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Background 

The esophagus is an unusual metastatic site of primary 
breast cancer, and the relevant literature is almost exclusively 
from case reports. Since 1989, a total of 25 case reports, 
comprising 65 cases, including our case of esophageal 
metastasis from breast cancer, were published in the 
English language. Some of these have had been previously 
summarized by Wada et al. (1) and Miyake et al. (2), and 
the largest series of 25 cases of esophageal metastasis from 
breast cancer were reported in 2007 by Rampado et al. (3). 
Another latest case reports was published in Nov 2018 (4). 
All 65 cases are summarized in Table 1, which shows that 
fewer than 30% of patients had a disease-free interval of 
more than 15 years after breast cancer therapy, and fewer 
than 10% of patients had more than 5 years of survival 
from the diagnosis of esophageal metastasis. The case we 
encountered was diagnosed with esophageal metastasis 
from breast cancer 18 years after surgery. The patient had 
a better quality of life for more than 6 years of post-chemo 

and hormone therapy. We thus conducted this literature 
review of esophageal metastasis of breast cancer, with the 
aim of improving the awareness of identifying these patients 
and giving them proper treatment.

Epidemiology

Esophageal metastasis of breast cancer is rarely diagnosed, 
and the prevalence of esophageal metastasis from breast 
cancer is 4.2–5.9% (5,6). However, Borst and Ingold 
followed 2,246 breast cancer patients for an 18-year period 
and reported an esophageal metastasis prevalence of only 
0.4% (7). These studies revealed that the prevalence of 
esophageal metastasis from breast cancer was different 
between autopsy and clinical observation. The reason for 
this may be that once patients have esophageal metastasis 
from breast cancer, they are already in the terminal stage 
of disease, and if they died of other reasons and had not 
accepted autopsy, the esophageal metastasis would not 
be discovered. Because of this, a considerable number 
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of esophageal metastasis cases would be a clinically 
underreported. For instance, in Borst and Ingold’s study (7),  
5.9% of autopsies of patients revealed breast cancer with 
esophageal metastasis, but only 0.59% of the patients 
complained of dysphagia. Thus, there is not always an 
opportunity to find esophageal metastasis in the patients 
without dysphagia.

Clinical manifestation

For some breast cancer patients in remission or after a 
long period of breast surgery, esophageal or mediastinal 
metastases  from breast  cancer  i s  a lways  init ia l ly 
asymptomatic, but a clinical syndrome may develop after 
a long disease-free interval (8). The reported disease-free 
interval was longer than 5 years for 78% patients (Table 1) 
who complained of progressive dysphagia and accepted 
endoscopy or esophagram. These showed esophageal 
stricture, but with the esophagus being covered by normal 
mucosa. Because of the involvement of the esophageal 
wall from the outside inwards, metastasis in the mucosal 
layers of the esophageal wall is extremely rare (Figure 1).  
The result of initial biopsy was benign in almost half 
of the reported cases (Table 1), and these patients might 
have been mistakenly diagnosed with a benign stricture 
or a second primary, and treated accordingly. Chest 
computed tomography (CT) showed a circumferential 
wall thickening of the esophagus wall, with the lesions 
being inhomogeneously enhanced (Figure 2). Esophagrams 
showed the length and degree of esophageal stenosis  
(Figure 3).

As can be seen in Table 1, metastatic breast cancer to 
the esophagus most often affected the mid or lower third 
of the esophagus (3), with more than 80% of patients 
metastasizing to the middle or lower thoracic esophagus. 

Esophageal metastasis may be the primary metastasis or 
part of a systemic metastasis of breast cancer. For the cases 
we reviewed including our case, 39 of 65 cases had distant 
metastasis, 19 of the 65 cases did not report other metastasis 
sites, and 7 of the 65 cases were unclear (Table 1).

The mechanism of how breast cancer metastasizes 
to the esophagus is controversial. The most likely 
pathway is lymphatic. Lymophogenous metastasis of the 
paraesophageal lymph nodes occurs via the parasternal 
lymph and mediastinum, and thus the intramural lymphatics 
of the esophagus cause the stenosis of the esophagus. 

The middle third of the esophagus is the most frequent 
site of metastasis perhaps because of the involvement of 



419Gland Surgery, Vol 9, No 2 April 2020

© Gland Surgery. All rights reserved.   Gland Surg 2020;9(2):417-422 | http://dx.doi.org/10.21037/gs.2020.04.05

Figure 1 Endoscopy and ultrasound endoscopic examination of our case. (A) HD white light endoscopy showing stricture of the mid 
esophagus; (B) the lesion stricture was lightly stained by 1.2% Lugo’s iodine; (C,D) 20 M endoscopic ultrasound showing the lesion 
originating from the intrinsic muscular layer, which was markedly thicker than normal. HD, high definition.

