
Key words: breast cancer, invasive

lobular carcinoma, metastases, gas-

trointestinal tract, bowel obstruction. 

Authors’ conflicts of interest: None. 

Correspondence to: Massimiliano Mis-

trangelo, MD, PhD, Department of Di-

gestive and Colorectal Surgery, Center

of Minimally Invasive Surgery, Univer-

sity of Turin, Molinette Hospital, Corso

A.M. Dogliotti 14, 10126 Turin, Italy. 

Tel +39-347-3783799; 

+39-011-6601632; 

fax +39-011-6336725; 

e-mail mistrangelo@katamail.com; 

mmistrangelo3@molinette.piemonte.it

Received June 15, 2010; 

accepted October 21, 2010.

Obstructive colon metastases from lobular breast
cancer: report of a case and review 
of the literature
Massimiliano Mistrangelo1, Paola Cassoni2, Marinella Mistrangelo3, 
Isabella Castellano2, Elena Codognotto1, Anna Sapino2, Ginevra Lamanna4,
Francesca Cravero1, Lavinia Bianco4, Gianluca Fora3, and Sergio Sandrucci4

1Department of Digestive and Colorectal Surgery, Center of Minimally Invasive Surgery, University of
Turin, Molinette Hospital, Turin; 2Department of Biomedical Sciences and Human Oncology,
University of Turin, Molinette Hospital, Turin; 3Department of Oncology, Molinette Hospital, Turin;
4Department of Oncological Surgery, University of Turin, Molinette Hospital, Turin, Italy

ABSTRACT

Introduction. Gastrointestinal metastases from breast cancer are rare. One large se-
ries reported a rate of 0.7% of gastrointestinal metastatic manifestations from breast
cancer, but its true incidence could be underestimated. Here we report a case of bow-
el obstruction caused by sigmoid metastases from breast cancer and describe its rel-
evance to histological origin and clinical practice. 

Methods. The clinical course and histopathology of the case are reviewed and com-
pared with reports of similar cases in the literature. 

Results. An 80-year-old woman presented with bowel obstruction. Her medical his-
tory included infiltrating lobular breast cancer treated with left radical mastectomy
25 years before the current presentation; 13 years later bone metastases developed
and were treated with hormone therapy. In 2003 the patient came to our emergency
department because of symptoms of bowel obstruction. A computed tomography
(CT) scan revealed a mass in the distal sigmoid causing the obstruction. A colostomy
was performed, followed by a second operation completed with Hartmann’s proce-
dure. Histological examination revealed metastases from invasive lobular carcinoma.
The patient was discharged 45 days postoperatively and died 9 months later because
of disease progression. 

Conclusions. Although gastrointestinal metastases from breast cancer are rare, pa-
tients with diagnosed breast cancer, particularly invasive lobular carcinoma, should
be regularly followed up with endoscopy, CT, endosonography and PET-CT when ab-
dominal symptoms are present. This could permit early diagnosis of gastrointestinal
metastases and improve treatment planning. 

Introduction

Breast carcinoma, the most common cancer affecting women, accounts for ap-
proximately 32% of cancers in women and carries a lifetime risk of 1 in 101. In Italy,
the estimated incidence is around 36,000 cases/year with 11,000 deaths per year2, 10-
20% of which are due to invasive lobular carcinoma (ILC), making it the breast cancer
with the highest metastatic risk. Approximately 50% of patients with breast cancer
will develop distant metastases during their lifetime, but the incidence of subclinical
distant metastases is probably higher, as shown by autopsy series. Generally, metas-
tases arise in the lung, bones, brain, liver and lymph nodes. Metastases to the gas-
trointestinal (GI) tract are rare. In a 1993 study, Borst et al.3 reported only 17 patients
with GI metastases from breast cancer in a series of more than 2500 patients over an
18-year period. This reflects how rare these metastases are, i.e., less than 1%. Over a
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Nine days after the operation, fecal peritonitis with
sepsis developed due to stomal retraction and necrosis;
a new laparotomy was performed with a Hartmann pro-
cedure because of cleavage between the uterus and
bladder. Postoperative respiratory insufficiency and
surgical site infection caused by Enterobacter cloacae
were treated conservatively. Postoperative hemorrhage
was treated with blood transfusions. The patient was
discharged 45 days after surgery. 

Definitive histological examination disclosed inva-
sion of the descending and sigmoid colon by metastases
from ILC. All resected lymph nodes were found to be
metastatic (14/14); omental metastases were also
found. The patient died 9 months after surgery because
of disease progression.

