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CASE PRESENTATION: A 64-year-old woman with known
metastatic lobular breast cancer presented with fever, epigastric
pain, hematemesis and melena. A bleeding, ulcerated gastric me-
tastasis was found and was treated with endoscopic therapy, ome-
prazole and hormonal therapy. The patient was alive and well 13
months later. The bleeding was probably precipitated by necrosis
of the lesion during chemotherapy.
DISCUSSION: Gastrointestinal tract metastases from primary
breast carcinoma are present in 14% to 35% of cases in autopsy se-
ries, with gastric involvement in 6% to 18% of cases. Recognized
much less commonly during life than in autopsy studies, they can
occur anywhere in the gut and can mimic virtually any gastrointes-
tinal disorder. Endoscopy and barium studies facilitate diagnosis.
Gastric lesions that have been noted include ‘linitis plastica’, nod-
ules, polyps and ulcers. They are usually due to lobular breast carci-
noma and resemble primary gastric carcinoma on microscopy.
Reported cases of bleeding gastric metastases have been treated
successfully with various local and systemic modalities. The me-
dian survival time of reviewed cases was four months from presen-
tation (with a range of zero to 24 months).
CONCLUSIONS: Gastrointestinal metastasis is an under-
diagnosed complication of breast cancer. Gastrointestinal bleed-
ing from metastatic breast cancer is an uncommon presentation
that is readily diagnosed and that can be treated successfully by en-
doscopic hemostatic therapy.
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Hémorragie digestive haute comme
manifestation métastatique d’un cancer du
sein : Rapport de cas et revue de la littérature
PRÉSENTATION DU CAS : Une femme de 64 ans atteinte d’un cancer
du sein lobulaire métastatique connu s’est présentée pour fièvre, douleur
épigastrique, hématémèse et méléna. On a découvert des métastases
gastriques ulcérées et hémorragiques que l’on a traitées par technique
endoscopique, oméprazole et hormonothérapie. La patiente est vivante et
se porte bien 13 mois plus tard. L’hémorragie a probablement été
déclenchée par la nécrose de la lésion durant la chimiothérapie.
DISCUSSION : Les métastases des voies digestives provenant d’un
cancer du sein primaire s’observent dans 14 à 35 % des cas lors des
autopsies, avec une atteinte gastrique dans 6 à 18 % des cas. Reconnues
beaucoup moins souvent chez l’individu vivant qu’à l’autopsie, elles
peuvent s’observer n’importe où dans l’appareil digestif et imiter une foule
d’autres problèmes digestifs. L’endoscopie et les examens au baryum
facilitent le diagnostic. Les lésions gastriques qui ont été notées sont la
linite plastique, les nodules, les polypes et les ulcères. On les attribue
généralement au carcinome du sein lobulaire et elles ressemblent au cancer
de l’estomac primaire à la microscopie. Les cas de métastases gastriques
hémorragiques rapportés ont été traités avec succès au moyen de modalités
locales et systémiques diverses. Le temps de survie médian des cas passés en
revue a été de quatre mois à compter de la consultation initiale (avec un
éventail de 0 à 24 mois).
CONCLUSION : Les métastases gastro-intestinales représentent une
complication du cancers du sein qui passe trop souvent inaperçue. Les
hémorragies digestives provenant de cancers du sein métastatiques sont
peu communes, mais faciles à diagnostiquer et peuvent être traitées avec
succès au moyen de techniques hémostatiques endoscopiques.
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Upper gastrointestinal bleeding is an uncommon mani-
festation of breast cancer. A case due to the presence of

an ulcerated metastatic gastric nodule is presented. The lit-
erature on gastric metastases in breast cancer patients is also
reviewed.

CASE PRESENTATION
A 64-year-old woman was diagnosed in 1985 with a 3 cm in-
filtrating lobular carcinoma of the right breast (Figure 1). Es-
trogen and progesterone receptors were present. The patient
underwent a modified radical mastectomy and axillary node
dissection. Four of 11 axillary nodes were positive for meta-
static disease. She was treated for one year with adjuvant
chemotherapy.

