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Colorectal Cancer Metastasis to the Gastric Mucosa
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Background  This case report discusses a 71-year-old male who presented with a solitary colon metastasis to his
gastric mucosa approximately three years after resection of his primary colon cancer and 2.5 years
after partial left hepatic lobectomy for a previous hepatic colon metastasis.

Summary = Our patient was a 71-year-old male with a history of Stage IIIB, pT3N1cMO0 moderately
differentiated adenocarcinoma of the transverse colon status post laparoscopic transverse colectomy
on January 28, 2013, followed by 12 cycles of adjuvant fluorouracil, folinic acid, and oxaliplatin
(FOLFOX) administered between March 2013 and August 2013. He was initially staged with
a computed tomography (CT) of the chest/abdomen/pelvis. On surveillance imaging in March
2014, he was found to have a solitary fluorodeoxyglucose (FDG)-avid left posterior aspect of
segment 3 hepatic lobe lesion confirmed to be a hepatic colorectal metastasis on ultrasound (US)-
guided fine needle aspiration (FNA). He underwent partial left hepatic lobectomy on April 2014.
He subsequently received continued cancer surveillance with periodic imaging, colonoscopy, and
serum carcinoembryonic antigen (CEA) levels with no evidence of disease. In particular, his CEA
prior to the colectomy was 0.8 ng/ml and prior to his gastrectomy was 1.4ng/ml, therefore his
tumor was not a CEA producer. In October 2016, he presented with new-onset fatigue, weight
loss, shortness of breath, and anemia. Esophagogastroduodenoscopy (EGD) revealed a fungating
mass along the lesser curvature of the gastric body; a biopsy which was consistent with a well-
differentiated adenocarcinoma. Endoscopic ultrasound (EUS) was consistent with a 3 cm, uT2-3N0
tumor at the incisura. The patient underwent multidisciplinary evaluation and was discussed at our
multidisciplinary gastrointestinal tumor board. Upon further review, the pathologist was unable to
determine whether the adenocarcinoma represented a gastric primary or a metastatic lesion from his
previous colorectal cancer. Based on the EUS findings and negative metastatic work-up, the group
consensus was that this likely represented a primary gastric cancer. As such, he was taken to the
operating room on November 2016 for an uncomplicated open subtotal gastrectomy with Roux-
en-Y gastrojejunostomy and a modified D2 lymphadenectomy. Final pathology revealed a 2.5cm
adenocarcinoma consistent with the patient’s colon primary that invaded through the muscularis
propria into the subserosal soft tissue. This review discusses the work-up and treatment of gastric
mucosal metastases.

Conclusion  Gastric mucosal metastases are rare events. We present the case of a 71-year-old male who presented
with a solitary colon metastasis to his gastric mucosa approximately three years after resection of his
primary colon cancer and 2.5 years after partial left hepatic lobectomy for a previous hepatic colon
metastasis.
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ABBREVIATIONS:

FOLFOX, fluorouracil, folinic acid, and oxaliplatin

FDG, fluorodeoxyglucose

FNA, fine needle aspiration

US, ultrasound

CEA, carcinoembryonic antigen

EGD, esophagogastroduodenoscopy

EUS, endoscopic ultrasound

CT, computed tomography

PET/CT, positron emission tomography-computed tomography
IQR, interquartile range

Case Description

We report a case of colorectal metastases to the gastric
mucosa approximately 3 years after resection of the prima-
ry tumor. Our patient was a 71-year-old male with a his-
tory of stage IIIB, pT3N1cMO moderately differentiated
adenocarcinoma of the transverse colon status post lapa-
roscopic transverse colectomy on January 28, 2013, fol-
lowed by adjuvant FOLFOX administered between March
2013 and August 2013. On surveillance imaging in March
2014, he was found to have a solitary FDG-avid left hepat-
ic lobe lesion confirmed to be a hepatic colorectal metasta-
sis on US-guided FNA. He underwent partial left hepatic
lobectomy on April 2014. He subsequently received con-
tinued cancer surveillance with periodic imaging, colonos-
copy, and serum carcinoembryonic antigen (CEA) levels
with no evidence of disease. In particular, his CEA prior to
the colectomy was 0.8 ng/ml and prior to his gastrectomy
was 1.4ng/ml, therefore his tumor was not a CEA produc-
er. In October 2016, he presented with fatigue, 16 pound
weight loss, shortness of breath, and anemia. As before,
his CEA remained within normal limits. He underwent an
EGD which revealed a 3 cm, raised, fungating mass with a
central depression in the gastric body along the lesser cur-
vature just above the incisura (Figure 1). Subsequent EUS
was consistent with a 27 mm, uT2-3N0 tumor (Figure 2).

