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CASE REPORT

Invasive lobular breast carcinoma metastasising to

the rectum

Nishant Cherian," Nafees Ahmad Qureshi,? Callum Cairncross,' Mamoon Solkar®

SUMMARY

Gastrointestinal (GI) metastasis from a primary breast
carcinoma is uncommon, with the rectum being one

of the least reported sites in the literature. We report a
case of a 79-year-old woman who underwent treatment
for an infiltrative lobular carcinoma of the right breast
with nodal involvement, and 10 years later developed
recurrence in the form of rectal metastasis. Spread

to the Gl tract is most commonly seen with lobular
breast carcinomas. Any patient with a history of breast
cancer presenting typically or atypically with abdominal
symptoms or altered bowel habit should raise a high
index of suspicion for recurrent or metastatic disease.

BACKGROUND

Breast cancer is the the most common form of
cancer affecting women and is known to spread
to the bones, lungs, liver, brain and soft tissues.’
Gastrointestinal (GI) metastasis, however, is
rarely seen in clinical practice, with spread to the
rectum being particularly uncommon.” Invasive
lobular carcinoma (ILC) of the breast constitutes
up to 10% of all breast cancers.® They are the the
most common subtype implicated in metastasis
to the GI tract, with an incidence between 2%
and 189%.%° These metastatic lesions can often
masquerade as primary GI tumours and, there-
fore, pose an important diagnostic challenge,
as the management of metastatic and primary
tumours may differ. In this paper, we present a
unique case of a 79-year-old woman who devel-
oped rectal metastasis after treatment for invasive
lobular breast carcinoma. We believe that this
report will educate the readership on this subject.

CASE PRESENTATION

A 79-year-old woman underwent a left mastec-
tomy in 1996 for a grade II infiltrating ductal
carcinoma with vascular space infiltration (0 out
of 12 lymph nodes involved). She completed
S-year treatment with tamoxifen and was
followed up every 4-6 months. During follow-up
in February 2005, she was found to have a lump
in the right breast and subsequently underwent a
right mastectomy with axillary node clearance.
Histology revealed a 2.8 cm infiltrating lobular
carcinoma (14 out of 17 lymph nodes involved),
and immunochemistry for oestrogen receptor
(OR) status was positive, which categorised the
patient as ‘high risk’. Consequently, she had adju-
vant radiotherapy to the chest wall and lymph

node areas and was started on anastrozole (Arim-
idex). The patient was followed up in the oncology
clinic on a yearly basis from 2006 to 2009 with no
evidence of recurrence or metastasis. Anastrozole
was discontinued in 2009 and she was discharged
from follow-up.

On 22 May 2015, the patient was admitted to
the hospital with a 2-month history of non-specific
abdominal, lower back and anal pain. She reported
significant weight loss and change in her bowel
habit. Abdominal examination was unremarkable
and there was no evidence of lymphadenopathy in
the neck, axillae or groin. Digital rectal examina-
tion revealed some impacted stools but no palpable
tumour.

INVESTIGATIONS

CT scan of her abdomen and pelvis showed diffuse
wall thickening and areas of inflammatory change
in the terminal ileum and proximal caecum, and
a stricture of the transverse colon (figure 1).
There were no focal lesions in the stomach or
small bowel and no features of retroperitoneal or
intra-abdominal lymphadenopathy. The CT scan
also showed incidental findings of bilateral hydro-
nephrosis and biliary duct dilatation. The patient
was discharged with an appointment for an urgent
outpatient colonoscopy and magnetic retrograde
cholangiopancreatogram (MRCP) to assess bile
duct dilatation.

