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Background: Breast cancer metastatic to the gastrointestinal tract or peritoneum is rare. We

reviewed the natural history of ductal and lobular carcinoma in women with breast cancer
metastatic to the gastrointestinal tract, peritoneum, or both.

Methods: We performed a retrospective review of all patients (1985-2000) with a pathologic
diagnosis of breast cancer metastatic to the gastrointestinal tract or peritoneum. Patients were
categorized into three groups: those with gastrointestinal metastasis, carcinomatosis, or both.

Results: Of 73 patients, 23 (32%) had gastrointestinal metastasis only, 32 (44%) had car-
cinomatosis only, and 18 (25%) had both. The median age at initial breast cancer diagnosis
was 55 years. The mean interval between the primary diagnosis and metastatic presentation
was 7 years. Sites of gastrointestinal metastases included the esophagus (8%), stomach (28%),
small intestine (19%), and colon and rectum (45%). Infiltrating lobular carcinoma represented
34 (64%) of the 53 gastrointestinal metastases. The median overall survival after diagnosis was
28 months. Palliative surgical intervention in 47 patients (64%) did not affect overall survival.
Some survival benefit may have accrued to select patients with gastrointestinal metastasis who
underwent surgical palliation (44 vs. 9 months). Advanced age at diagnosis and gastric
metastases had a negative effect on survival, whereas treatment with systemic chemotherapy
or tamoxifen had a positive effect on survival.

Conclusions: Gastrointestinal metastasis occurred more often in patients with invasive
lobular carcinoma. Surgical intervention did not significantly extend overall survival but may
be considered in a select group of patients.

Key Words: Gastrointestinal metastasis—Carcinomatosis—Breast cancer—Palliative surgery—
Survival.

Breast cancer is the most common malignancy
affecting women in the United States. One in eight
women will be affected in their lifetime.! It is esti-
mated that 211,240 new female breast cancer cases
and 40,410 female deaths will have occurred in the
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United States during 2005.> Common sites of breast
cancer metastasis include the lungs, liver, bones, soft
tissue, and adrenal glands.®>*

Gastrointestinal (GI) tract metastasis and carcino-
matosis from primary breast cancer are rare. One au-
topsy series reported an occurrence rate of 8% to
35%.%° The metastatic patterns of lobular and ductal
carcinoma have been reported to differ considerably.
Most series report a greater propensity for lobular
carcinoma to metastasize to the GI tract, gynecological
organs, or peritoneum.'®'' Most reports in the medical
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literature on the clinical presentation and outcome of
patients with GI metastasis, carcinomatosis, or both
consist of individual case reports or small series.

This study was undertaken to review the clinical
presentation, treatment, and outcome in patients with
breast cancer metastatic to the GI tract or perito-
neum. We also compared the metastatic patterns of
infiltrating lobular carcinoma and infiltrating ductal
carcinoma. In addition, we analyzed the factors
associated with prolonged survival in this unique
group of patients.

PATIENTS AND METHODS

After approval by the Mayo Foundation Institu-
tional Review Board, a retrospective review was
conducted of the records of all patients with a path-
ologic diagnosis of metastatic disease secondary to
breast cancer who were treated between 1985 and
2000 at Mayo Clinic (Scottsdale, AZ, or Rochester,
MN). Patients with breast cancer metastatic to the GI
tract or peritoneum were classified into one of three
groups: GI metastasis only (group 1), carcinomatosis
only (group 2), or both GI metastasis and carcino-
matosis (group 3). GI metastases were defined as one
or more subserosal metastases to a hollow viscus,
such as the esophagus, stomach, small intestine, co-
lon, or rectum. Clinical data were collected about
both the primary breast cancer and the metastases.