Figure 1. EGD revealed a 3 cm, raised, fungating, mass with central
depression (“bull’s eye sign”, yellow arrow) in the gastric body along the
lesser curvature just above the incisura.
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Figure 2. EUS revealed a 27 mm, hypoechoic, lobulated mass in the mid-
body consistent with a uT2-3NOMO tumor.

Although the EUS findings favored uT3 tumor, in certain
planes of imaging the tumor also appeared consistent with
a uT2 tumor. Biopsy was consistent with a well-differen-
tiated adenocarcinoma. Metastatic workup, including a
computed tomography CT of the chest/abdomen/pelvis
and a positron emission tomography—computed tomogra-
phy (PET/CT) were otherwise unremarkable. The patient
underwent multidisciplinary evaluation and was discussed
at our multidisciplinary gastrointestinal tumor board.
Upon further review (including immunohistochemistry),
the pathologist was unable to determine whether the ade-
nocarcinoma represented a gastric primary or metastatic
lesion from his colorectal cancer.

Based on the EUS findings and negative metastatic work-
up, the group consensus was that this likely represented a
primary gastric cancer. As such, the patient was taken to
the operating room in November 2016. At exploration,
there was no evidence of carcinomatosis or liver metas-
tases. The mass was readily palpable in the gastric body,
and the overlying serosa was intact and unremarkable. He
therefore underwent an uncomplicated open subtotal gas-
trectomy with Roux-en-Y gastrojejunostomy and a modi-
fied D2 lymphadenectomy for a presumed primary gastric
cancer. Final pathology, however, ultimately revealed a
2.5cm adenocarcinoma which was morphologically iden-
tical to patient’s colon primary. More specifically, immu-
nohistochemical stains demonstrated that the tumor cells
were positive for CK20, CDX2, and Villin and negative
for CK7, consistent with the patient’s colon primary. Of
note, the tumor invaded through the muscularis propria
and into (but not through) the subserosa. There was no
evidence of lymphovascular or perineural invasion, and all
17 harvested nodes were negative for tumor. The case was
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discussed at multidisciplinary cancer case conference; giv-
en that the sole site of colon cancer metastasis had been
completed resected, the group consensus was that adjuvant
therapy was not indicated.

Discussion

Gastric mucosal metastases, also known as “secondary
gastric cancers’, are rare events. The incidence of mucosal
metastases metastasis is difficult to assess since the majority
of cases are found at autopsy, but literature suggests that
it may range from 0.7-5.4 percent.'” The average age at
diagnosis is 59.1 years (range 56 to 71 years), and the aver-
age time from diagnosis of the primary tumor to diagnosis
of the secondary gastric cancer metastasis ranges from 16
to 78 months.* Almost half of these patients present with
additional metastases to other organs.” According to Oda
et al, cancers most frequently reported to metastasize to
the gastric mucosa were melanoma (29.6 percent), breast
(11.6 percent), esophageal (11.5 percent), lung (6.8 per-
cent), thyroid (6.4 percent), and renal cell (6.2 percent).'In
another series, 27.9 percent of cases of gastric metastasis
were due to breast cancer, followed by lung cancer (23.8
percent), esophageal cancer (19.1 percent), renal cell can-
cer (7.6 percent), and malignant melanoma (7 percent).
Although the literature on gastric mucosal metastases is
largely limited to case reports and small case series, gener-
al guidelines and potential pitfalls regarding work-up and
treatment of these rare tumors can be gleaned from these
reports.

Most patients with gastric mucosal metastases are asymp-
tomatic at presentation (as evidenced by the fact that the
majority are incidentally diagnosed at autopsy).! Some
patients, however, present with signs and symptoms con-
sistent with primary gastric cancers, including anorexia,
nausea, vomiting, abdominal pain, and weight loss, as
well as acute upper gastrointestinal (GI) bleeding and/or
iron-deficiency anemia.® In a report by Kim et al of 37
patients with gastric mucosal metastases, occult or overt
GI bleeding was the most common presentation (32.4 per-
cent of cases).” The first step in the diagnostic work-up of
these symptomatic patients is EGD with biopsy.” In some
cases, pathologic evaluation of the gastric biopsy may be
the first clue of an otherwise occult primary cancer.

At EGD, gastric mucosal metastases can usually be catego-
rized into one of three categories based on their endoscop-
ic features: non-ulcerated masses, submucosal masses with
ulceration at their apex, or multiple nodules of varying siz-
es with ulceration.”® Some reports have described a char-
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acteristic “bull’s eye sign”, or a raised lesion with central
depression.”!’In a series from the National Cancer Center
Hospital in Tokyo composed of 54 patients with gastric
mucosal metastases and 347 autopsy cases, the majority
of tumors were solitary (65 percent) versus multiple (35
percent).' In addition, the majority of lesions were located
in the middle or upper thirds of the stomach.! Our patient
had a solitary, fungating mass with a central depression
located along the lesser curve in the mid-body. Lesions
can also appear as polypoid masses ulcers, ulcerated pro-
truding lesions, or thickening of the gastric wall.”!'" Of
note, the primary tumor type may dictate the endoscop-
ic features of the gastric mucosal metastasis. For example,
gastric mucosal metastases from melanoma may appear as
melanotic nodules or as masses with necrosis and melano-

sis on EGD."?