Pathology

The final histological examination revealed sigmoid
metastases from lobular breast cancer. The predomi-
nant histological subtype of GI metastases from a pri-
mary breast cancer is ILC. The most common type of GI
involvement is diffuse intramural infiltration mimicking
linitis plastica of the stomach; histological examination
shows massive neoplastic infiltration of noncohesive
malignant cells with signet ring morphology, individu-
ally dispersed or arranged in a single-file linear pattern.
In our patient, the infiltration was more prominent in
the subserosal tissue and the longitudinal muscle wall
of the descending and sigmoid colon (Figure 1). Four
extensively metastatic lymph nodes were present in the
perivisceral tissue, where diffuse vascular invasion was
also noted (Figure 2).

Discussion

Breast carcinoma is the most frequent cancer in
women and a significant cause of morbidity and mor-
tality. Some 30-80% of patients will develop metastatic
disease following therapy. Jain et al.9 examined 1238 pa-
tients with operable breast cancer and identified the
sites of metastatic disease. They found that infiltrating
ductal carcinoma (IDC) recurred more commonly in
lung (P <0.05), pleura (P <0.05) and bone (P <0.05),
while ILC metastasized more to the bone marrow (P
<0.01) and peritoneum (P <0.01). Bone involvement as
the initial presentation of distant metastatic disease oc-
curred in over 50% of the women with ILC, significantly
more often than in those with IDC (34%; P <0.01). Sur-
vival was similar for the 2 groups.

GI metastatic tumors are a rare entity. GI manifesta-
tions of metastatic breast cancer may occur many years
after the primary breast cancer diagnosis, usually be-
tween 5 and 20 years but even up to 30 years in some
cases10. As suggested by Borst et al.3 ILC, although less
common than IDC, is more likely to metastasize to the

30-year period, however, more than 1000 cases of GI
metastases from breast cancer were reported in another
study from 19934. The incidence of metastases to the GI
tract at autopsy is between 6% and 35%5,6. The stomach
and small intestine are more frequent metastastic GI
sites than either the colon or rectum. Extrahepatic GI
metastases from lobular breast cancer occur in 6-18% of
cases; the stomach is the most frequent and the rectum
the least frequent metastatic site3. Synchronous GI in-
testinal metastases from breast cancer are occasionally
reported7; however, there is no evidence in the literature
that could guide treatment. Generally, GI metastases oc-
cur 4 to 5 years after a diagnosis of primary breast can-
cer. Coexisting metastases in other tissue are present in
up to 90% of cases. 

The prognosis of breast cancer depends on tumor
size, histological subtype, hormone receptors and inva-
sion of axillary lymph nodes. The median survival after
a diagnosis of GI metastases is about 1 year8.

Here we report a case of intestinal occlusion caused
by sigmoid metastases from lobular breast cancer. This
case highlights the relevance of GI metastases from
breast cancer as a cause of abdominal symptoms, which
could end in bowel obstruction.

Case report

In January 2003, a 79-year-old woman complaining of
abdominal pain and progressively worsening constipation
underwent surgical examination including rigid proc-
toscopy. The examination was negative for rectal lesions
but revealed a pelvic mass compressing the rectal wall.
Subsequent computed tomography (CT) revealed an ob-
structive lesion in the distal sigmoid with suspected infil-
tration of the uterus and bladder. The CT scan also showed
bowel obstruction requiring an emergency operation. 

The patient’s medical history included left-sided radi-
cal mastectomy for ILC performed in 1978 at the age of
55 years. The estrogen and progesterone receptors sta-
tus and histological tumor grade were unknown. In 1991
she presented with bone metastases treated with hor-
mone therapy (tamoxifen). In January 2001 bone metas-
tases had progressed to involve the ribs bilaterally.
Scintigraphy performed several months later showed
metastases to the skull, breast bone, scapula, vertebrae,
pelvis, left forearm and femurs. Conservative treatment
was initiated. 

Notably, her early history had included a complaint of
abdominal pain and progressive constipation with bow-
el obstruction. Based on the symptoms and examina-
tion findings, the patient underwent exploratory la-
parotomy which confirmed the presence of a bulky
pelvic mass involving the sigmoid colon. No signs of
carcinosis or other secondaries (liver, spleen, bowel)
were found. Left diversion colostomy was performed to
resolve the occlusion. 
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GI tract: 4.5% in ILC versus 0.2% in IDC. GI metastases
are usually associated with extensive spread. Winston et
al.11 suggested that loss of expression of the cell-cell ad-
hesion molecule E-cadherin in ILC may contribute to
the differences in metastatic patterns when compared
to IDC.

The localization of GI metastases from breast cancer
varies. Fink et al.12 reported localization at the tip of the
tongue; oropharyngeal and esophageal sites have been

sporadically reported13. Metastatic involvement of the
stomach is the most frequent (up to 15%), as shown by
autopsy series14-17. Breast cancer is one of the major
causes of gastric metastases. Metastatic involvement of
the small bowel is recognized at autopsy, but clinical
presentation is uncommon. The terminal ileum is more
often involved that the rest of the small bowel18,19.
Metastasis to the duodenum20,21 and the appendix22 has
sometimes been reported. 