A specific histological subtype was not specified in
30% of the initial breast cancer pathologic diagnoses.
Pathologic slides from these patients were reviewed
and subtyped by a single pathologist with expertise in
breast carcinoma. Pathologic criteria for the diagnosis
of invasive lobular carcinoma included single-file
strands of infiltrating small tumor cells with relatively
little nuclear pleomorphism, loosely dispersed
throughout the fibrous matrix, with or without the
presence of signet-ring cells. Pathologic criteria for
diagnosis of invasive ductal carcinoma included
tumor cells disposed in tubules, cords, solid cell nests,
or aggregate masses with invasion of the surrounding
stroma. Original breast cancer presentations were
staged according to the 2003 American Joint Com-
mittee on Cancer staging system.

Median survival was calculated for the overall
study group and for the three subgroups. The calcu-
lations were performed by using Kaplan-Meier esti-
mates. Survival time periods were compared for
patients who had palliative surgery versus those who
did not, and statistical significance was assessed by
using Wilcoxon statistics. Several variables were also

tested by Cox multivariate analysis for their effect on
survival.

RESULTS

During the 15-year study period, 12,001 patients
were diagnosed with metastatic disease secondary to
breast cancer. Seventy-three patients were found to
have pathologic confirmation of metastatic disease
to the GI tract or peritoneum: 23 in group 1 (GI
metastases only), 32 in group 2 (carcinomatosis
only), and 18 in group 3 (GI metastases and carci-
nomatosis). The median age at the time of the pri-
mary breast cancer diagnosis was 55 years, and 26
patients were diagnosed before age 50 (Table 1).
There was no significant difference in age at pre-
sentation among the three groups (P = .14). Two
patients (3%) presented with synchronous bilateral
breast cancers, and six patients (8%) had a second,
contralateral invasive breast cancer that developed
before metastatic presentation. Overall, infiltrating
lobular carcinoma in the original breast cancer his-
tology was diagnosed in 44 (54%) tumors (Table 1).

During the same 15-year period, 12,550 women
were diagnosed with primary invasive breast cancer:
1,516 (12%) with infiltrating lobular carcinoma,
10,334 (82%) with infiltrating ductal carcinoma, 387
(3%) with mixed infiltrating ductal and lobular car-
cinoma, and 313 (2%) with other histological sub-
types of infiltrating breast carcinoma. Compared with
the 12% frequency of infiltrating lobular carcinoma in
women with primary breast cancer, the prevalence of
infiltrating lobular carcinoma was significantly in-
creased (54%) in women with GI metastasis and
carcinomatosis (P < .001).

Staging and histological classification of the ini-
tial breast cancer in each group are listed in
Table 1. Most of the 73 patients initially presented
with stage II cancer according to the 2003 Ameri-
can Joint Committee on Cancer staging system:
stage 1, 14%; stage 11, 45%; stage III, 8%; and stage
IV, 12%. We were unable to stage 15 patients
(21%) because of unknown tumor size, lymph node
status, or both.

Treatment at the time of diagnosis reflected the
standard therapy for breast cancer in the 1970s and
1980s. Seventy-two of the 73 patients had surgical
procedures for 81 invasive breast cancers. Fifty-seven
patients (79%) were treated with a modified radical
mastectomy. Twenty-two patients (31%) received
adjuvant systemic chemotherapy, 23 (32%) received
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TABLE 1. Patient demographics and original breast cancer characteristics

Group 1: Group 2: Group 3:
GI metastasis carcinomatosis GI metastasis and
Characteristic (n = 23) (n = 32) carcinomatosis (n = 18) Overall (n = 73)
Median age, y 59 53 52 55
<50y of age, n (%) 5(22) 15 (45) 6 (33) 26 (32)
Total no. of invasive 24 37 20 81
breast cancers
Bilateral cancer, n (%) 1 5 2 8 (11)
Histological findings, n (%)
Ductal 9 (38) 16 (43) 7 (35) 32 (40)
Lobular 14 (58) 19 (51) 11 (55) 44 (54)
Mixed 0 (0) 0 (0) 2 (10) 2(2)
Other 1(4) 2(5) 0 (0) 34
Stage, n (%)
I 4 (17) 1(3) 5 (28) 10 (14)
11 8 (35) 19 (59) 6 (33) 33 (45)
111 3 (13) 309 0 (0) 6 (8)
v 1(4) 4 (13) 4(22) 9(12)
Unknown 7 (30) 5 (16) 3(17) 15 (21)

GI, gastrointestinal.

