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Metastasis of breast cancer to major duodenal papilla
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ABSTRACT
Metastasis is an infrequent cause of tumor involvement of the major duodenal papilla and of cholestasis. We report a case of 
obstructive jaundice due to a metastatic breast carcinoma to the major duodenal papilla, and assess curative and palliative 
treatment that interventional endoscopy can offer.
Key words: Ampulla of Vater; Breast neoplasms; Jaundice (source: MeSH NLM).

RESUMEN
La metástasis es una causa infrecuente de compromiso de la papila mayor y colestasis. Reportamos una causa rara de ictericia 
causada por metástasis de cáncer de mama en la papilla mayor duodenal.
Palabras clave: Ampolla de Vater; Neoplasias de la mama; Ictericia (fuente: DeCS BIREME).
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INTRODUCTION

Approximately 30% of patients with breast cancer will 
develop metastasis; each histological type (intraductal 
or lobular) has a predilection for different organs.

In lobular carcinomas, metastasis usually involves 
the bone, but only in 15% of the cases, other sites are 
observed, such as gastrointestinal organs (1,2). In these 
cases, the metastases occur primarily in the colon (42%), 
stomach (37%) and small intestine (16%), with rare 
metastases to the “juxtapapillary region” (1,3).

In this report we present a case of biliary obstruction due 
to metastatic breast cancer to the major duodenal papilla.

CASE REPORT
63-year-old patient caucasian female, with invasive 

lobular breast carcinoma was diagnosed in December 
2010. The patient underwent a modified mastectomy 
and adjuvant chemotherapy for bone metastases to the 
lumbar spine in December 2011.

In August 2012 the patient presented abdominal pain 
and cholestasis syndrome. The laboratory evaluation 
revealed bilirubin totals 7.94 mg/dl, direct bilirubin 
7.0 mg/dl, alkaline phosphatase 500 u/l and gamma 
glutamyltransferase 781 U/L. Associated with such 
findings, a 15 mm dilatation of the intra and extrahepatic 
biliary tree was observed by abdominal ultrasound. 

The patient underwent an endoscopic retrograde 
cholangiopancreatography (ERCP), where a swollen, 
friable and bleeding papilla was found, with necrotic 
areas. Dilation of the intra and extrahepatic bile duct 
(15 mm) was noticed. A papillotomy was performed and  

a 10 French x 9 cm plastic stent was placed in the 
common bile duct. Figure 1.

Figure 1. Major duodenal papilla tumor.

Histological examination showed a carcinoma, 
with infiltration in the duodenal mucosa. The 
immunohistochemical study of the tissue biopsy proved 
to be strongly positive to estrogen receptors (100%) and 
progesterone receptors (20%), confirming metastasis 
of the lobular breast carcinoma to the major duodenal 
papilla. Figure 2.

An endoscopic ultrasound (EUS) was recommended, 
and it demonstrated infiltration of the injury until the 
muscular layer of the duodenal wall, without suspicious 
regional lymph nodes. Figure 3.

Due to the invasive nature of the lesion, palliative 
treatment was offered with replacement of the plastic stent 
for a metallic one the patient had significant improvement 
of the cholestatic syndrome and abdominal pain.
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Figure 3. Tumoral Infiltration of muscular layer at EUS.

DISCUSSION

Malignant neoplasms affecting the major duodenal 
papilla are rare, and the adenocarcinoma is the 
histological type in almost all cases, but occasionally other 
histological types such as carcinoid tumors, squamous 
cell and mucinous carcinomas can be found (4). Within 
this context, the metastases of breast tumor to the major 
duodenal papilla are a very rare event, with only three 
cases reported in the world literature, all due to lobular 
breast carcinoma.

The sensitivity of the histopathological diagnosis 
depends on the appearance of the tumor, 88% for 
ulcerated tumors, 64% for the vegetative type and 50% 
for intramural tumors (4-6).

Immunohistochemistry plays a key role for indicating 
the histological type of the tumor, since the metastases 
of lobular breast carcinoma to the gastrointestinal tract 
have an endoscopic, radiological and histological aspect 
similar to the adenocarcinoma poorly differentiated 
with signet ring cells. Therefore, it is very important to 
differentiate these kinds of malignancies, since each of 
them has a different prognosis and treatment (3).

The endoscopic ultrasound (EUS) and intraductal 
endoscopic ultrasonography (IDUS) with high frequency 
probes (20-30 MHz) are the methods chosen for tumor 
and lymph nodes staging (items T and N) and the latter 
has a sensitivity of 100% for diagnosing the degree of local 
invasion (7). Some authors recommend that for lesions less 
than 10 mm, with no endoscopic appearance of malignancy, 
to perform endoscopic resection of the tumor (8,9). 

Endoscopic papillectomy is indicated only for tumors “in 
situ” or adenomas with high grade dysplasia, as observed 
in T1sm 10.7% tumor papillectomies of lymphatic 
invasion, vascular and 17.9% of ductal involvement (10). 
In cases of invasive tumors, duodenopancreatectomy is 
the treatment of choice.

Conclusion
Although metastases of breast carcinomas are 

infrequent to the gastrointestinal tract, neoplasms of the 
juxtapapillary region should be suspected, especially at 
an early stage, since curative resection can be offered.
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Figure 2. Tumor cells with receptors for estrogen and progesterone at immunohistochemistry.
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