Between 1990 and 1995, the patient developed meta-
static disease in the lymph nodes, bones and skin. She was
treated with tamoxifen and palliative radiotherapy. In 1997,
multiple symptomatic liver metastases were found on a com-
puted tomography scan of the abdomen. She had a minor re-
sponse to anthracycline-based chemotherapy. Second-line
hormonal therapy was then instituted but was discontinued
within two months because of disease progression in the
liver. An indwelling central venous catheter was inserted,
and docetaxel chemotherapy was started in December 1997.
Oral warfarin (1 mg daily) was prescribed to prevent catheter-
associated thrombosis.

In January 1998, the patient developed a fever with no iden-
tifiable cause. It was thought to be due to the malignancy. She
was given naproxen for symptomatic relief but stopped taking it
after three days because the fever had resolved.

The patient presented in February 1998 with a seven-day
history of nausea, anorexia, mild epigastric pain and malaise.
Five days before presentation she had an episode of hemate-
mesis followed by daily melena stools. She had another
milder episode of hematemesis on the day of presentation
and reported lightheadedness when standing.

Physical examination revealed conjunctival pallor. The patient’s
heart rate was normal; her blood pressure was 130/80 mmHg su-
pine and 120/80 mmHg standing. There was mild epigastric
tenderness, but no distention or peritoneal irritation was de-
tected. The hemoglobin level was 78 g/L; three weeks previ-
ously, it had been stable at 106 g/L. The platelet count, pro-
thrombin time and partial thromboplastin time were all
normal.

The patient was admitted to hospital, and intravenous
normal saline was given. Warfarin was discontinued. Two
units of packed red blood cells were transfused. Gastroscopy
was performed, revealing an ulcer on the anterior wall of the
stomach measuring 1.5 cm. A blood vessel was visible in the
centre of the ulcer. Pooled blood had clotted in the stomach.
Five millilitres of 1:10,000 adrenaline were injected into the
ulcer, and the visible vessel was electrically cauterized. Oral
omeprazole (20 mg twice daily) was started.

The patient’s melena subsided, and her hemoglobin level
stabilized at 93 g/L. Repeat endoscopy four days later showed
a healing ulcer with a clean base and no blood in the stom-
ach. The esophagus, the rest of the stomach and the duode-
num were all normal in appearance. Four quadrant biopsies
of the ulcer edges were obtained. Cultures and microscopic
examination of the gastric mucosa for Helicobacter pylori

were negative.
The pathology slides of the gastric lesion showed infiltrat-

ing malignant cells forming single-file strands within the
gastric lamina propria, with some associated inflammation
and necrosis. Immunoperoxidase staining for estrogen recep-
tors was strongly positive (Figure 2). The microscopic appear-
ance and the estrogen receptor staining were most consistent
with metastatic lobular breast cancer. Biopsies of a separate
area of the stomach wall showed active gastritis but no evi-
dence of malignancy.

After seven days in hospital, the patient was discharged
with a diagnosis of lobular breast carcinoma metastatic to
the stomach. Chemotherapy was withheld, and third-line
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Figure 1) Hematoxylin and eosin staining of the primary breast tumour,
revealing single-file strands of malignant cells within normal breast
stroma, which is diagnostic of an infiltrating lobular carcinoma

Figure 2) Immunoperoxidase staining of the gastric biopsy specimen for
estrogen receptors, showing a strongly positive reaction from the malignant
cells but not from the surrounding gastric tissue. The single-file organization
of the malignant cells resembles the pattern seen in the primary breast tumour
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hormonal therapy was instituted. It was thought that the
chemotherapy contributed to necrosis of the stomach lesion,
leading to bleeding.

Follow-up endoscopy two months later showed only some
residual scarring in the area of the previous ulcer. Biopsies of
the area were negative for malignancy. Omeprazole was dis-
continued.

She subsequently required further chemotherapy and
remained stable on fourth-line hormonal therapy. No fur-
ther evidence of gastrointestinal bleeding had developed 13
months after the original bleed.

