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Breast cancer (BC) is the second leading cause of cancer-related death in
women, with mortality primarily associated with metastasis. Although gastric
metastasis is rare, there are still case reports in the literature. Clinical symptoms of
gastric metastasis from BC are often nonspecific, and endoscopic presentations
are heterogeneous. Distinguishing between primary and metastatic tumors is
important and challenging for the endoscopist. Herein, we report a case of
gastric metastasis occurring 4 years after BC surgery. The timeline is as follows. In
2019, the 60-year-old woman received neoadjuvant chemotherapy followed by
left breast radical surgery and endocrine therapy with targeted treatment. In 2022
(3 years post-surgery), left axillary metastasis was diagnosed, requiring excision of
a skin mass. In 2023 (4 years post-surgery), she presented with upper abdominal
pain and acid reflux, and gastroscopy revealed a superficial flat lesion in the
gastric antrum. Immunohistochemical (IHC) staining suggested the possibility of
poorly differentiated adenocarcinoma. Contrast-enhanced computed
tomography (CT) revealed focal abnormal enhancement of the gastric antrum
without evidence of distant metastasis. Since endoscopic, imaging, and IHC
staining findings did not clearly suggest BC metastasis, and considering the
patient’s history of BC and overall condition, she underwent endoscopic
submucosal dissection (ESD)-a procedure performed with both diagnostic and
therapeutic intent. The postoperative pathology revealed metastatic invasive
lobular carcinoma (ILC) of the breast. The ESD not only clarified the patients’
diagnosis but also avoided unnecessary surgery for the patient. The patient
remains alive under maintenance therapy. In summary, our case highlights the
role of ESD, which was performed with both diagnostic and therapeutic intent—
in managing gastric metastasis from BC, while underscoring the necessity of
regular endoscopic surveillance post-mastectomy.
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Introduction

Breast cancer (BC) most frequently metastasizes to soft tissues,
brain, liver, bones, and lungs, while gastrointestinal (GI) tract
involvement remains uncommon. Follow-up and autopsy studies
have estimated the incidence of gastric metastasis to range from
0.2% to 0.7% (1). Gastric metastasis from BC tends to occur several
years after the initial diagnosis. The clinical symptoms are
nonspecific and diverse, ranging from asymptomatic cases to
those with severe GI symptoms, which complicates and
challenges the diagnostic process (2, 3). Invasive lobular
carcinoma (ILC) is more likely to metastasize to the GI than
invasive ductal carcinoma (IDC) (4). A study by Almubarak MM
et al. found that 97% of GI metastases from BC originated from the
ILC (5, 6). The primary treatment is systemic therapy, tailored to
the individual’s general medical condition and the tumor’s
biological hormonal receptor and HER2 status (6). We report a
case of gastric metastasis from BC, highlighting the experience in
differentiating between metastatic and primary tumors, as well as
the benefits of ESD, combining diagnostic and therapeutic intent, in
patients with a history of BC who present with lesions resembling
early gastric cancer. We believe that in patients with a history of BC
presenting with symptoms such as anorexia, nausea, vomiting,
stomach pain, and gastric discomfort, it is essential to consider
whether these symptoms are due to metastasis from the primary
tumor or treatment-related discomfort. However, the possibility of
a second primary tumor should not be overlooked. Timely detailed
gastroscopy, imaging study, and immunohistochemical (IHC)
staining comparison are crucial for accurate diagnosis. This study
adheres to the CARE case report guidelines (7).

