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Summary: Background: Occurrence of gastric metastasis as the first symptom of breast carcinoma with a long period of 
latency before presentation of the primary breast carcinoma is rare. Case Report: A patient with gastric metastasis as the 
first symptom of lobular breast carcinoma, treated by neoadjuvant preoperative chemoradiotherapy and total gastrectomy, 
with complete local control. Fourteen months after presentation of the gastric metastasis a primary lobular breast carcinoma 
was discovered, treated by radiotherapy, chemotherapy and hormonal treatment with complete local response. Twenty-three 
months after diagnosis of breast cancer multiple colorectal metastases from the breast cancer occurred, which were treated 
by chemotherapy and hormonal treatment. Eighty-six months after diagnosis of gastric metastasis the patient died due to 
progression of cancer. Conclusions: Metastases to gastrointestinal or gynaecological tracts are more likely in invasive lobular 
carcinoma than invasive ductal cancer. The pathologist should determine whether or not they check estrogen and progester-
one receptor status not simply by signet ring cell morphology but also by consideration of clinic-pathological correlation 
of the patient, such as the presence of a past history of breast cancer, or the colorectal localization of poorly differentiated 
carcinoma, which may occur less frequently than in the stomach.
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CASE REPORT

Introduction

McLemore et al. reported that cases of gastrointestinal 
metastasis from primary breast cancer are as rare as 73 cas-
es among 12,001 cases. From these, only 24 cases with 
colorectal metastasis were recorded (1). The occurrence of 
gastric metastasis as the first symptom of breast carcino-
ma with a long period of latency before presentation of the 
primary breast carcinoma in this case report is even more 
infrequent. We report a patient with gastric metastasis as the 
first symptom of lobular breast carcinoma, who was treated 
by neoadjuvant preoperative chemoradiotherapy and total 
gastrectomy, with complete local control. Fourteen months 
after presentation of the gastric metastasis a primary lob-
ular breast carcinoma was detected, and then treated by 
radiotherapy, chemotherapy and hormonal treatment with 
complete local response. Twenty-three months after diag-
nosis of breast cancer multiple colorectal metastases from 
the breast cancer occurred, which were treated by chemo-
therapy and hormonal treatment. Thirty-eight months after 
diagnosis of multiple colorectal metastases ascites occurred, 
and subsequently edema of the lower extremities and bi-

lateral pleural effusion. Eighty-six months after diagnosis 
of gastric metastasis the patient died due to progression 
of cancer. 

Case report

A 58-year-old woman was examined for abdominal pain 
and weight loss of 6 kg. The biopsy from gastroscopy was 
assessed as a common dissociated gastric carcinoma with 
numerous signet ring cells (Figs. 1 and 2). Pretreatment 
stage was assessed as T2N0M0 according to endosonog-
raphy, abdominal ultrasound, abdominal CT scan and chest 
X-ray, with normal pretreatment levels of CEA 3.39 µg/l, 
CA 19–9: 18.45 U/ml and CA 72–4: 3.12 U/ml. The patient 
was treated by neoadjuvant preoperative chemoradiotherapy 
which consisted of two 3-week cycles: 5-fluorouracil 300 mg 
continuously days 1–21, weekly cisplatin 40 mg and weekly 
paclitaxel 90 mg. Concomitant with the second course of 
chemotherapy, radiotherapy of stomach and regional lymph 
nodes was administered with 30 Gy in 15 fractions from a lin-
ear accelerator. Radiotherapy was potentiated by ultrasound 
hyperthermia once weekly. Surgery was performed within 
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5 weeks after completion of chemoradiotherapy. Total gas-
trectomy with concurrent cholecystectomy and splenectomy 
was performed. The histological examination of the resected 
stomach revealed coarse mucosa, which was densely infil-
trated by the cells of dissociated gastric carcinoma with 
numerous signet ring cells. These cells penetrated through 
the muscularis mucosa and were dispersed throughout the 
wall, including the subserosa. Examined lymph nodes were 
without metastasis. Gallbladder and spleen were also with-
out pathological changes. After surgery 6 cycles of adjuvant 
chemotherapy tegafur and calciumfolinat were administered.

Fourteen months after presentation of the gastric metas-
tasis, lump in the right breast was detected during follow-up. 