“Includes synchronous or metachronous tumors diagnosed before the diagnosis of metastatic disease.

TABLE 2. Signs and symptoms at the time of metastatic presentation

Group 3:
Group 1: Group 2: GI metastasis and Overall,

Sign or symptom GI metastasis carcinomatosis carcinomatosis n (%)
Abdominal pain, 10 19 7 36 (49)

RUQ pain, dyspepsia
Bloating, increased girth 2 9 4 15 (21)
Irregular BM, melena, 5 7 3 152D

GI hemorrhage
Obstruction 1 9 3 13 (18)
Nausea and vomiting, 3 4 4 11 (15)

hematemesis
Early satiety 3 3 3 9 (12)
Dysphagia 5 1 2 8 (11)
Weight loss 3 2 3 8 (11)
Anemia, fatigue 1 2 4 7 (10)
Mass 1 4 0 5(7)
Other 0 3 2 5(7)
Asymptomatic 1 1 2 4 (5)

GI, gastrointestinal; RUQ, right upper quadrant; BM, bowel movement.

adjuvant hormonal therapy, and 14 (19%) received
postmastectomy irradiation.

The mean interval between the primary diagnosis
of breast cancer and GI metastatic presentation was 7
years. Twelve patients (16%) were found to have GI
or peritoneal metastatic disease at the time of their
breast cancer diagnosis. The clinical presentation of
GI or peritoneal metastatic disease varied substan-
tially. Most signs and symptoms were nonspecific.
Abdominal pain was the most common symptom,
followed by bloating, melena, GI hemorrhage, bowel
obstruction, nausea and vomiting, early satiety, dys-
phagia, weight loss, anemia or fatigue, and palpable
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mass (Table 2). Metastatic disease was found in
asymptomatic patients (5%) during routine surveil-
lance. GI metastasis or carcinomatosis was the first
manifestation of metastatic disease in 32 patients
(44%). In this subset of patients, the mean disease-
free interval from primary diagnosis to metastatic
diagnosis was 8.8 years.

Fifteen patients (21%) presented with metastatic
disease masquerading as an alternate disease process
(Table 3). Patients with carcinomatosis only (group
2) had a higher incidence of such metastatic disease
than the other 2 groups. The most common initial
diagnosis was ovarian cancer (five patients). Three
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TABLE 3. Presentation, management, and outcome of intra-abdominal metastatic disease

Group 1: Group 2: Group 3:
GI metastasis carcinomatosis GI metastasis and
Variable (n = 23) (n = 32) carcinomatosis (n = 18) Overall (n = 73)
Mean interval to diagnosis, y 9 5 7 7
First site of metastatic 12 (52) 15 (47) 5(28) 32 (44)
disease, n (%)
Masquerading presentation, 3 (13) 10 (31) 2 (11) 15 (21)
n (%)
Treatment, n (%)
Systemic chemotherapy 13 (57) 16 (50) 14 (78) 43 (59)
Hormonal therapy 14 (61) 17 (53) 11 (61) 42 (58)
Radiotherapy 4 (17) 13 1(6) 6 (8)
Palliative surgery” 12 (52) 22 (69) 13 (72) 47 (64)
Multiple operations 0 8 (25) 3(17) 11 (15)
Mean no. of operations NA 2 2 2
Survival (mo)
Median survival 29 17 32 28
Median survival after 44 14 49 28
palliative surgery
Median survival with no 9 26 30 26
palliative surgery
P value .1 .6 i 3

GI, gastrointestinal; NA, not applicable.
“ Gastrointestinal bypass, resection, or debulking.

patients were assumed to have biliary tract disease,
and two patients were assumed to have endometrial
cancer. Other initial diagnoses included rectal cancer,
gastric cancer, lymphoma, renal failure, and alcoholic
cirrhosis (one patient each).

