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Abstract
A 57-year-old woman with a history of lobular carcinoma of the
left breast (stage I, T1b-N0-M0, HER2/neu-negative; estrogen and
progesterone receptor-positive) diagnosed 14 years ago, treated with
modified radical mastectomy and tamoxifen, followed by surveillance
for 5 years. She recently returned due to dysphagia, chest pain, hyporexia, nausea, vomiting, unintentional weight loss, and at 3 months
later changes in bowel habits: increased frequency and decreased
consistency (Bristol-6), alternating with constipation (Bristol-1); ascites and pleural effusion. Upper gastrointestinal endoscopy, esophageal
manometry and gastric emptying scintigraphy were normal. With hypochromic microcytic anemia, elevated CA-15.3 (694 U/mL) and CA125 (394 U/mL). Tomography identified 3 mm left axillary lymphadenopathies, lytic lesions in the ribs, increased thickness at the level of
the esophagogastric junction, and concentric thickening of the small
bowel and colon. Colonoscopy revealed inflammatory changes in the
submucosa of the transverse colon, with loss of the haustra and vascular pattern, while the mucosa presented a pseudonodular aspect and
reduced distensibility. Histopathological diagnosis: Metastatic lobular
carcinoma of the breast. She received treatment with an aromataseinhibitor and bisphosphonate.
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Dysphagia; Constipation.

Introduction
A 57-year-old woman with a history of lobular carcinoma of
the left breast (stage I, T1b-N0-M0, HER2/neu-negative; estrogen and progesterone receptor-positive) diagnosed 14 years
ago, treated with modified radical mastectomy and tamoxifen,
followed by surveillance for 5 years [1,2]. The patient sought
medical attention due to dysphagia for solids and liquids, associated with intermittent episodes of chest pain, esophageal fullness, hyporexia, nausea, and vomiting of gastric food content

2 to 3 times per week. Three months later she began to have
changes in bowel habits: increased frequency (4/day) and decreased consistency (Bristol 6), alternating with periods of constipation (Bristol 1) [3,4]. On the fourth month she presented
with ascites and pleural effusion. She lost 20 kg over a 5 month
period. Upper gastrointestinal endoscopy was performed up
to the second portion of the duodenum, only observing the
Schatzki ring. There were no pathologic findings in the histopathologic study of gastric mucosal biopsies. Conventional
esophageal manometry and gastric emptying scintigraphy were
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normal [5]. Paracentesis and cytology were negative for malignant cells and tuberculosis. The Serum-Ascites-Albumin Gradient (SAAG) was 1.3 g/d. Chronic liver disease, Budd-Chiari syndrome, and congestive heart failure were ruled out. Adenosine
deaminase, C-reactive protein, and culture for mycobacteria
were negative. The pleural fluid had characteristics of a transudate and was negative for malignant cells or an infectious process. Complete blood count revealed hypochromic microcytic
anemia, elevated CA-15.3 of 694 U/mL and CA-125 of 394 U/
mL. Tomography identified 3 mm left axillary lymph nodes with
an inflammatory aspect and lytic lesions on different ribs [6].
There was no evidence of metastasis in the lungs or the opposite breast. Increased thickness was observed at the level of
the esophagogastric junction, as well as concentric thickening
of the small bowel and colon (Figure 1A). Colonoscopy revealed
inflammatory changes at the level of the submucosa of the
transverse colon, with loss of the haustra and vascular pattern,
whereas the mucosa had a pseudo-nodular aspect and reduced
distensibility (Figure 1B) [7].
The histopathological findings of the colon biopsy were metastatic lobular carcinoma of the breast, as shown in Figure 1:
positive cytokeratin 7 (1D), positive mammaglobin (1I) and negative E-cadherin (1J); positive HER2/neu (1G), positive estrogen
and progesterone receptors (1E and 1F), and 5% Ki67 (1H) [8].
In accordance with the patient’s functional status (ECOG
2), she received treatment with an aromatase inhibitor and
bisphosphonate. Twelve months later, she was stable, with an
ECOG 1 performance status.

Figure 1: A) Coronal tomography, with tumor activity in the distal
esophagus, esophagogastric junction and colon. B) Colonoscopy,
with inflammatory changes at the level of the transverse colon,
with loss of the haustra and vascular pattern; mucosa with a pseudo-nodular pattern and reduced distensibility. Immunohistochemistry panel: C) x20. Cytokeratin 20-negative in neoplastic cells; D)
x40. Cytokeratin 7-positive in neoplastic cells. E) Nuclear estrogen
receptor-positive in 80% of neoplastic cells. F) Nuclear progesterone receptor-positive in 80% of neoplastic cells. G) HER2/neu-positive, indeterminate (2+), staining of complete membrane and weak
in > 10% of the neoplastic cells. H) Ki67, positive cell proliferation
index in 5% of the neoplastic cells. I) Mammaglobin-positive in
neoplastic cells. J) E-cadherin-negative in neoplastic cells.
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Discussion
Patients with a history of breast cancer and de novo gastrointestinal symptoms should be evaluated by imaging and endoscopy studies, to search for possible metastases to the digestive
tract, mainly when there are alarm symptoms (weight loss, dysphagia, and significant alterations in bowel habits) [5,6]. Given
that symptoms are not very specific and diagnostic tests are often negative, developing strategies and recommendations for
the evaluation and follow-up of patients with a history of breast
cancer and gastrointestinal symptoms is suggested, for optimizing the diagnosis and improve prognosis [6].
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