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SUMMARY
Gastric perforation secondary to metastasis from breast
cancer occurs infrequently. We present the case of a
72-year-old postmenopausal female patient with a
known history of lobular carcinoma of the breast who
presented to a district general hospital with a clinical
diagnosis of an acute abdomen. Further contrast-
enhanced CT scan demonstrated free gas and fluid in
the abdomen. She underwent emergency exploratory
laparotomy and onlay Graham’s omentopexy patch due
to 1×1 cm prepyloric gastric perforation. Final
histopathology proved the presence of metastatic
malignant cells in the breast origin. We discuss the
issues involved in postoperative investigation and
management.

BACKGROUND
We report a rare disease, and this unusual clinical
presentation should be of interest to readers.

CASE PRESENTATION
A 72-year-old female patient presented to emer-
gency department with a 4-day history of sudden
onset of upper abdominal pain associated with
nausea and vomiting. There were no urinary and
bowel symptoms, and no history of recent travel
and previous history of peptic ulcer disease. On
physical examination, her temperature was 37.0°C,
pulse rate 95 bpm, blood pressure 130/80 mm Hg
and respiratory rate 20 bpm. Her abdomen was not
distended, but rebound tenderness and generalised
peritonitis were elicited on examination.
Her previous medical and surgical comorbidities

included seropositive rheumatoid arthritis (on
sulfasalazine) and a previously diagnosed right
breast carcinoma (subtype invasive lobular carcin-
oma (ILC), grade 2) for which she underwent wide
local excision and sentinel lymph node biopsy in
2012. The tumour staging was pT2, N0, M0, estro-
gen receptor (ER) and progesterone receptor (PR)
positive and HER2 negative. She completed adju-
vant radiotherapy in 2013 and is currently taking
letrozole 2.5 mg/day (a non-steroidal aromatase
inhibitor (AI)). She had previously been on tamoxi-
fen 20 mg daily. Other medications include aspirin
and glucosamine.

INVESTIGATIONS
Full blood count showed elevated white cell count
11.8×109/L, haemoglobin 13.0 g/dL, platelet 285
109/L, sodium 140 mmol/L, potassium 4.3 mmol/L,
urea 7.5 mmol/L, creatinine 66 mmol/L, amylase
57 IU/L, calcium 2.26 mmol/L and lactate 1.5 mmol/L.

Urine microscopy—negative for urinary tract infec-
tion, leucocytes <10/L and red cells <10/L.
Chest X-ray revealed free gas under the dia-

phragms consistent with perforation (figure 1) and
the plain film of abdomen was unremarkable
(figure 2). Diagnosis of perforated viscus was made
clinically. A CT of abdomen and pelvis with

Figure 1 Erect chest X-ray. Free gas under the
diaphragm consistent with perforation (white arrow).

Figure 2 Normal plain film of the abdomen.
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contrast (figure 3A, B) revealed intra-abdominal free gas, and
air locules were seen within the lateral wall of the duodenum
that suggest the likelihood of it being the site of perforation.

TREATMENT
Intravenous fluid resuscitation, analgesia, intravenous proton
pump inhibitor therapy and broad spectrum intravenous antibio-
tics were promptly initiated. Nasogastric tube and indwelling
urinary catheter were inserted to accurately measure fluid balance.

Operation: intravenous antibiotics were started preoperatively.
Upper midline laparotomy was made. There was a 1 cm prepy-
loric perforated gastric ulcer seen. Wedge biopsy from the edge
of the gastric ulcer was taken and sent for histology. The defect
was closed with 2/0 polydioxanone (PDS) and buttressed with
omental patch (2/0 PDS). A thorough washout with warm saline
was carried out, and a subhepatic tube drain was inserted. The
abdominal incision was closed by a mass closure technique using
loop PDS 1/0 with staples to skin.

Postoperation: the patient had an uneventful postoperative
recovery. Histology (figure 4A–C) showed manifestations are
of a lobular carcinoma that are likely to be metastatic in origin.
A surveillance CT of the thorax, abdomen and pelvis postopera-
tion, and nuclear medicine whole body bone scan revealed no
evidence of lung and bony metastases, respectively. The drain
was removed on postoperative day 5, and patient was dis-
charged on postoperative day 10 with prophylaxis medication
for Helicobacter pylori eradication (2-week dual-therapy

regimens using a proton pump inhibitor and clarithromycin).
Hormonal therapy was changed from letrozole (non-steroidal
AI) to exemestane (steroidal AI). She remains well after comple-
tion of 12 weekly cycles of paclitaxel.