Case report

A 60-year-old woman denied a history of chronic diseases such
as hypertension, heart disease, and diabetes. Her father and aunt
were patients with lung cancer, and she denies a family history of
other tumor diseases. In July 2019, the patient presented with a
palpable right breast mass and was subsequently diagnosed with
stage IV ILC (T4N3M1) accompanied by axillary lymph node and
skeletal metastases. She underwent four cycles of neoadjuvant
chemotherapy with paclitaxel and doxorubicin. Two months later,
in September 2019, she underwent modified radical mastectomy of
the right breast plus axillary lymph node dissection. The
postoperative pathology revealed ILC of the breast (2.2 cm in
diameter), with no special findings at the nipple and base
margins, and lymph node metastasis of 14/14. THC staining
showed estrogen receptor (ER)-positive, progesterone receptor
(PR)-positive, human epidermal growth factor-2 (HER2)-
negative, and Ki-67 (10%). Postoperatively, she was treated with a
combination of fulvestrant and palbociclib, with regular follow-ups.

Three years later, in June 2022, she noticed a mass in the skin of
her left axilla and underwent excision. The postoperative pathology
confirmed metastasis of ILC. IHC staining showed ER-positive, PR-
positive, HER2-positive, Ki-67 (30%), and P120 (cytoplasmic+).
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One month later, Positron Emission Tomography/Computed
Tomography (PET-CT) showed no other abnormal metabolic
increases. Concurrently, the treatment plan was adjusted to a
combination of exemestane and chidamide, with chidamide at 30
mg twice weekly and exemestane at 25 mg once daily, both
administered orally.

In September 2022, due to complaints of upper abdominal pain
and acid reflux, she underwent endoscopic examination, which
revealed a 0.5%0.5 cm, 0-IIb type superficial flat lesion on the
anterior wall of the gastric antrum (about 60 cm from the
incisors), with a faded color (Figure 1A). Magnifying endoscopy
with narrow-band imaging (NBI) revealed an absent demarcation
line (DL), with slightly irregular microvascular (MV) and
microsurface (MS) patterns (Figures 1B, C). Simultaneously, given
that the patient had undergone endoscopy and biopsy at another
hospital, we obtained negative biopsies from the periphery of
the lesion to delineate the extent of the tumor (Figure 1D). The
pathology consultation revealed a few atypical cells within the
gastric mucosa of the antrum, and in combination with
immunohistochemical staining, a poorly differentiated
adenocarcinoma was considered. Therefore, we diagnosed this
lesion as early gastric cancer, which was eligible for endoscopic
resection. Six months earlier, the patient had undergone PET-CT
after resection of a metastatic mass in the left axilla, showed no
other abnormal metabolic increases. Preoperative CT depicted focal
abnormal enhancement of the gastric antrum without other obvious
metastasis (Figure 2). In February 2023, ESD was performed
(Figures 1E-H). Histopathological examination of the ESD
specimen revealed that the tumor cells infiltration from lamina
propria to submucosa (Figures 3A-D). IHC findings shows strong
positivity for GATA3 (Figure 3E), 80% positivity for ER (Figure 3F),
weak positivity for cytoplasmic P120 (Figure 3G), and negativity for
E-cadherin (Figure 3H). Finally, this case was diagnosed as BC
metastases to stomach. Postoperatively, targeted therapy for
malignant tumors was administered, with a combination of
chidamide tablets and exemestane tablets, chidamide tablets at 30
mg multiple times weekly orally, and exemestane tablets at 25 mg
once daily. The patient is alive, receiving maintenance therapy.
Written informed consent was obtained from the patient for the
publication of this case report and any accompanying images.

Discussion
Epidemiology

BC is the most common cancer in women and the second
leading cause of cancer-related deaths, following lung and bronchial
cancer (8). The mortality rate is primarily associated with metastasis
(9). BC commonly metastasizes to soft tissues, brain, liver, bones,
and lungs, with gastrointestinal (GI) tract metastasis being relatively
rare. Montagna et al. reported that among 2,588 patients with
metastatic BC, 1.55% had GI metastasis (10). McLemore et al. found
that only 0.34% of 12,001 patients with metastatic BC had GI
metastasis (11). The incidence of gastric metastasis from BC, as
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FIGURE 1

10.3389/fonc.2025.1573163

Endoscopic Presentations. (A) A 0-1lb type superficial flat lesion on the anterior wall of the gastric antrum (0.5*0.5 cm, about 60 cm from the
incisors), with a faded color. (B, C) Magnifying endoscopy with narrow-band imaging (NBI) showed DL (-), with slightly irregular MV and MS.
(D) Negative biopsies from the periphery of the lesion to delineate the extent of the tumor. (E) Dissect along the submucosa. (F) The dissected base.

