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Abstract  
Metastatic neoplasms in the stomach from remote primary tumors are uncommon, and gastric me-
tastases of colorectal origin are rare. We herein report a case of gastric metastasis originating from 
transverse colon cancer in a 61-year-old female patient. Curative right extended hemicolectomy 
and partial gastrectomy were performed. Histologically, both the colon and stomach tumors were 
moderately to poorly differentiated adenocarcinoma with similar features. The postoperative TNM 
classification was stage IV disease (T4N0M1). The patient received 7 cycles of postoperative 
bevasizumab+FOLFOX (oxaliplatin plus an infusion of 5-fluorouracil/levofolinate) therapy and 4 cy-
cles of additional chemotherapy with bevacizumab+FOLFIRI (irinotecan plus an infusion of 5-fluor-
auracil/levofolinate).
The patient has a good quality of life with no signs of recurrence at seven years and four months af-
ter surgery. 

Key words : colorectal cancer, stomach, metastasis

Introduction

Secondary stomach cancers are rare. The re-
ported incidence at autopsy is 0.2-5.4%1-6). Among 
these lesions, the lung, breast, skin (melanoma), and 
esophagus are the most frequent sites of origin1,2,4-7).   
Metastasis of colorectal carcinoma (CRC) to the 
stomach was only reported in 3.5-4.1% of all cas-
es4,5). We herein report a case of transverse colon 
cancer metastasis to the stomach that was success-
fully resected and discuss the characteristics of gas-
tric metastases and the outcomes. To our knowl-
edge, this is the only reported case of long-term 
survival in a patient with this disease.

Case Report

A 61-year-old Japanese woman was admitted to 
our hospital in June 2011. Her family history was 
unremarkable. She presented with a two-month 
history of diarrhea and vomiting. 

Colonoscopy revealed advanced transverse co-
lon cancer. Endoscopy of the upper gastrointestinal 
tract showed a lesion approximately 3 cm in diame-
ter that appeared to be a submucosal tumor in the 
body at the greater curvature of the stomach. The 
examination of biopsy specimens of this gastric tu-
mor led to the suspicion of synchronous metastasis 
from colonic adenocarcinoma. Further examination 
did not reveal any other sites of metastasis. She 
underwent right extended hemicolectomy with D3 
lymph node dissection and partial gastrectomy under 
a diagnosis of transverse colon cancer and gastric 
metastasis. 

Histologically, both the colon and stomach tu-
mors were moderately to poorly differentiated ade-
nocarcinoma with similar features (Figs. 1A, 1B and 
2A, 2B). The colon tumor had grown into the sur-
face of the visceral peritoneum, whereas the stom-
ach tumor had expanded into the submucosa and 
muscularis propria (Fig. 3). Thus, we concluded 
that the TNM classification (according to seventh 
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edition of the UICC classification) was Stage IV co-
lon cancer with gastric metastasis (T4N0M1).

The postoperative course was uneventful and she 
was discharged on the 14th postoperative day. Seven 
cycles of postoperative bevacizumab+FOLFOX4 (ox-
aliplatin plus an infusion of 5-fluorouracil/levofolinate) 
therapy were administered. Four cycles of additional 
chemotherapy with bevacizumab+FOLFIRI (irinote-
can plus an infusion of 5-fuluorouracil /levofolinate) 
were also administered.

The patient has a good quality of life with no 
signs of recurrence at seven years and four months 
after surgery.

Discussion

With the increasing use of new radiological im-
aging modalities, such as CT, magnetic resonance 
imaging (MRI) and positron emission tomography 
(PET), together with the increasing survival rates of 

patients with various primary cancers, metastases 
are more likely to be diagnosed. The stomach is an 
unusual site for metastasis, accounting for 0.2-5.4% 
in autopsy series1-5). Although gastric metastases 

A

B

Fig. 1. A : Macroscopic examination of the primary 
lesion revealed a type 3 tumor at the transverse 
colon. B : Microscopic examination of the pri-
mary lesion revealed moderately to poorly differ-
entiated adenocarcinoma (H&E, ×200).

