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Perforated Gastric Metastasis From Neglected Breast
Cancer: A Case Report
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Abstract

Gastric perforation from metastatic breast cancer is a rare complica-
tion that is difficult to treat. Herein, we report a case of an 81-year-old
female patient with neglected invasive lobular breast cancer causing
gastric perforation due to metastasis. She underwent palliative surgi-
cal intervention with partial gastric resection. After 6 months, she is
doing well.
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Introduction

Gastric metastases due to primary breast cancer are in general
rare, although the stomach represents the most common site of
metastatic lesions from breast cancer [1]. It more frequently
metastasizes to the stomach lobular carcinoma than ductal.
Symptoms of metastatic gastric cancer are similar to those of
primary gastric cancer [2]. The differentiation between these
two is essential regarding the treatment options. Therapy for
metastatic gastric cancer is mainly systemic with chemother-
apy and hormones, whereas surgical intervention is applied in
limited occasions [3], such as gastric perforation. Perforated
gastric cancer accounts for less than 1% [4, 5]. Resulting peri-
tonitis is a life-threatening condition that mandates emergency
laparotomy. Depending on the findings, surgical procedure
varies from single closure with or without omental patch to
gastric resection.

Case Report

An 81-year-old female patient was admitted to the emergency
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department of our hospital suffering from epigastric pain and
vomiting. From her medical history, she had a palpable mass
of the left breast, for which she was aware but it was left un-
treated for 7 years. Five days before her admission, she had ab-
dominal CT scan negative for free air or fluid collections. After
being admitted to the internists for 1 day, she was referred to
us for a surgical opinion. Clinical examination revealed ab-
dominal tenderness. Conducted CT scan of the chest and the
abdomen showed bilateral invasive breast cancer and pneumo-
peritoneum (Figs. 1 and 2). The patient underwent immediate
exploratory laparotomy which revealed a large perforation of
the stomach, 3 - 4 cm in greater diameter, located on the ante-
rior wall of the antrum. In palpation, a solid mass occupying
the antrum was noticed. A R1 antrectomy with Billroth II gas-
trointestinal reconstruction was performed. Histopathological
examination of the specimen indicated extensive metastatic in-
filtration of the gastric wall, arising from malignant epithelial
neoplasm with morphologic and immunohistochemical char-
acteristics compatible with invasive breast cancer (most prob-
ably lobular) (Figs. 3-7). In particular, metastatic neoplasm
invaded the serosa, muscularis and mucosal membrane of the
gastric wall. The surgical margins were infiltrated from meta-
static disease. Postoperative recovery lasted 2 weeks due to
moderate respiratory complications that were treated success-
fully. The patient was referred to the oncologists for further
treatment. Six months postoperatively, the patient is alive, un-
der chemotherapeutic regimen and oncological consultation.
Her general medical condition is good, without needing any

Figure 1. Chest CT scan indicating bilateral breast cancer.
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Figure 2. Abdominal CT scan indicating gastric perforation.

Figure 3. Stain hematoxylin-eosin (magnified x 10).
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Figure 4. Immunohistochemistry analysis for estrogen receptors (mag-
nified x 10).
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Figure 5. Immunohistochemistry analysis for progesteron receptors
(magnified x 10).

Figure 6. Immunohistochemistry analysis for mammoglobin (magnified
x 10).

Figure 7. Immunohistochemistry analysis for cytokeratin AE1 AE3 an-
tibodies (magnified x 10).
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reoperation.

Discussion

The most frequent primary malignant lesion that metastasizes
to the stomach is breast cancer, followed by renal cell cancer
[6]. Invasive lobular breast cancer is the histological type that
spreads to the gastrointestinal tract more often than invasive
ductal [7, 8]. Usually, there is a dissemination of the disease at
the time of diagnosis of gastric metastasis from breast cancer
[8, 9]. Moreover, in cases of perforated gastric cancer, there is
peritoneal contamination additionally to the advanced malig-
nancy. Therefore, the poor general condition of the patient is
a limitation for curative surgical resection, in form of total or
subtotal gastrectomy, which would offer much better progno-
sis and survival rate of the patient [5]. Unfortunately, gastric
resection can be performed in selected cases only. In most cas-
es of gastric perforation from metastatic cancer, simple closure
with omental patch is applied, although a high rate of reperfo-
ration occurs. In our case, the defect at the stomach was large
enough to be closed by simple suture or omental patch. The
patient was stable enough and tolerated a quickly performed
partial resection of the stomach.

As gastric perforation with resulting peritonitis represents
a life-threatening condition that needs immediate surgical in-
tervention, the choice of the best applied procedure should be
based on every time patient’s comorbidity and hemodynamic
status as well as on surgical findings and expertise.
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