(G, H) ESD specimen.

reported in clinical studies, ranges from 0.2% to 0.7%, while autopsy
studies estimate it to be between 0.8% and 18%. This discrepancy
highlights the importance and limitations of clinical diagnosis (1).
Most cases originate from ILC (1). Luminal type A or B breast
cancer tends to commonly metastasize to the stomach.
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Furthermore, ILC metastasis to the stomach is more frequent
when considering pathological type (12). The most common site
of GI metastasis from BC is the stomach (60%), followed by the
esophagus (12%), colon (11%), small intestine (8%), rectum (7%),
oropharynx (1%), and anus (1%) (13).
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FIGURE 2

Contrast-enhanced computed tomography (CT) revealed focal
abnormal enhancement of the gastric antrum without other
obvious metastasis.

Clinical symptoms

Patients with gastric metastasis from BC typically present with
GI symptoms, with a minority being diagnosed incidentally during
routine follow-up or physical examination (14). Common
symptoms include anorexia, dysphagia, early satiety, postprandial
bloating, epigastric pain, melena, nausea, and vomiting (1). These
symptoms can sometimes mimic side effects of chemotherapy or
other medications, making clinical diagnosis more challenging. This
nonspecific presentation underscores the need for improved
endoscopic screening and surveillance strategies, particularly in
patients with a known history of BC presenting with new GI
symptoms. Endoscopic evaluation and biopsy, followed by IHC
staining, are integral to the diagnostic workup, as they play a crucial
role in confirming the breast origin of the metastatic lesions (15,
16). Interestingly, Rech et al. 17 reported a case of gastric metastasis
from BC presenting with a paraneoplastic rheumatic syndrome
(PMR-like), such as arthralgia, weight loss, moderate anemia and
elevated acute-phase markers. The patient was treated with
prednisone and chemotherapy, which greatly improved the
symptoms. This literature provides new perspectives on the
clinical symptoms of gastric metastasis from BC (17).

Endoscopic presentations

Endoscopic appearances are heterogeneous, ranging from
benign-appearing lesions (such as gastritis) to diffuse or ulcerated
tumo.rs (mimicking primary gastric carcinoma or lymphoma) (12).
Three main types of lesions have been reported: localized tumor
deposition (18%), diffuse infiltration (i.e., linitis plastica type or
gastritis) (57%-73%), and external compression (25%). Diffuse
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infiltration of the gastric wall is a representative form of gastric
metastasis from BC, known as the linitis plastica type (18). White
light endoscopy may reveal enlarged mucosal folds, erosions, or
polypoid lesions. However, metastasis can also present as localized
lesions in the stomach, appearing as flat elevated, erosive, ulcerative,
or polypoid lesions, which may mimic early-stage gastric cancer (18,
19). Since it is difficult to distinguish between primary gastric cancer
and metastatic gastric cancer using hematoxylin and eosin staining
alone, it is essential to perform detailed IHC examinations on
biopsy specimens, which is crucial for diagnosis (20). The case
reported herein presented as a superficial flat lesion, with
endoscopic and histopathological findings closely resembling
poorly differentiated early gastric adenocarcinoma. If THC had
not been performed on the ESD specimen, the patient would
have been diagnosed with primary gastric cancer. In many
studies, patients were initially diagnosed with primary gastric
cancer and only later, after gastrectomy, were diagnosed with
metastatic BC, leading to unnecessary surgical intervention (21, 22).