A

B

Fig. 2. A : Macroscopic examination of the resected 
stomach specimen showed a submucosal tumor-
like lesion. B : Microscopic examination of the 
gastric tumor showed moderately to poorly differ-
entiated adenocarcinoma (H&E, ×200).

Fig. 3. The cut surfaces of resected specimens of the 
stomach showed a white mass which was mainly 
located in the submucosa and muscularis propria.



39Long-term survival after resection of a gastric metastasis from transverse colon cancer : a case report

Ta
bl

e 
1.

 
R

ep
or

te
d 

ca
se

s 
of

 g
as

tr
ic

 m
et

as
ta

se
is

 fr
om

 c
ol

or
ec

ta
l c

an
ce

r

A
ut

ho
r

Ye
ar

A
ge

Se
x

L
oc

at
io

n
Ty

pe
Si

te
G

ro
ss

 
ap

pe
ar

an
ce

G
ra

de
(U

IC
C

 7
th

ed
iti

on
)

N
um

be
r

T
im

e

M
on

th
s 

af
te

r 
pr

im
ar

y 
di

ag
no

si
s

O
th

er
 o

rg
an

 m
et

as
ta

si
s

Tr
ea

tm
en

t 
fo

r 
m

et
as

ta
si

s
P

ro
gn

os
is

(m
on

th
s)

N
ob

us
aw

a7)
19

98
68

F
T

3
M

SM
T

G
1

so
lit

ar
y

sy
nc

hr
on

ou
s

 0
PU

L
, L

Y
M

D
G

, C
X

6 
al

iv
e

Sh
id

a8)
20

03
71

F
T

2
L

SM
T

G
2

so
lit

ar
y

m
et

ac
hr

on
ou

s
40

N
on

e
D

G
19

 a
liv

e

Yo
sh

im
i9)

20
07

74
F

S
2

U
SM

T
G

1
so

lit
ar

y
m

et
ac

hr
on

ou
s

24
H

E
P,

 P
U

L
P

R
48

 a
liv

e

Sa
ka

be
10

)
20

07
53

M
R

3
U

M
L

SM
T

G
1

m
ul

tip
le

m
et

ac
hr

on
ou

s
14

H
E

P,
 P

U
L

, I
N

T,
 B

O
N

C
X

5 
di

ed
 o

f d
is

ea
se

O
no

e11
)

20
08

35
F

A
5

L
SM

T
G

1
so

lit
ar

y
sy

nc
hr

on
ou

s
 0

N
on

e
D

G
, C

X
19

 a
liv

e

To
yo

ta
12

)
20

08
65

M
A

2
U

M
L

SM
T

G
1

m
ul

tip
le

sy
nc

hr
on

ou
s

 0
E

SO
, B

O
N

, R
E

C
C

X
19

 d
ie

d 
of

 d
is

ea
se

Sh
ir

ak
aw

a13
)

20
09

73
M

S
2

U
SM

T
G

2
so

lit
ar

y
m

et
ac

hr
on

ou
s

39
A

B
D

, L
Y

M
C

, C
X

3 
al

iv
e

N
oz

ak
i14

)
20

09
75

M
R

3
L

SM
T

G
3

m
ul

tip
le

m
et

ac
hr

on
ou

s
 7

LY
M

C
X

5 
di

ed
 o

f d
is

ea
se

Sa
no

15
)

20
10

67
M

S
2

U
SM

T
G

1
so

lit
ar

y
m

et
ac

hr
on

ou
s

35
LY

M
T

G
, C

X
21

 a
liv

e

Iin
o16

)
20

14
48

M
R

N
D

L
SM

T
G

3
so

lit
ar

y
sy

nc
hr

on
ou

s
 0

N
on

e
C

X
8 

al
iv

e

N
us

hi
jim

a17
)