Eight cases (11%) were not diagnosed as metastatic
breast cancer until exploratory laparotomy. One pa-
tient underwent an abdominal perineal resection for a
rectal mass biopsy initially interpreted as rectal ade-
nocarcinoma 2 years after her breast cancer diagno-
sis. This patient had a 1-year history of breast cancer
metastatic to the lung. Two cases were diagnosed at
the time of a total abdominal hysterectomy and
bilateral salpingo-oophorectomy after the patients
presented with vaginal bleeding. Endometrial biopsy
samples were interpreted as endometrial cancer 10
and 12 years after their breast cancer diagnoses;
neither had prior metastatic disease. A fourth case
was diagnosed as metastatic breast cancer at the time
of exploratory celiotomy for endoscopic biopsy
samples interpreted as gastric adenocarcinoma after a
9-year disease-free interval from the time of the ori-
ginal breast cancer diagnosis.

Two patients presenting with right upper quadrant
pain 3 and 6 years after diagnosis were assumed to
have cholecystitis on the basis of their sonographical
findings. A third patient with assumed choledocho-
lithiasis 12 years after a breast cancer diagnosis pre-
sented with right upper quadrant abdominal pain and
ultrasonographical and radiographical evidence of a

dilated common bile duct and intrahepatic ducts. All
three patients underwent open cholecystectomy,
during which metastatic disease was discovered.

Metastatic breast cancer was mentioned in the
differential diagnosis of four of the five patients
thought to have ovarian cancer. One patient with a
disease-free interval of 13 years, who presented with 3
months of abdominal pain, a 20-pound weight loss,
and radiographical evidence of a complex cystic
ovarian mass, was considered to have ovarian cancer
until the total abdominal hysterectomy and bilateral
salpingo-oophorectomy pathologic specimens were
evaluated.

A total of 53 GI metastases were found in 41 pa-
tients with GI metastases (groups 1 and 3). Ten pa-
tients (24%) had metastases to two or more GI sites.
The distribution by histological findings is listed in
Table 4. The most common site of metastasis was the
colon or rectum, followed by the stomach, small
intestine, or esophagus. GI metastases in patients
with invasive lobular carcinoma outnumbered 2-fold
those found in patients with invasive ductal carci-
noma.

The most common additional sites of metastatic
disease were the bone marrow (29 patients; 40%),
lung (17 patients; 23%), liver (11 patients; 15%), and
ovary (10 patients; 14%). Other sites of metastasis
included the uterus (six patients; 8%), skin (four
patients; 5%), brain (one patient; 1%), bladder (one
patient; 1%), and contralateral breast (one patient;
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TABLE 4. Sites and histological findings of gastrointestinal metastases

Site of involvement

Overall,

Histological finding Esophagus Stomach Small intestine Colon and rectum” n (%)
GI metastasis (group 1)

Lobular 2 6 2 8 18 (34)

Ductal 0 4 2 3 9 (17)

Mixed 0 0 0 0 0

Unknown 0 0 0 1 12
GI metastasis and

carcinomatosis (group 3)

Lobular 2 4 4 6 16 (30)

Ductal 0 1 2 5 8 (15)

Mixed 0 0 0 1 1(2)

Unknown 0 0 0 0 0
Overall (groups 1 and 3)

Lobular 4 10 6 14 34 (64)

Ductal 0 5 4 8 17 (32)

Mixed 0 0 0 1 1(2)

Unknown 0 0 0 1 12

Total, n (%) 4 (8) 15 (28) 10 (19) 24 (45) 53

GI, gastrointestinal.
“ One patient had a rectal metastasis of ductal origin.

1%). GI metastasis or carcinomatosis was the only
known site of metastatic disease in 11 (15%) pa-
tients. Nineteen (73%) of 26 patients in the surgical
group had metastasis outside the GI tract, compared
with 43 (91%) of 47 patients in the nonsurgical
group.