Diagnosis

There is typically a 5- to 7-year interval between the initial diagnosis
of BC and the development of gastric metastasis (23). The diagnosis of
gastric metastasis from BC is challenging due to the nonspecific and
mimicking nature of clinical symptoms, the heterogeneity of endoscopic
appearances, and the difficulty in differentiating between primary and
metastatic gastric cancer. When faced with patients with a history of BC,
endoscopists should carefully inquire about clinical symptoms, perform
detailed endoscopic examinations, and inform pathologists to conduct
thorough THC comparisons, managing these patients with a
comprehensive and multidisciplinary approach. Xu et al. reported the
largest case series (n=78) on gastric metastasis from BC to date,
describing abdominal pain as the most common symptom (75.6%),
which is consistent with the present case. Notably, while 27 patients
(34.6%) developed metastasis in other organs prior to gastric
involvement, 49 patients (62.8%) presented with synchronous
metastases, usually in bone (50%), lung (12.2%), and liver (20.4%).
This pattern underscores the clinical necessity for comprehensive multi-
organ evaluation during the diagnostic workup of suspected gastric
metastasis (24). The primary molecular markers currently used to
differentiate between primary and metastatic gastric tumors include
ER, PR, HER2, GATA3. GATA3 and ER positivity can suggest
metastatic breast cancer, which are negative in primary gastric cancer.
E-cadherin and cytoplasmic P120 can be used to distinguish between
ILC and IDC. E-cadherin negativity combined with cytoplasmic P120
positivity is indicative of ILC. Studies suggest that approximately 90% of
ILC exhibit a lack of E-cadherin, which can promote tumor metastasis
and is a critical factor in BC dissemination (25).

Treatment and prognosis

Data on the treatment of gastric metastasis from BC are limited.
The primary treatment modality is systemic therapy tailored to the
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FIGURE 3

Histopathological and Immunohistochemical Findings. (A) ESD specimen showing localized widening and dilatation of the gastric foveolar base
(x20). (B) Diffuse cellular infiltration in the widened foveolar area (x40). (C) Tumor cell infiltration from lamina propria to submucosa (x100).

(D) Tumor cells with disorganized distribution, some with mucin or clear cytoplasm; fine chromatin and prominent nucleoli (x200). (E) Strong GATA3
positivity (x100). (F) ER positivity in 80% of tumor cells (x100). (G) Weak cytoplasmic P120 positivity (x100). (H) Negative E-cadherin staining (x100).

10.3389/fonc.2025.1573163

tumor’s receptor profile, with most patients receiving chemotherapy
or a combination of chemotherapy and endocrine therapy, and
radiation therapy being rarely used (13, 19). Surgical intervention is
considered in specific scenarios such as obstruction or bleeding. To
date, there have been two case reports of ESD treatment for gastric
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metastasis from BC. In October 2016, Masahide Kita et al. reported
a 52-year-old female with a history of ILC who underwent
ESD treatment and subsequently received anastrozole. However,
multiple metastatic tumors in the gastric body were detected
40 months after endoscopic treatment (18). In August 2023,
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Kosuke Tanaka et al. reported a 79-year-old female with a history of
ILC who underwent ESD treatment. Within one month after ESD,
CT revealed axillary lymphadenopathy, suggesting metastatic BC.
The patient received chemotherapy but died 20 months later (19).
The prognosis for patients with gastric metastasis from BC is
generally poor, closely related to the site and extent of metastatic
disease and the hormonal receptor status of the tumor. The
estimated median survival rate after diagnosis of gastric
metastasis is 10-28 months, with further reduction in patients
with multi-organ metastasis (1).