20
14

52
F

T
2

L
SM

T
G

1
so

lit
ar

y
m

et
ac

hr
on

ou
s

15
P

E
R

, L
Y

M
D

G
, C

X
7 

al
iv

e

M
or

i18
)

20
15

57
F

D
2

M
SM

T
G

2
so

lit
ar

y
m

et
ac

hr
on

ou
s

 5
IN

T
T

G
, C

X
6 

al
iv

e

Yo
sh

in
o19

)
20

17
76

M
S

2
M

SM
T

G
1

so
lit

ar
y

sy
nc

hr
on

ou
s

 0
N

on
e

T
G

, C
X

14
 a

liv
e

Te
ra

sh
im

a
61

F
T

3
M

SM
T

G
3

so
lit

ar
y

sy
nc

hr
on

ou
s

 0
N

on
e

P
R

, C
X

88
 a

liv
e

F,
 f

em
al

e
;

M
, m

al
e

;
T,

 t
ra

ns
ve

rs
e 

co
lo

n
;

A
, a

sc
en

di
ng

 c
ol

on
;

S,
 s

ig
m

oi
d 

co
lo

n
;

D
, d

es
ce

nd
in

g 
co

lo
n

;
R

, r
ec

tu
m

;
N

D
, n

ot
 d

es
cr

ib
ed

 ;
U

, u
pp

er
 t

hi
rd

;
M

, m
id

dl
e 

th
ir

d
;

L
, 

lo
w

er
 t

hi
rd

;
SM

T,
 s

ub
m

uc
os

al
 t

um
or

;
P

U
L

, 
pu

lm
on

ar
y

;
LY

M
, 

ly
m

ph
 n

od
e

;
H

E
P,

 h
ep

at
ic

;
IN

T,
 i

nt
es

ti
ne

;
B

O
N

, 
bo

ne
;

R
E

C
, 

re
ct

um
;

A
B

D
, 

ab
do

m
in

al
 w

al
l;

E
SO

, 
es

op
ha

gu
s

;
P

E
R

, p
er

ito
ne

um
;

D
G

, d
is

ta
l g

as
tr

ec
to

m
y

;
P

R
, p

at
ia

l r
es

ec
tio

n
;

C
, c

ar
di

ec
to

m
y

;
T

G
, t

ot
al

 g
as

tr
ec

to
m

y
;

C
X

, c
he

m
ot

he
ra

py
 



40 S. Terashima et al.

may originate from various organs, they most com-
monly originate from the breast, lung, esophagus 
and skin (melanoma)1,4-6).

As gastric metastasis from CRC is a rare condi-
tion, information on gastric metastases is generally 
limited to single case reports and there are no re-
ports on the prognostic outcomes. We herein sum-
marize the clinical features of gastric metastases 
arising in patients with CRC and discuss the treat-
ment and outcomes. 

Only 14 cases (including ours) of gastric metas-
tases from CRC have been reported7-19) (Table 
1). Based on the cases with available information, 
gastric metastases from CRC have the following 
characteristics. The mean age of patients with gas-
tric metastasis originating from CRC was 61.6 years 
(range : 35-76 years). The 14 reported cases in-
volved 7 females and 7 males. The primary sites of 
CRC were as follows : ascending colon (n=2), 
transverse colon (n=4), descending colon (n=1), 
sigmoid colon (n=4), and rectum (n=3).  The 
grades of primary CRC were G1 (n=9), G2 (n=3), 
and G3 (n=2). In all cases, on gross examination, 
gastric metastases had a submucosal tumor-like ap-
pearance. Data on additional sites of distant metas-
tasis were available for 9 patients, the sites of which 
included the lung (n=3), liver (n=2), bone marrow 
(n=2) and lymph nodes (n=5). The gastric metas-
tases presented as solitary lesions in 11 cases and as 
multiple lesions in 3 cases. Eleven of the patients 
with gastric metastases had a solitary metastasis ; 3 
had multiple metastases. The sites of gastric me-
tastases were the upper third (n=3), middle third 
(n=4), lower (n=5) and whole stomach (n=2). Ten 
of the 14 patients received surgical treatment. Sur-
gery included distal gastrectomy (n=4), cardiectomy 
(n=1), total gastrectomy (n=3), and partial resec-
tion (n=2). The choice of surgical procedure is de-
pendent on the location and number of metasta-
ses. Analyzing the outcomes of 14 patients, 10 
patients with surgical resection were alive at 3-88 
months (mean survival : 23.1 months). Among 10 
patients who received surgical resection, 8 received 
postoperative chemotherapy. Among the patients 
who did not receive surgical treatment, three died at 
5, 5, and 19 months, respectively, while one was still 
alive at 8 months.  