DISCUSSION
Common sites of metastasis for breast cancer are bone, liver,
lung, brain and regional lymph nodes,1 with bone being the
commonest site.2 Gastric metastasis is relatively rare in patients
with breast carcinoma, but has been reported in the literature.
The incidence reported varies between 0.2% and 0.7%3 4 in
clinical settings, and from 6% to 18% in an autopsy series.5–8

Metastatic gastric cancer from malignant melanoma, lymphoma
and leukaemia have also been reported.9

Interestingly, ILC of the breast has a distinct systemic meta-
static pattern, and shows higher incidence of metastatic spread
to the intestines, gynaecological organs or peritoneum.10–12 The
loss of expression of epithelial-cadherin in ILC is a probable
explanation for this peculiar metastatic pattern compared with
invasive ductal carcinoma.13 The metastasis to the gastrointes-
tinal (GI) tract generally occurs several years after the diagnosis
of the primary breast lesion.14–16 A retrospective review con-
ducted by McLemore et al16 reported a median interval of
7 years between the primary diagnosis of breast cancer and GI
metastatic presentation.

It is important to differentiate gastric metastasis of breast
cancer from potential surgically resectable primary gastric
cancer because surgical approaches in the management of
gastric cancer (endoscopic resection, subtotal or partial gastrec-
tomy and total gastrectomy) would have been different depend-
ing on the staging of the disease. The histological features of a
metastatic breast lobular carcinoma to the stomach consist of the
infiltration of the gastric tissue by non-cohesive small tumour
cells with an occasional intracytoplasmic lumen arranged in
linear cords between the normal gastric glands,17 as shown in
our case. Immunohistochemistry staining can be helpful in dif-
ferentiating primary gastric cancer from the secondary lesions.
Metastatic breast carcinomas are usually positive for cytokeratin
7, ERs, PRs and gross cystic disease fluid protein-15, and are
negative for cytokeratin 20.14 18

Management of metastatic breast cancer depends on the loca-
tion of the tumour cells spread and this may include surgery,
radiation, chemotherapy, biological and hormonal therapy. In
our case, patient developed gastric metastatic disease during the
course of adjuvant hormonal therapy (AI) for previous primary
breast cancer (ILC). In an acute setting, surgical intervention is
required when metastases to the GI produce symptoms due to
bleeding, obstruction or perforation. Once perforation has
occurred, surgery is the only option, which is similar to the
treatment and management in other emergency situations of
acute abdomen. Emergent operation and closure with a piece of
omentum is the standard of care. Unlike duodenal perforation,
biopsy should be routinely taken from the site of gastric perforation
to rule out potential primary carcinoma and distant metastatic
disease. Duodenal ulcers are extremely unlikely to be malignant,
and routine biopsy of these ulcers is not recommended.19

The choice of adjuvant treatment (endocrine or hormonal
therapy, chemotherapy or biological radiotherapy or a combin-
ation of these) is based on patient’s symptoms, age, performance
and hormonal status, disease severity and previous systemic
treatments. Generally, tamoxifen should be considered for
premenopausal and perimenopausal women with hormone-
receptor-positive breast cancer while AI (either non-steroidal
(letrozole and anastrozole) or steroidal (exemestane)) is

Figure 3 CT abdomen and pelvis (A) and (B). Intra-abdominal free air
(labelled as white arrow). Wall defect seen on the lateral wall of the
duodenum suggestive of point of perforation (labelled as yellow arrow).
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recommended for postmenopausal women with hormone-
receptor-positive breast cancer. Letrozole is most commonly
used as an option for patients with ER positive metastatic breast
cancer who have previously received adjuvant tamoxifen. In this
vignette, exemestane 25 mg/day would be an adjuvant treatment
of choice in which first-line endocrine therapy (letrozole)
has failed. AI act predominantly by blocking the conversion
of androgens to oestrogens in the peripheral tissues. The use
of bisphosphonates, particularly in patients with bony disease,
should also be considered to reduce pain and prevent
AI-induced osteoporosis.

Trastuzumab (a monoclonal antibody to HER2/neu receptor)
should be initiated by a specialist for metastatic breast cancer
in postmenopausal patients with HER2-positive tumours, and
cytotoxic chemotherapy should be considered for HER2-
negative tumours. Systemic chemotherapy should also be consid-
ered for fit patients with life-threatening metastatic disease or
for patients with symptomatic, recurrent or metastatic disease
that does not respond to hormone treatment. The chemother-
apy regimens used for metastatic breast cancer are similar to
those used for adjuvant and primary systemic treatment.
Conventionally, taxanes (paclitaxel and docetaxel) are used for
diseases resistant to anthracyclines and for metastatic breast
cancer, or in the adjuvant setting.

Proton pump inhibitors should be continued to reduce the
risk of stress-induced and non-steroidal anti-inflammatory
drug-associated ulcers. A follow-up upper endoscopy can be
arranged for most patients after 4–6 weeks to establish healing
or exclude other diagnoses. There is no current guideline or rec-
ommendation on the role of routine endoscopic surveillance for
gastric perforation secondary to either peptic ulcer19 or metasta-
sis disease.20

CONCLUSION
Gastric perforation secondary to metastatic breast cancer is a rare
occurrence. In patients with a history of breast cancer, a high
index of suspicion for gastric metastasis should be suspected.
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