DISCUSSION
Gastrointestinal bleeding is an uncommonly reported mani-
festation of breast cancer. There are several such reports in the
literature (1-11), but large series of breast cancer patients con-
tain only rare cases (12-18). Causes of gastrointestinal bleed-
ing in patients with breast cancer include esophageal varices
due to liver metastases (8-11); bleeding esophageal (9), gas-
tric (2,6,7) or colonic metastases (4); and acquired circulating
anticoagulants (10). These diagnoses require consideration,
along with the benign causes of gastrointestinal bleeding, such
as peptic ulcer disease, gastritis and Mallory-Weiss tears.

Breast cancer has been found in virtually every location
along the gastrointestinal tract, from mouth to anus (4,19).
Any gastrointestinal symptom or sign seems to be reproducible
by breast cancer. Esophageal stricture, achalasia, bowel obstruc-
tion or perforation, biliary tract or gallbladder disease, ileitis,
pancolitis, appendicitis and peritoneal carcinomatosis have all
been described (4,20-22).

Breast cancer is one of the major causes of gastric metasta-
ses. In an autopsy series of patients with gastric metastases,
the majority of cases (excluding lymphomas) arose in pa-
tients with melanoma, breast carcinoma or lung carcinoma
(13,23-25). Autopsy series in patients with breast cancer
show a prevalence of metastases to the gastrointestinal tract of
14% to 35%, excluding serosal and liver disease (12,16,26,27).
Series that reviewed gastric metastases, in particular, found a
prevalence of 6% to 18% (5,15,16,27,28). These patients
usually had widely disseminated breast cancer.

Gastric metastases are detected during life much less com-
monly than in autopsy studies, although they are occasion-
ally the first sign of dissemination of breast cancer (3,29).
Case series of symptomatic gastric metastases suggest that
one to two cases per year are seen in breast cancer referral
centres (1,14,17,30).

There are no specific symptoms of gastric metastases. The
most frequent symptoms are nausea, vomiting and epigastric
pain. Anorexia, weight loss, dysphagia, melena and hemate-
mesis have all been reported. Iron deficiency anemia and
guaiac-positive stools may also be presenting features (17,19).
Given the low prevalence of gastrointestinal metastases, most
patients with breast cancer who present with these findings
would be expected to have benign disease as the cause. This
hypothesis is supported by a published series of 118 patients
with breast cancer who were referred for endoscopy (31).

Seven cases of metastatic esophageal stenosis were found
among the 39% of cases in which pathological findings had
been detected. The majority of positive endoscopies re-
vealed either benign ulceration or esophagitis.

Visualization of the stomach in patients with gastric me-
tastases from breast cancer may reveal any of several mor-
phologies. The most common is a ‘linitis plastica’ appearance
due to diffuse intramural infiltration of the stomach with the
tumour (1,2,19,28,30). This is characterized by a narrowing of
the stomach lumen, rigidity and diminished peristalsis (19).
This narrowing is seen much more readily with barium studies
than with endoscopy (32). Other appearances of gastric me-
tastases include nodular or polypoid lesions and ulcerated le-
sions (17,19,30). Among the cases reviewed that reported
morphological findings, there was one published series of 31
cases of linitis plastica (1). Features of linitis plastica were re-
ported in an additional 28 of 47 cases (60%) with published
morphological findings. Prior reviews have found that 43% to
73% of patients with gastric metastases from breast cancer
present with linitis plastica (19,30).

Although ductal carcinoma is by far the most common
primary breast tumour (33), lobular carcinoma is the pre-
dominant histology in gastric metastases (3,17,30). Among
the cases reviewed, 55 of 64 cases (86%) in which histology
was reported showed lobular carcinoma. Several large clini-
cal and autopsy series (34-40) have examined the differences
in the pattern of metastases of ductal and lobular breast can-
cer. A significantly higher prevalence of gastrointestinal and
peritoneal metastases with lobular breast cancer has been
found repeatedly (34-39). Even in cases in which the pri-
mary tumour is of mixed histology, it is the lobular compo-
nent that tends to appear in the stomach (1,29). It has been
suggested that ductal carcinomas tend to produce nodular
stomach lesions, while lobular carcinomas tend to cause
more diffuse disease (1), but the present case shows that this
suggestion is not always true.