Conclusion

Gastric metastasis from BC is rare in clinical practice. To date,
the literature on gastric metastasis from BC remains incomplete,
with the majority consisting of case reports and reviews, and few
small retrospective studies. Clinical symptoms are nonspecific and
often mimic other primary gastrointestinal diseases or side effects
of breast cancer drug treatments. Endoscopic findings are
heterogeneous, ranging from benign-appearing lesions (such as
gastritis) to diffuse or ulcerated tumors (resembling primary
gastric cancer or lymphoma). This presents many challenges for
clinical diagnosis. This case underscores the imperative for
multidisciplinary collaboration between endoscopists,
pathologists, and oncologists in the diagnostic algorithm of BC
survivors with gastrointestinal symptoms. When endoscopists
identify a suspicious gastric lesion during endoscopy, the
possibility of metastasis should be considered, and the
pathologist should be informed of this possibility. Early biopsy
should be performed to obtain a histopathological diagnosis,
distinguishing between primary GI disease, primary GI cancer,
and metastatic GI disease. When histopathological confirmation
proves inconclusive through conventional biopsy, ESD emerges as
both a diagnostic and therapeutic modality, particularly in
patients with BC history presenting with indeterminate
gastric lesions.

Data availability statement

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

Ethics statement

The requirement of ethical approval was waived by The Medical
Ethics Committee Of National Cancer Center/National Clinical
Research Center for Cancer/Cancer Hospital for the studies

Frontiers in Oncology

06

10.3389/fonc.2025.1573163

involving humans. The studies were conducted in accordance
with the local legislation and institutional requirements. The
participants provided their written informed consent to
participate in this study. Written informed consent was obtained
from the individual(s) for the publication of any potentially
identifiable images or data included in this article.

Author contributions

QZ: Writing - original draft, Writing - review & editing. LD:
Writing - original draft, Writing - review & editing. XF:
Supervision, Writing - review & editing. GW: Supervision,
Writing - review & editing. SH: Supervision, Writing - review
& editing.

Funding

The author(s) declare that financial support was received for the
research and/or publication of this article. This research was
supported by grants from (1) CAMS Innovation Fund for
Medical Sciences (CIFMS) (Grant No. 2021-12M-1-061, 2021-
I12M-1-015, 2021-12M-1-013); (2) The Non-profit Central
Research Institute Fund of Chinese Academy of Medical Sciences
(Grant No. 2024-JKCS-30).

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Generative Al statement

The author(s) declare that no Generative AI was used in the
creation of this manuscript.

Publisher’'s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

frontiersin.org


https://doi.org/10.3389/fonc.2025.1573163
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org

Zhao et al.

References

1. Geada L, Kantor M, Mohan K, Weingrad D, Nasiff LS. An uncommon
presentation of a common disease: A review of gastric metastasis from breast
carcinoma. Cureus. (2020) 12:e11920. doi: 10.7759/cureus.11920

2. Zhong C, Fang X, Zhu L, Li D, Tang J, Yuan Y. Report of two cases and a
systematic review of breast cancer with gastrointestinal metastasis. Turk |
Gastroenterol. (2019) 30:997-1000. doi: 10.5152/tjg.2019.18649

3. Sun L, LiuJ, Guo M, Xu J, Wang D. First diagnosed invasive lobular carcinoma of
the breast combined with gastric metastasis and bone metastasis: a case report and
review of the literature. BMIC Womens Health. (2023) 23:133. doi: 10.1186/s12905-023-
02267-6

4. Kioleoglou Z, Georgaki E, Koufopoulos N, Kostek O, Volakakis N, Dimitriadou A,
et al. Gastrointestinal metastases from lobular breast carcinoma: A literature review.
Cureus. (2024) 16:€65852. doi: 10.7759/cureus.65852

5. Ferri LE, Onerheim R, Emond C. Linitis plastica as the first indication of
metastatic lobular carcinoma of the breast: case report and literature review. Can |
Surg. (1999) 42:466-9.