B

D

A

C

the intertracheobronchial lymph nodes and the lymphatic 
connections in the mediastinum (9). Consequently, 
mediastinal localization is more exact than esophageal 
metastasis in representing this condition. There is another 
hematogenous metastasis pathway that is present when 
mediastinal lymph node enlargement is absent.

Diagnosis 

It is difficult to diagnose an esophageal stricture as 
metastasis from primary breast cancer. Rampado et al. (3) 
reported that patients with secondary esophageal cancer 
would experience dysphagia for about 8 months. The 
diagnosis of esophageal metastasis from breast cancer 
depends on a clinical history of breast cancer, and imaging 
examinations, including esophagography, endoscopy, 

endoscopic ultrasound, and CT scan, could also be helpful.
When breast cancer patients complain of dysphagia, 

we should be aware not only of esophageal cancer, 
benign strictures, and esophageal motility diseases, but 
also metastatic disease. When we found stricture of the 
esophagus using CT or endoscopy in patients who had 
a history of breast cancer, endoscopic examination with 
ultrasonography could help us to confirm the lesion origin 
(Figure 1). The lesion of esophageal metastasis always 
originates from the outside inwards, and metastasis to 
the mucosal layers are extremely rare; thus, from solely 
referring to a single histopathological examination of 
mucosal biopsy specimens, we could not make the correct 
diagnosis for the patients. Endoscopic ultrasound-guided 
fine-needle aspiration (EUS-FNA) could improve the 
positive rate of biopsy. Sobel et al. (10) reported that EUS-
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Figure 2 CT scan of our case. (A,B,C) Circumferential wall thickening of the middle esophagus with enlarged lymph nodes around the 
esophagus; (D) CT scan showing the lesion was inhomogeneously enhanced. 
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B

FNA is safe and effective for the diagnosis of esophageal 
and mediastinum metastasis from breast cancer: 11 of the 
12 patients (91%) were confirmed breast cancer metastasis 
by cytological evaluation of specimens obtained by EUS-
FNA, and no complication occurred. Mediastinoscopy or 
surgery could be available for a definitive diagnosis, but 
these methods are more invasive than EUS-FNA (11), 
while esophagography and CT scan could reveal the length 
and degree of esophageal stenosis and whether there are 
mediastinal metastases.

For the patients with dysphagia, we should determine 
whether there are benign or malignant diseases. Dysphagia 
caused by malignant diseases is often progressive, and 
imaging examination will exhibit esophageal stricture. 
We should diagnostically differentiate between primary 
esophageal tumor,post-radiotherapy stenosis, peptic 
stricture, and mediastinal carcinomatosis.

Definitive diagnosis should depend on histopathology, as 
immunohistochemistry can determine the origin of tumor 
cells and is especially useful for differentiating from initial 
breast cancer.

Treatment

Goldberg et al. reported that esophageal metastasis 
originating from breast cancer often occurred as a part of 
multiple-organ metastases (12), meaning once the patients 
have esophageal metastasis from breast cancer, they are 
already in the terminal stage of disease, and would have a 
poor prognosis. Treatment should be decided according 
to the severity of other metastatic sites and on the degree 
of the esophageal stenosis. Treatment for recurrent 
breast cancer is generally palliative, so for the patients 
with esophageal metastasis as part of systemic metastasis, 
the first-line option for esophageal metastasis of breast 
cancer is systemic (chemo- and/or endocrine-) therapy in 
combination with radiotherapy (1). Dilations/prostheses 
with endoscopy have high related risk of perforation 
because the tumor tissue is relatively brittle and inelastic. 
Surgical resection is not recommended for the esophageal 
metastatic lesions from breast cancer due to the high 
incidence of multiple metastases, unless the patient only 
has esophageal metastasis; indeed, one previous case (13) 
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reported an incidental curative resection. Furthermore, a 
report from Mayo Clinic (14) confirmed that chemotherapy 
and hormonal therapy could significantly affect survival. 

Conclusions

Though the esophageal involvement from breast cancer 
is unusual, for the patients with breast cancer history, the 
possibility of esophageal metastasis should be considered 
during follow-up examinations to maintain a disease-
free status. Dysphagia could be a symptom of esophageal 
metastasis. Endoscopic examination with ultrasonography 
can help us to confirm the lesion origin, and EUS-FNA 
can improve the positive rate of biopsy. The first-line 
option for esophageal metastasis of breast cancer is systemic 
(chemo- and/or endocrine-) therapy in combination with 
radiotherapy.
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Figure 3 Contrast barium esophagography of our case showing concentric stenosis of the esophagus. The lesion length was 2.7 cm and the 
lesion of esophagus was stiff with a clear boundary.
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