After the discovery of GI metastatic disease, most
patients were treated with systemic chemotherapy
(59%) or hormonal therapy (56%). Very few pa-
tients were treated with radiotherapy (8%). Surgical
palliation in the form of GI resection, debulking, or
GI bypass was performed in 47 patients (64%).
Seven patients (10%) had exploratory laparotomy
with immediate closure because of widespread dis-
ease. The indication for surgical intervention in
these patients was primarily for obstructive symp-
toms or mass effect. Of the patients who underwent
surgical palliation, the following operations were
performed: 28 GI resections with primary anasto-
mosis, 3 GI resections with ostomy, 8 GI bypasses,
13 diverting ostomies, 10 extensive debulkings of
metastatic disease, and 17 bilateral salpingo-
oophorectomies.

The overall median survival after diagnosis of GI
or peritoneal metastatic disease was 28 months
(Fig. 1). The overall subgroup median survival was
29, 17, and 32 months for groups 1, 2, and 3,
respectively (Table 3). Twenty-four patients (33%)
survived > 30 months and had a median survival of
84 months. Overall, advanced age, gastric metastases,
and systemic or hormonal therapy after diagnosis of
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metastatic disease had a significant effect on patient
survival (Table 5). A 1-year increase in age led to a
greater chance of death (odds ratio [OR], 1.03; P =
.02). Systemic chemotherapy or hormonal therapy
was found to have a positive effect on survival (OR,
.39; P = .003). By GI site, gastric metastases were
found to have a negative effect on survival (OR, 2.32;
P = .02). The following factors did not affect sur-
vival significantly: stage at primary diagnosis, adju-
vant chemotherapy or radiotherapy at primary
diagnosis, interval from primary diagnosis to GI or
peritoneal metastatic diagnosis, GI metastasis as the
first metastatic recurrence, GI metastasis as the only
site of recurrence, or lobular versus ductal histologi-
cal findings.

With few exceptions, the sample size was too small
to allow assessment of the effect of any contributing
factors on survival within the subgroup analysis. For
patients with GI metastasis only (group 1), hor-
monal therapy after the diagnosis of metastatic dis-
ease was found to have a positive effect on survival,
whereas gastric metastasis had a negative effect. For
patients with carcinomatosis only (group 2), systemic
chemotherapy or hormonal therapy was found to
have a positive effect on survival, whereas advanced
age had a negative effect (Table 5). There were no
significant contributing factors on survival in pa-
tients with both GI metastasis and carcinomatosis
(group 3).

Overall, surgical palliation had no statistically
significant effect on the median length of survival (28
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TABLE 5. Factors that significantly affected survival
Variable Effect on survival Odds ratio P value 95% C1
Overall
Advanced age at diagnosis Negative 1.03 .02 1.01-1.05
Treatment with chemotherapy Positive .39 .003 21-72
or tamoxifen
Treatment with chemotherapy Positive 44 .004 25-77
Gastric site of metastasis Negative 2.32 .02 1.16-4.61
GI metastasis (group 1)
Treatment with tamoxifen Positive 22 .03 .06-.86
Gastric site of metastasis Negative 4.62 .01 1.36-15.64
Carcinomatosis (group 2)
Advanced age at diagnosis Negative 1.05 .02 1.01-1.09
Treatment with chemotherapy Positive 37 .02 .15-.88
or tamoxifen
Treatment with chemotherapy Positive .35 .01 .16-.76

CI, confidence interval; GI, gastrointestinal.

vs. 26 months; P = .31). However, patients with only
GI metastasis who underwent palliative surgical
intervention tended to have a much more prolonged
median survival (44 vs. 9 months; P = .1). The dif-
ference in median values between the two groups,
however, was not great enough to exclude the possi-
bility that the difference was due to random sampling
variability or patient selection (Table 3).

DISCUSSION

Most reports reviewing secondary tumors of the GI
tract have been autopsy series or single case reports

of rare tumors or unusual presentations.'””'> Some
studies have analyzed the metastatic patterns of
breast carcinoma. However, few reports specify the
histological subtype.