6. Almubarak MM, Lae M, Cacheux W, de Cremoux P, Pierga JY, Reyal F, et al.
Gastric metastasis of breast cancer: a single centre retrospective study. Dig Liver Dis.
(2011) 43:823-7. doi: 10.1016/j.d1d.2011.04.009

7. Riley DS, Barber MS, Kienle GS, Aronson JK, von Schoen-Angerer T, Tugwell P,
et al. CARE guidelines for case reports: explanation and elaboration document. J Clin
Epidemiol. (2017) 89:218-35. doi: 10.1016/j.jclinepi.2017.04.026

8. Nierengarten MB. Cancer Statistics 2024: Deaths drop, incidences increase,
prevention needed. Cancer. (2024) 130:1904. doi: 10.1002/cncr.v130.11

9. Riggio Al, Varley KE, Welm AL. The lingering mysteries of metastatic recurrence
in breast cancer. Br ] Cancer. (2021) 124:13-26. doi: 10.1038/s41416-020-01161-4

10. Montagna E, Pirola S, Maisonneuve P, De Roberto G, Cancello G, Palazzo A,
et al. Lobular metastatic breast cancer patients with gastrointestinal involvement:
features and outcomes. Clin Breast Cancer. (2018) 18:e401-e5. doi: 10.1016/
j.cbc.2017.07.003

11. McLemore EC, Pockaj BA, Reynolds C, Gray RJ, Hernandez JL, Grant CS,
et al. Breast cancer: presentation and intervention in women with gastrointestinal
metastasis and carcinomatosis. Ann Surg Oncol. (2005) 12:886-94. doi: 10.1245/
AS0.2005.03.030

12. Hong J, Kim Y, Cho J, Lim SW, Park SE, Kim HK, et al. Clinical features and
prognosis of breast cancer with gastric metastasis. Oncol Lett. (2019) 17:1833-41. doi:
10.3892/01.2018.9754

13. Ambroggi M, Stroppa EM, Mordenti P, Biasini C, Zangrandi A, Michieletti E,
et al. Metastatic breast cancer to the gastrointestinal tract: report of five cases and review
of the literature. Int | Breast Cancer. (2012) 2012:439023. doi: 10.1155/2012/439023

Frontiers in Oncology

07

10.3389/fonc.2025.1573163

14. Bolzacchini E, Nigro O, Inversini D, Giordano M, Maconi G. Intestinal
metastasis from breast cancer: Presentation, treatment and survival from a
systematic literature review. World ] Clin Oncol. (2021) 12:382-92. doi: 10.5306/
wjco.v12.i5.382

15. Zhang B, Copur-Dahi N, Kalmaz D, Boland BS. Gastrointestinal manifestations
of breast cancer metastasis. Dig Dis Sci. (2014) 59:2344-6. doi: 10.1007/s10620-014-
3155-x

16. Szekely B, Nagy ZI, Farago Z, Kiss O, Lotz G, Kovacs KA, et al. Comparison of
immunophenotypes of primary breast carcinomas and multiple corresponding distant
metastases: an autopsy study of 25 patients. Clin Exp Metastasis. (2017) 34:103-13.
doi: 10.1007/s10585-016-9830-x

17. Rech MB, da-Cruz ER, Salgado K, Balbinot RA, Balbinot SS, Soldera J. Metastatic
gastric cancer from breast carcinoma presenting with paraneoplastic rheumatic
syndrome: A case report. World J Clin Cases. (2023) 11:3282-7. doi: 10.12998/
wjcc.v11.i14.3282

18. Kita M, Furukawa M, Iwamuro M, Hori K, Kawahara Y, Taira N, et al. Breast
cancer metastasis to the stomach that was diagnosed after endoscopic submucosal
dissection. Case Rep Gastrointest Med. (2016) 2016:2085452. doi: 10.1155/2016/
2085452

19. Tanaka K, Yabuuchi Y, Yamashita D, Inokuma T. Breast cancer metastasis to the
stomach mimicking early gastric cancer. JGH Open. (2023) 7:667-8. doi: 10.1002/
jgh3.12959