With a diagnosis in this case, endoscopy of the 
upper gastrointestinal tract showed the presence of 
a submucosal tumor. The cut surfaces of resected 
specimens of the stomach showed tumor mainly lo-
cated in the layer of submucosa and muscularis pro-
pria (Fig. 3). Moreover, both the colon and stomach 

tumors were histologically found to be moderately 
to poorly differentiated adenocarcinoma with similar 
features. Thus we diagnosed the stomach tumor to 
be a metastasis of colon cancer.  Although we did 
not use immunohistochemical examination, Iino et 
al. reported that positive CK20 and CDX2 expres-
sion and negative CK7 expression supported an im-
munohistological diagnosis of gastric metastasis 
from CRC16).

Guidelines of the Japanese Society for Cancer 
of the Colon and Rectum from 201420), propose that 
if both the distant metastases and the primary tumor 
are deemed to be resectable, then curative resection 
of the primary tumor should be performed, and re-
section of the distant metastases may be considered 
even in cases of stage IV disease. In fact, the sur-
gical resection of localized hepatic and lung metasta-
ses from CRC is now widely accepted as the most 
effective therapy in such cases.  On the other 
hand, outcomes for resection of metastases at other 
sites, including gastric metastases, are not as well 
established. The prognosis of patients with gastric 
metastases is poor because gastric involvement is 
generally observed in advanced-stage or terminal 
patients with other multiple metastases. However, 
the prognosis of gastric metastasis varies according 
to the primary site of cancer. In particular, the 
prognosis in cases of gastric metastases from breast 
cancer, lung cancer, and esophageal cancer is very 
poor.

In patients with breast cancer, Zelek et al.21) re-
ported a median survival of 21 months (range :  
9-48 months) for patients who received chemother-
apy for gastric metastases. On the other hand, in 
two patients who underwent gastric surgery, diffuse 
relapse developed 11 and 18 months later, respec-
tively. Taal et al.22) reported that the median sur-
vival of patients with gastric metastases from breast 
cancer was 10 months, with a 2-year survival rate of 
23%. Thus, surgery should be restricted to emer-
gency cases such as bleeding or perforation and sys-
temic therapy was advocated. 

McLemore et al.23) reported that palliative sur-
gical intervention did not affect the overall survival 
of women with gastrointestinal metastases from 
breast cancer.

In the cases of esophageal cancer, Saito et al.24) 
suggested that surgical resection should be per-
formed when a gastric metastasis from esophageal 
cancer is limited to the stomach and is less 2 cm in 
diameter because the mean survival after treatment 
for gastric metastasis is extremely short.

On the other hand, in cases of metastatic tu-



41Long-term survival after resection of a gastric metastasis from transverse colon cancer : a case report

mors arising from melanoma, Pector et al.25) reported 
the case of a patient who remained alive for >6 
years after subtotal gastrectomy for gastric metasta-
sis from malignant melanoma. Ihde and Coit26) rec-
ommended that palliative surgery be considered for 
metastatic gastrointestinal tumors from melanoma 
because it was associated with low rates of operative 
mortality and morbidity.

In conclusion, in agreement with these findings, 
when surgical intervention is feasible, gastric metas-
tasectomy with adequate chemotherapy may be rec-
ommended for selected patients with CRC.
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