MRCP showed a distended gall bladder with
some sludge but no gallstones, and normal looking
intrahepatic and extrahepatic bile ducts patterns.
The patient presented for her colonoscopy but the
procedure was abandoned as she became unwell
with diarrhoea and vomiting, and was admitted to
hospital. She underwent a successful colonoscopy,
after several failed attempts due to poor tolerance
to the procedure, in July 2015 which showed five
rectal sessile polyps (the largest being 3 mm), three
of which were excised (using cold biopsy) and sent
for investigation. The histology revealed infiltration
with metastatic lobular breast carcinoma, consistent
with the histology of the lesion removed in the right
breast in 2005. The cells were positive for cytoker-
atin AE1/AE3, GATA binding protein 3 and OR
(Quick score 7—moderate intensity, >66% nuclear
staining), and negative for the S100 protein, human
melanoma black 45, leucocyte common antigen,
CDX2 protein and CD68 glycoprotein. Unfortu-
nately, there were insufficient cells for assessment
of progesterone receptor and human epidermal
growth factor receptor 2 status. This patient's
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Figure 1

CT scan image of the large bowel stenosis (arrow).

blood tests in July 2015 were relatively unremarkable apart
from a raised carbohydrate antigen 15-3 (572 kU/L) and faecal
calprotectin (1195 ug/g), with mild renal impairment as shown
by a low eGFR (estimated Glomerular Filteration Rate) of 58.8.
In addition, a blood sample was sent for measurement of carc-
inoembryonic antigen but unfortunately, the sample was insuf-
ficient, and was not repeated. She had a further colonoscopy
a few weeks later, which showed stenosis in the distal sigmoid
colon with oedematous mucosa, from which biopsies were
taken. Histology showed relatively unremarkable colon mucosa,
however, immunochemistry revealed a few isolated tumour cells
of breast origin.

TREATMENT

After discussion at the colorectal multidisciplinary meeting, the
patient was started on hormone treatment (letrozole 2.5 mg once
daily).

OUTCOME AND FOLLOW-UP

The patient did not wish to have any further treatment or
surgical intervention. Therefore, she was discharged from the
hospital and community palliative nurse follow-up was arranged.
The patient passed away in September 2015. The exact cause of
death is not known as the patient did not have a postmortem.

DISCUSSION
The GI tract is a relatively uncommon site of metastasis for
breast cancers, and accounts for less than 1% of all meta-
static cases.’ Several papers have been published on gastric
metastasis and their association with ILC of the breast.”* The
reasons for this are not fully understood but could be related
to the non-cohesiveness of lobular cells and increased tendency
for infiltration.® 7 Few studies report spread to the rectum
with only 14 cases found in a literature review in 2012.° In
many of these cases, including a further report in 2015, the
lobular cell type has been implicated at histopathological diag-
nosis.® ¥'% Large bowel stenosis and stricture, as was evident
on colonoscopy of our patient, has been described in several
case reports and may be a reason for clinical presentation.* ¢!
In our case report, the patient presented to the hospital
with GI metastasis almost 10 years following the initial diag-
nosis of lobular carcinoma of the right breast and subsequent
mastectomy. A range as wide as 0 to 22 years from primary
breast cancer diagnosis to GI metastasis has been reported in the
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literature.® This highlights the need for a high index of suspicion
of recurrence or metastasis in patients with a history of breast
cancer, regardless of type or time of diagnosis. It also demands
a long-term follow-up in this cohort of patients which would
be of value despite the presence of remission. One case report
has even suggested enrolling such patients into bowel cancer
screening programmes at an earlier age.”*

Survival following GI metastasis of breast origin has been
varied according to the literature. Several studies have shown
survival at 12months, irrespective of whether operative or
non-operative (ie, chemotherapy, hormonal therapy) manage-
ment was used.'  In our case study, the patient died within 3
months of confirmed histological diagnosis, having only had
hormonal treatment. Ambroggi et al® showed a median overall
survival of 16 months (range 5-41 months) following GI metas-
tasis, which is lower than the median survival of all women with
other metastatic disease secondary to breast cancer (range 24-36
months).

Learning points

» While the gastrointestinal tract is an uncommon site for
metastasis from primary breast tumours, any patient with
a history of breast cancer presenting with abdominal
symptoms or altered bowel habit should raise suspicion of
recurrent or metastatic disease.

» New extra breast lesions in such patients should warrant
timely and appropriate investigation to look for evidence
of possible breast metastasis. Emphasis on histological
and immunohistochemical evaluation may avoid delayed
diagnosis and misdiagnosis as well as provide important
information to guide management.

» Long-term follow-up and screening in this patient group
may have a valuable role in identifying early recurrent or
metastatic colorectal disease.
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