A landmark study by Borst and Ingold'® reporting
the metastatic patterns of invasive lobular carcinoma
versus invasive ductal carcinoma was published in
1993. The series analyzed 2604 cases of breast cancer
with subsequent metastatic disease over an 18-year
period. When compared with other breast cancer
subtypes, infiltrating lobular carcinoma was found to
metastasize more frequently to the GI tract, gyneco-
logical organs, peritoneum, retroperitoneum, adrenal
glands, or bone marrow. In this large series, only 17
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TABLE 6. Published reports of breast cancer metastatic to the gastrointestinal tract or peritoneum

Site of involvement

No. of All GI
Reference patients metastases Esophagus Stomach SI Colon  Peritoneum Comments
Autopsy series
Washington and 20 26 1(3) 6 (27) 9 (35) 10 (38) Autopsy (14) and clinical
McDonagh® reports (6) of GI
metastases only; some
patients had more than
1 metastasis
Lamovec and All sites evaluated
Bracko'
IDC 195 11 (6) 7(4) 4(2) 30(15
ILC 25 15 (60) 5(20) 10 (40) 15 (60)
Harris et al."! All sites
evaluated
IDC 76 5() 2(3) 3@)° 16 1)
ILC 14 10 (73) 6 (43) 429 1393
Clinical series
Taal et al.'® All lesions evaluated
IDC 46 46 10 (22) by endoscopy
ILC 36 (78)

Winston et al.* Abdominal CT evidence
ILC 57 18 (32) 9 (16) 6 (11) 15(26) 17 (30) of metastasis only
Borst and Ingold'’ All sites evaluated; data

IDC 2246 3(<0D 1(<1) 2(<1l) 0(0 13 (<1 obtained from tumor registry
ILC 359 13 (3) 3(1) 8(2) 3(1) 11 (3)
Taal et al.'® All lesions evaluated
IDC 16 16 1 (6) by endoscopy
ILC 15 (94)

GI, gastrointestinal; SI, small intestine; IDC, infiltrating ductal carcinoma; ILC, infiltrating lobular carcinoma; CT, computed tomography.

“ Values are n (%) unless otherwise indicated.
» Combined small-intestine and colorectal metastases.
¢ Combined peritoneal and retroperitoneal metastases.

patients ( < 1%) were found to have metastasis to the
GI tract: this reflects the rare nature of metastases to
this site.

The largest case series in the medical literature that
reports GI metastasis secondary to breast cancer was
published in 1968 by Asch et al.” This autopsy series
reported 52 cases of GI metastasis secondary to
breast cancer. The distribution of these metastases
was as follows: esophagus (25%), stomach (25%),
small intestine (28%), colon (19%), and rectum (4%).
There was no mention of the primary histological
subtype in this series.

Taal and colleagues'®!” from the Netherlands
Cancer Institute published reports in 1992 of two
series of patients with GI metastasis secondary to
breast cancer. The first series presented 27 patients
with breast carcinoma metastatic to the stomach.'®
The second series presented 17 patients with colo-
rectal metastases secondary to breast cancer. Both
reports noted a greater frequency of primary infil-
trating lobular carcinoma (88%) compared with
infiltrating ductal carcinoma (74%).'” Eight years
later, these authors published a subsequent report
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that expanded the series of breast carcinoma meta-
static to the stomach to 51 cases.'® Infiltrating lobular
carcinoma again outnumbered infiltrating ductal
carcinoma (72%). These case reports and other well-
known articles are listed in Table 6.

The diagnosis of breast cancer metastatic to the GI
tract or peritoneum is often difficult because of the
relative unlikelihood of an isolated GI metastasis
compared with a benign disease process or second
primary cancer. In addition, there is often a pro-
longed disease-free interval before metastatic pre-
sentation. Metastatic breast cancer may also
masquerade as a GI primary tumor. In one case
series, seven women with metastatic breast cancer
who were initially thought to have a GI primary
cancer were reviewed over a 3-year period at
Memorial Sloan-Kettering Cancer Center.! Four
patients (57%) had histological findings of infiltrating
lobular breast cancer. Six patients had gastric lesions,
and one had a colonic lesion.