Colon metastases are found in up to 12% of autop-
sies23,24. Graham24 reported colonic involvement in only
4% of patients (12 of 300), similar to Klein25 (3%; 20 of
720 cases). Generally, breast cancer metastasis to the
colon is hematogenous, although it may also result from
dissemination of tumor cells by peritoneal and lym-
phatic routes. Metastasis to the colon26-28 is less rare
than to either the rectum7,29-31 or the anus32,33. Taal et al.8

reported 17 cases of colorectal metastases from breast
cancer over a 15-year period. Few reports describe rec-
tal metastases from breast cancer; in the majority of
cases, the metastatic manifestations are diagnosed as
tumor recurrence. Yanagisawa et al.7 were the first to de-
scribe synchronous rectal metastases. Hepatobiliary
tract involvement has been occasionally described34,35.
Other metastatic manifestations are ascites secondary
to peritoneal carcinomatosis and secondary tumors in
the diaphragm, genitourinary tract, retroperitoneum,
mesenteric lymph nodes, abdominal wall and subcuta-
neous tissues.

Symptoms vary depending on the localization of the
disease. Clinical symptoms have been described in less
than 1% of cases36. Metastasis to the colon may be
asymptomatic or present as an abdominal mass and
multiple strictures. As in our case, progressive constipa-
tion may result, leading to complete bowel obstruction
requiring emergency surgery. Recognition of the range

Figure 1 - A) Massive neoplastic infiltration of the malignancy into the sub-serosal tissue and the longitudinal muscle wall of the descending and
sigmoid colon tract (hematoxylin and eosin, 4x). B) Neoplastic cells with a non-cohesive signet ring appearance (hematoxylin and eosin, 40x).

Figure 2 - Diffuse vascular invasion into the perivisceral fatty tissue
(hematoxylin and eosin, 10x).
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of possible presentations is important for early and ac-
curate diagnosis and treatment. As suggested by
Nazareno et al.19, GI tract involvement must be consid-
ered in any woman with a previous history of breast ma-
lignancy presenting with new GI complaints. 

Diagnosis is challenging because the symptoms in-
clude those of primary GI tumors, Crohn’s disease and
several other benign tumor processes. Endoscopy, gas-
troscopy and colonoscopy are often unable to detect a
mass in the lumen. When the mechanism of obstruction
is extrinsic, the mucosa will be normal19. Thus, biopsy
could be negative since the metastases often appear in
the muscularis propria, without endothelial changes,
and can mimic linitis plastica. CT is the imaging
method of choice37 because it will usually reveal an ab-
dominal mass. A deep biopsy or laparotomy might be
necessary for diagnosis. Recently, 18F-fluorodeoxyglu-
cose (FDG) positron emission tomography (PET) has
proven useful in these patients. Laoutliev et al.38 suggest
that 18F-FDG-PET be considered when available as an
early diagnostic supplement in patients with a history of
breast cancer.

There is no evidence to guide the management of
these patients. Surgical treatment, often palliative,
should be reserved for patients with isolated lesions,
emergencies (perforation, obstruction and hemor-
rhage), and cases where tumor debulking could im-
prove the effect of chemotherapy. Some authors report-
ed long-term survival after radical surgery when a single
metastasis was found. If, in addition to GI metastases,
metastases to other sites are present and/or the pa-
tient’s condition is unfavorable, other treatment modal-
ities (hormones, chemo- and radiotherapy) may be in-
dicated depending on prior therapy. The overall re-
sponse rate to non-surgical treatment in breast cancer
patients with gastric metastases is 32% and 53% in those
with colorectal metastases8.

In cases of synchronous metastases, some authors
suggest taking an initial approach with chemotherapy
and hormone therapy7. Systemic treatment with anti-
cancer drugs and hormonal agents is recommended as
first-line treatment in this patient subgroup. These ther-
apies can be extremely effective and may help to avoid
unnecessary surgery7.

The main causes of death among patients with known
GI metastases are GI obstruction, perforation, septic
shock and total renal failure. As suggested by Signorelli
et al.27, a better knowledge of GI metastases from pri-
mary breast carcinoma is warranted because appropri-
ate management may result in longer survival. 

Conclusions

Colorectal breast carcinoma metastases are very rare.
ILC metastasizes significantly more often than IDC to
the GI tract. This an important aspect in the follow-up of

these patients, especially when they present with ab-
dominal complaints. Physicians should be aware of
these unusual metastatic patterns of breast cancer in
order to improve treatment and prognosis. 
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