The pathology of gastric metastases from breast cancer
suggests a hematogenous route of spreading (2,3,19,41). The
lesions originate in the gastric submucosa with subsequent
extension into the mucosa or serosa. Signet ring cells are fre-
quently seen (23,42). Lobular breast cancer cells tend to
form strands rather than glandular structures and can be dif-
ficult to distinguish from primary gastric carcinomas. Helpful
distinguishing features for metastatic disease include the
absence of a smooth transition to normal mucosa, a similar-
ity to the histology of the primary tumour, and the presence
of estrogen and/or progesterone receptors (2,3,42). How-
ever, none of these features are pathognomonic for breast
cancer metastases nor do they rule out primary gastric carci-
noma.

The management of gastric metastases has varied. Suc-
cesses have been documented with several approaches, in-
cluding surgery, endoscopy, radiotherapy, chemotherapy and
hormonal therapy (3,16,17,29). Local therapy, such as sur-
gery, to control bleeding has allowed longevity, even in pa-
tients with widespread disease (16). Most reports on the
surgical management of gastric metastases predate the era of
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therapeutic endoscopy or effective systemic therapies for
metastatic breast cancer (6,16,41). More recent reports usu-
ally feature systemic therapy, radiotherapy and/or endoscopy
as the treatments of choice (7,17,19).

Survival among reported cases has varied widely. Gastroin-
testinal bleeding has led to early death in some of the reported
cases, but survival has extended up to 24 months beyond the di-
agnosis of bleeding in other cases (1-11). Among 13 cases of
bleeding gastric metastases where such data were published,
the median length of survival from the date of the bleeding
was four months. Among 15 published cases of nonbleeding
gastric metastases with survival data, as well as among the 28
pooled bleeding and nonbleeding cases, the median length
of survival from diagnosis was seven months (the range was
zero months to longer than 3.5 years).

In the present case, it appears that a temporal association
existed between the administration of chemotherapy, and
the subsequent ulceration and brisk bleeding of the gastric le-
sion. The concomitant use of naproxen and warfarin initially
(and incorrectly) suggested a benign cause of the bleeding.
The combination of local endoscopic therapy and a change
in the systemic therapy was successful in preventing rebleed-
ing. It is likely that the regression of the lesion was in response
to antineoplastic therapy, although the partial removal of the
blood supply by electrocautery may have played a role. It is
possible that the subsequent healing of the gastric mucosa
was facilitated by the proton pump inhibitor.

A prolonged period of survival with good quality of life
was achieved by the patient without long term omeprazole
therapy. The likelihood of gastric recurrence is unknown but
is probably high. Further studies on the role of gastric acidity
in the pathogenesis of ulcerated gastric metastases would be

helpful in clarifying the potential benefit of maintenance
proton pump inhibitor therapy.

CONCLUSIONS
Gastrointestinal metastases are a common but underrecog-
nized complication of breast cancer. Gastrointestinal metas-
tases are usually due to lobular rather than ductal carcinoma
and often occur in the setting of widely disseminated disease.
The clinical presentation is nonspecific and likely is often mis-
diagnosed as cancer cachexia, therapeutic toxicity or meta-
bolic derangement. Visualization of the gastrointestinal tract
with endoscopy and/or barium studies is helpful, and biopsies
can establish the diagnosis.

Gastrointestinal bleeding in the breast cancer patient
must prompt the clinician to consider metastatic disease as
the cause. Bleeding gastroduodenal ulcers in the breast can-
cer patient may be due to metastatic, rather than peptic,
disease. Treatment can be multimodal and must be individual-
ized. Many patients with metastatic breast cancer, such as the
one presented in this report, can have long term survival
with good quality of life. For such patients, the aggressive
management of complications such as gastrointestinal bleed-
ing is clearly indicated.
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