been found to be a sensitive (55-76%) 
and specific (95-100%) marker for correctly identifying a 
malignant lesion as metastatic breast carcinoma [3, 7, 10]. 
The positivity for CK7 and GCDFP-15 including hormone 
receptor expression of ERα.and PR, and in addition the neg-
ativity for CK20 were of great value in accurated diagnosing 
in the presented case.
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Figure 2. Diffuse infiltrating tumor between regular structure 
of the gastric mucosal glands. H&E × 100.

Figure 3. ER positivity by immunohistochemistry. H&E × 
200.
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Most series report a higher tendency for lobular carci-
noma to metastasize to the gastrointestinal tract, the gyne-
cological organs and the peritoneum while ductal carcinoma 
most frequently relapses in the liver, the bones, the lungs and 
the brain [4, 5, 7].The reason for this mode of spread has not 
been clearly identified. Taal et al [6] reported that 83% of 
patients with gastric involvement had lobular breast cancer 
as a primary histological subtype as described in our case.

Reports on treatment of gastric metastasis of breast can-
cer has varied in literature. Breast cancer metastasis to the 
stomach represents evidence of systemic disease and the 
need for systemic therapy [6, 11]. Surgery is usually required 
to palliate symptoms in the case of obstruction, bleeding and 
perforation [1, 6, 11]. McLemore et al reported that surgical 
intervention did not have a significant effect on survival [11]. 
However, Pectaides et al stated that patients with metastasis 
only to the gastrointestinal tract who underwent palliative 
surgical resection tended to have an increased median sur-
vival [7].The overall prognosis at a progressed stage from 
most of the reported case series is rather poor, with a pre-
dicted median survival of only 24 - 36 months from the time 
of diagnosis [5, 12].

Contrary to the most previous reports, the patient in this 
report were initially diagnosed with an apparent primary gas-
tric cancer and therofore this diagnosis was revised to meta-
static spread of breast cancer, but only after surgery had been 
performed.

Conlusion

We remind that metastases to stomach may rarely be the first 
manifestation of breast cancer metastases. Surgeons should 
be awake of patients affected by breast cancer who com-
plained of gastrointestinal symptoms. Detailed diagnostic 
procedures could be required to obtain a conclusive histo-
pathological diagnosis allowing a satisfactory treatment for 
the patients.
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