Following mammography, this lump was evaluated as T3N0 
breast carcinoma. Chest X-ray, abdominal ultrasound and 
bone scan did not indicate any distant metastases. Core biop-
sy demonstrated invasive lobular cancer, provisional grade 
2, ER 6/8, PR 8/8 (modified Allred score) her 2 negative. 
Six cycles of chemotherapy in combination with docetaxel, 
epirubicin and cyclophosphamide were administered. After 
chemotherapy was started hormonal treatment with tamox-
ifen (20 mg) once daily. After 6 cycles of chemotherapy, the 
control mammography showed no focal changes in the right 
breast or lymphadenopathy in the ipsilateral axilla or supra-
clavicular region. According to the multidisciplinary team 
the decision not to perform surgery was made. Radiotherapy 
was administered from a linear accelerator to the region of 
the right breast, the ipsilateral axillary and supraclavicular 
lymph nodes.

The patient was in complete remission for 23 months. 
Then the first subjective problems started: flatulence, belch-
ing, and diarrhea, without spasms, pain, or weight loss. 
Twenty-three months after diagnosis of breast cancer, colo-
noscopy was performed: an incomplete examination to the 
colon ascendens sampled 9 specimens for biopsy (Figs. 3 
and 4). Multiple biopsies throughout the colon demonstrat-
ed adenocarcinoma with signet ring morphology, positive 
for etrogen and progesterone receptors supporting diagnosis 
of metastatic invasive lobular carcinoma of breast (Fig. 5). 
Immunohistochemistry shows the loss of E-cadherin expres-
sion (Fig. 6). The histological specimens from the stomach, 
right breast and colon and rectum were compared and the 
examination of hormonal receptor status in the histologi-
cal specimens from the stomach was added. Based on this 
new information the description of histology from the 
stomach was upgraded from the original description of pri-
mary gastric dissociated gastric carcinoma with numerous 
signet ring cells to gastric metastasis from lobular breast 
carcinoma. Thirty-seven months after diagnosis of gastric 
metastasis there were no oncological changes according to 
control gastroscopy, mammography, chest X-ray, abdominal 
ultrasound and bone scan. The multiple breast cancer me-
tastases in the colon ascendens, colon transversum, colon 
descendens, colon sigmoideum and rectum were assessed as 
inoperable. Two cycles of chemotherapy using capecitabine 
were administered, followed by paclitaxel weekly. Hormo-
nal treatment was changed from tamoxifen (20 mg) once 
daily to letrozole once daily, which was administered until 
progression 75 months after diagnosis of gastric metasta-
sis. According to the control examinations, there were no 
other metastases in any other locations besides colorectal 
breast cancer metastases. The level of CEA was 5.32 µg/l, 
CA 19–9: 24.28 U/ml, CA 72–4: <3 U/ml and CA 15–3: 
31.5 U/ml. Mild abdominal pain was noted, with weight 
loss of 2kg during the previous month, but with good appe-
tite, regular brown stools with normal consistency, and no 
vomiting. Thirty-eight months after diagnosis of gastric me-
tastasis abdominal ultrasound revealed small to mild ascites 
without liver metastases. Colonoscopy confirmed multiple 

Fig. 2: Histological examination of biopsy from the stomach: 
coarse mucosa that is densely infiltrated by cells of a dissociated 
carcinoma with numerous signet ring cells.

Fig. 1: Gastroscopy: There is a polypoid infiltration of the gastric 
mucosa in the dorsal wall in the region of the transition of the fun-
dus and antrum of the stomach on the righthand side of the figure. 
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colorectal metastases, histologically dissociated adenocar-
cinoma with signet ring cell morphology. The level of CEA 
was 7.12 µg/l, CA 19–9: 20.22 U/ml, CA 72–4: 16.09 U/ml 
and CA 15–3: 66.1 U/ml. Hormonal treatment changed 
from letrozole to fulvestrant (250 mg) i.m. once monthly, 
due to progression. According to the control mammography 
and gastroscopy there was no local recurrence of cancer. 
According to scintigraphy of the skeleton there were no 
skeletal metastases. The performance status of the patient 
progressively declined: ascites, bilateral edema of the lower 
extremities, little bilateral pleural effusion, fatigue, weak-

Fig. 3: Colonoscopy: Lumen of colon ascendens is narrowed; mu-
cosa is saturated with deleted vessels. There is a bleeding spot on 
the righthand side of the figure. Histological examination showed 
large bowel mucosa focally infiltrated by the structures of dissoci-
ated adenocarcinoma.

Fig. 4: Histological examination shows large bowel mucosa fo-
cally infiltrated by the structures of dissociated adenocarcinoma 
(hematoxylin-eosin stain). 

Fig. 5: Histological examination shows fragments of large bowel 
mucosa infiltrated by the elements of dissociated adenocarcinoma; 
cancer cells are positive for the expression of estrogen receptors, 
confirming the metastatic origin of tumor involvement of breast 
cancer metastases.