For patients with a history of breast cancer and a
new diagnosis of a GI neoplasm, Schwarz and col-
leagues' have recommended making a histopatho-
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logical and immunohistochemical comparison be-
tween the initial primary breast cancer and the GI
neoplasm. Immunohistochemical markers for the
estrogen receptor, gross cystic disease fluid protein,
and the differential expression of cytokeratin 7 and
20 can facilitate an accurate diagnosis and prompt
initiation of appropriate antineoplastic therapy.'>*!

The present study from Mayo Clinic is the largest
nonautopsy case series of women with breast cancer
metastatic to the GI tract and peritoneum in the
United States. This study differs from other clinical
studies of metastatic breast cancer in that it focused
on all sites of GI tract metastases and included an
evaluation of patients with carcinomatosis. Forty-one
patients with GI metastasis secondary to breast can-
cer presented with 53 metastatic sites. Ten patients
presented with two or more sites of GI metastasis.
Most GI metastases were found in the colon and
rectum (45%) or stomach (28%).

Favorable prognostic features regarding survival
after the diagnosis of metastatic disease were the
use of systemic chemotherapy (P = .004) and the
use of systemic chemotherapy or hormonal therapy
(P = .003). Poor prognostic features included ad-
vanced age and gastric metastatic disease. The
finding of advanced age as a poor prognostic factor
may be due to the possibility that some patients
were not given the option of chemotherapy because
of advanced age.

Overall, surgical intervention did not have a sig-
nificant effect on the median length of survival (28 vs.
26 months). Patients with GI metastasis only who
underwent palliative surgical intervention tended to
have a more prolonged median survival (44 vs. 9
months). This difference, however, was not statisti-
cally significant, and the observed difference in sur-
vival may have been due to other factors, such as
biased patient selection for palliative surgical inter-
vention. Surgery has a role in palliative care for relief
of symptoms and in supportive care of the patient
with incurable disease. The decision-making process
of whether to treat these patients surgically should be
based on the clinical presentation and symptoms, the
availability of chemotherapeutic options, and a
quality-of-life discussion.??

One limitation of our study is that it investigated
only women who had a pathologic diagnosis of
metastatic disease. It is possible that a larger per-
centage of GI metastasis or carcinomatosis devel-
oped in women with breast cancer and that they were
diagnosed radiographically rather than with a diag-
nostic pathologic specimen. This group of patients is
somewhat unique, as reflected by their delayed clin-

ical presentation of intra-abdominal metastatic dis-
ease (7 years). Most patients presented with vague
symptoms. Because of the delayed clinical presenta-
tion and vague symptoms, all patients underwent
biopsy to confirm the diagnosis. The diagnostic dif-
ficulty in these patients is demonstrated by the fact
that 21% were thought to have a different disease
process, and 11% patients did not receive a diagnosis
until they had exploratory laparotomy. The patients
who presented with intra-abdominal disease early
after their original diagnosis or the patients who had
multiple other sites of metastatic disease consistent
with a primary breast cancer would probably not be
captured in our study. Finally, some GI metastasis,
in particular, metastasis to the mid portion of the
small intestine, may have been inaccessible endo-
scopically.

In summary, the diagnosis of GI metastasis or
carcinomatosis secondary to breast cancer is rare.
Diagnosis is often difficult because of a prolonged
disease-free interval before metastatic presentation.
Despite the much greater prevalence of infiltrating
ductal carcinoma among women with breast cancer,
GI metastasis occurred more often in patients with
invasive lobular carcinoma than in patients with
invasive ductal carcinoma. This finding concurs with
those of other series, which have reported a greater
prevalence of lobular carcinoma metastatic to the GI
tract.

The median overall survival in our patients after a
diagnosis of GI metastasis or carcinomatosis was 28
months, which is consistent with the median survival
of all women with metastatic disease secondary to
breast cancer (range, 24-36 months).?®> Surgical
intervention did not significantly extend overall
survival and should be considered palliative. Al-
though it was not statistically significant, there was
some improved survival for patients with GI
metastasis who underwent surgical palliation (44 vs.
9 months).
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