20. Jones GE, Strauss DC, Forshaw M]J, Deere H, Mahedeva U, Mason RC. Breast
cancer metastasis to the stomach may mimic primary gastric cancer: report of two cases
and review of literature. World ] Surg Oncol. (2007) 5:75. doi: 10.1186/1477-7819-5-75

21. Ciulla A, Castronovo G, Tomasello G, Maiorana AM, Russo L, Daniele E, et al.
Gastric metastases originating from occult breast lobular carcinoma: diagnostic and
therapeutic problems. World J Surg Oncol. (2008) 6:78. doi: 10.1186/1477-7819-6-78

22. Gurzu S, Banias L, Bara T, Feher I, Bara T, Jung L. The epithelial-mesenchymal
transition pathway in two cases with gastric metastasis originating from breast
carcinoma, one with a metachronous primary gastric cancer. Recent Pat Anticancer
Drug Discov. (2018) 13:118-24. doi: 10.2174/2212798409666171101121108

23. Kim DH, Son SM, Choi YJ. Gastric metastasis from invasive lobular breast
cancer, mimicking primary gastric cancer: A case report. Med (Baltimore). (2018) 97:
€0258. doi: 10.1097/MD.0000000000010258

24. XulL, Liang S, Yan N, Zhang L, Gu H, Fei X, et al. Metastatic gastric cancer from
breast carcinoma: A report of 78 cases. Oncol Lett. (2017) 14:4069-77. doi: 10.3892/
01.2017.6703

25. Zhao Q, Zhang D, Wang X. Case report: Gastric metastasis of breast cancer.
Front Oncol. (2024) 14:1430881. doi: 10.3389/fonc.2024.1430881

frontiersin.org


https://doi.org/10.7759/cureus.11920
https://doi.org/10.5152/tjg.2019.18649
https://doi.org/10.1186/s12905-023-02267-6
https://doi.org/10.1186/s12905-023-02267-6
https://doi.org/10.7759/cureus.65852
https://doi.org/10.1016/j.dld.2011.04.009
https://doi.org/10.1016/j.jclinepi.2017.04.026
https://doi.org/10.1002/cncr.v130.11
https://doi.org/10.1038/s41416-020-01161-4
https://doi.org/10.1016/j.clbc.2017.07.003
https://doi.org/10.1016/j.clbc.2017.07.003
https://doi.org/10.1245/ASO.2005.03.030
https://doi.org/10.1245/ASO.2005.03.030
https://doi.org/10.3892/ol.2018.9754
https://doi.org/10.1155/2012/439023
https://doi.org/10.5306/wjco.v12.i5.382
https://doi.org/10.5306/wjco.v12.i5.382
https://doi.org/10.1007/s10620-014-3155-x
https://doi.org/10.1007/s10620-014-3155-x
https://doi.org/10.1007/s10585-016-9830-x
https://doi.org/10.12998/wjcc.v11.i14.3282
https://doi.org/10.12998/wjcc.v11.i14.3282
https://doi.org/10.1155/2016/2085452
https://doi.org/10.1155/2016/2085452
https://doi.org/10.1002/jgh3.12959
https://doi.org/10.1002/jgh3.12959
https://doi.org/10.1186/1477-7819-5-75
https://doi.org/10.1186/1477-7819-6-78
https://doi.org/10.2174/2212798409666171101121108
https://doi.org/10.1097/MD.0000000000010258
https://doi.org/10.3892/ol.2017.6703
https://doi.org/10.3892/ol.2017.6703
https://doi.org/10.3389/fonc.2024.1430881
https://doi.org/10.3389/fonc.2025.1573163
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org

	Breast cancer metastases to the stomach with endoscopic submucosal dissection: a case report and literature study
	Introduction
	Case report
	Discussion
	Epidemiology
	Clinical symptoms
	Endoscopic presentations
	Diagnosis
	Treatment and prognosis

	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Generative AI statement
	Publisher’s note
	References