Patients with gastric mucosal metastases should be routine-
ly discussed at multidisciplinary cancer case conference.
Optimal treatment will vary based on the primary tumor
type, symptoms at presentation, and the number of gastric
metastases. In the case series reported by Kim et al, 23/37
cases (62.2 percent) presented with solitary lesions. Twelve
of these patients received some form of treatment for their
gastric metastasis. Surgical resection was performed in
six patients, including partial gastrectomy alone in two
patients with metastatic lung cancer, partial gastrectomy
with adjuvant chemoradiation in two patients with meta-
static esophageal cancer, wedge resection alone in a patient
with metastatic renal cell carcinoma, and wedge resection
with adjuvant chemotherapy in a patient with metastatic
melanoma. The median overall survival inclusive of all 37
patients was 18.0 months (interquartile range (IQR), 6.0
to 18.0 months) after diagnosis of their primary cancer
and 3.0 months (IQR, 1.0 to 11.0 months) after diagnosis
of their secondary gastric cancer.” The median overall sur-
vival in the 12 patients who were treated was longer than
in patients who were not treated (11.0 months [IQR, 9.0
to 30.0 months] vs 2.0 months [IQR, 1.0 to 11.0 months;
p<0.001]. In addition, the median overall survival of
patients with solitary metastases was better than that of
patients with multiple metastases (7.0 months [IQR, 2.0
to 13.0 months] vs 2.0 months [IQR, 1.0 to 6.0 months];
p=0.047). Although this case series was relatively small and
case-selection bias may play a role, it suggests that patients
with gastric mucosal metastases, particularly those with
solitary lesions, may benefit from surgical resection.”

Heightened awareness of possible gastric mucosal metas-

tases is warranted in cancer survivors with gastric symp-
toms noted during cancer surveillance or follow-up clin-
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ic visits, particularly in patients with a history of breast
cancer, lung cancer, esophageal cancer, renal cell cancer,
or melanoma. When caring for patients with possible gas-
tric mucosal metastases, several steps should be followed to
streamline and optimize care. In symptomatic patients, an
EGD should be promptly performed and any abnormal
appearing lesions should be biopsied. The gastroenterolo-
gist should be alerted to the possibility of gastric mucosal
metastases and their characteristic features, such as a raised
lesion with a central depression or submucosal masses with
tip ulceration. The pathologist reviewing the case should
be also alerted to the possibility of gastric mucosal metasta-
ses so that appropriate immunohistochemistry analyses are
performed and biopsies are compared against slides from
the patient’s original primary tumor. In our case, primary
gastric adenocarcinoma was favored based on EUS find-
ings, although metastatic colon cancer could not be rule
out on pathologic review. Finally, all patients with possi-
ble gastric mucosal metastases should undergo multidis-
ciplinary evaluation and be discussed at multidisciplinary
cancer conference. In the setting of complete resection,
routine use of adjuvant therapy is not recommended per
National Comprehensive Cancer Network guidelines.
These patients, however, are at high risk for future metas-
tases; as such, close cancer surveillance is warranted.”

Conclusion

Gastric mucosal metastases are rare events. We present the
case of a 71-year-old male who presented with a solitary
colon metastasis to his gastric mucosa approximately three
years after resection of his primary colon cancer and 2.5
years after partial left hepatic lobectomy for a previous
hepatic colon metastasis. This report summarizes the lim-
ited literature currently available and discusses common
presenting symptoms and diagnostic findings in patients
with gastric mucosal metastases, as well as steps to opti-
mize their workup and management.

Lessons Learned

Heightened awareness of possible gastric mucosal metas-
tases is warranted in cancer survivors with gastric symp-
toms, particularly those with a history of melanoma, breast
cancer, lung cancer, esophageal cancer, or renal cell cancer.
EGD should be performed and any abnormal appearing
lesions should be biopsied. The gastroenterologists and
pathologists involved in the case should be alerted to the
possibility of gastric mucosal metastases to ensure optimal
endoscopic and pathologic evaluations, respectively. All
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patients with possible gastric mucosal metastases should
undergo multidisciplinary evaluation and be discussed at
multidisciplinary cancer conference. If appropriate, surgi-
cal resection should be considered, particularly in patients
with symptomatic solitary lesions.
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