Fig. 6: Immunohistochemistry shows the loss of E-cadherin ex-
pression.

ness, lack of appetite, weight loss, flatulence and abdominal 
pain. Patient was treated only with hormonal treatment of 
fulvestrant 250 mg i.m. once monthly; symptomatic treat-
ment included analgesics and repeated punctures of ascites. 
The level of CEA was 49.89 µg/l, CA 19–9: 187.86 U/ml, 
CA 72–4: 153.20 U/ml, and CA 15–3: 136.6 U/ml. Accord-
ing to abdominal ultrasound there were extensive ascites, 
without liver metastases. Chest X-ray showed bilateral pleu-
ral effusion, more on the right side, without lung metastases. 
Eighty-six months after diagnosis of gastric metastasis the 
patient died due to progression of cancer.

Discussion

From the point of view of the clinician the occurrence 
of gastric metastasis as the first symptom of breast carci-
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noma with a long period of latency before presentation of 
the primary breast carcinoma is rare. Subsequent multiple 
metastases selectively to the colorectum are not so rare. From 
the point of view of the pathologist the first biopsy from the 
stomach looked like common dissociated gastric carcinoma 
from the signet ring cells. It did not cross our mind to search 
for origin from another site. The most common sites of dis-
tant metastases from breast cancer include bones, lungs, the 
central nervous system and the liver (1–4). The true inci-
dence of breast cancer metastatic to the gastrointestinal tract 
is not known (3, 5). In an autopsy series, it was reported to 
occur in 4–25% of patients with known disseminated breast 
cancer. The liver is the most common site of breast cancer 
metastases in the abdomen (5). The stomach is more often 
involved with breast cancer metastases than the colon (3, 4, 6, 
7). Solitary metastases to the stomach are more common than 
multiple metastases. Solitary lesions are mainly located in 
the middle or the upper third of the stomach (8). In this case 
there was a solitary lesion in the dorsal wall in the region of 
the transition of the fundus and antrum of the stomach. Most 
cases in the literature of metastatic breast cancer masquerad-
ing as primary gastric carcinoma described primary breast 
carcinoma first and consequently gastric metastasis (3, 9, 10). 
The opposite sequence – gastric metastasis first and after 14 
months of latency presentation of primary breast carcinoma 
– makes this case unusual. The disease-free interval between 
primary breast cancer and gastrointestinal metastases may 
range from synchronous presentation to as long as 30 years 
(3). In this case colorectal metastasis from breast cancer 
occurred 23 months after diagnosis of breast cancer. In a 
retrospective study of 51 patients with gastric metastases of 
breast carcinoma median survival from detection of gastric 
metastases was 10 months, with a 2-year survival rate of 
23% (11). In our case survival was 86 months. Although 
ductal carcinoma accounts for the majority of primary breast 
cancers, intestinal metastases are the most common lobular 
type (5, 6). Gastric metastases usually derive from lobular 
rather than ductal breast carcinoma (11). In this case, in ac-
cordance with the literature, the histology of the primary 
breast cancer was invasive lobular carcinoma. Symptoms 
of colorectal metastases from breast cancer are not specif-
ic. In this case subjective problems dominated: flatulence, 
belching, and diarrhea, without spasms, pain, or weight 
loss. Symptoms usually mimic those of a second primary 
colorectal carcinoma or inflammatory bowel disease (6). 
Differential diagnoses include diverticulitis, inflammatory 

bowel disease and ischemic colitis (4). There is no consensus 
for management of colorectal metastases from breast cancer 
due to the small number of described cases (6). Chemo-
therapy and hormonal therapy are usually recommended, 
and in the case of solitary metastasis, also surgery (2, 11).

Conclusions

This case report is a very rare situation. Metastases to 
gastrointestinal or gynaecological tracts are more likely 
in invasive lobular carcinoma than invasive ductal can-
cer. The pathologist should determine whether or not they 
check estrogen and progesterone receptor status not simply 
by signet ring cell morphology but also by consideration 
of clinic-pathological correlation of the patient, such as the 
presence of a past history of breast cancer, or the colorectal 
localization of poorly differentiated carcinoma, which may 
occur less frequently than in the stomach. Always consider 
possibility of invasive lobular carcinoma metastasis if pa-
tient has a past history of breast cancer, particularly invasive 
lobular carcinoma, even if many years before. Also consider 
if CT scan appearances of stomach mimic linitus plastica i.e. 
gastric thickening. 
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