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Abstract 

Invasive lobular carcinoma (ILC) has a greater tendency to metastasize to the peritoneum, retroperitoneum, and 
gastrointestinal (GI) tract as compared to invasive carcinoma of no special type (NST). Like primary ILC in the breast, 
ILC metastases are frequently infiltrative and hypometabolic, rather than mass forming and hypermetabolic in nature. 
This renders them difficult to detect on conventional and metabolic imaging studies. As a result, intra-abdominal ILC 
metastases are often detected late, with patients presenting with clinical complications such as liver failure, hydrone-
phrosis, or bowel obstruction. In patients with known history of ILC, certain imaging features are very suggestive of 
infiltrative metastatic ILC. These include retroperitoneal or peritoneal nodularity and linitis plastica appearance of the 
bowel. Recognition of linitis plastica on imaging should prompt deep or repeat biopsies. In this pictorial review, the 
authors aim to familiarize readers with imaging features and pitfalls for evaluation of intra-abdominal metastatic ILC. 
Awareness of these will allow the radiologist to assess these patients with a high index of suspicion and aid detection 
of metastatic disease. Also, this can direct histopathology and immunohistochemical staining to obtain the correct 
diagnosis in suspected metastatic disease.
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Key points

• Compared with NST, metastatic ILC in the abdomen 
more commonly involves the peritoneum, retroperi-
toneum, and gastrointestinal tract.

• ILC metastases are frequently infiltrative, rendering 
them challenging to identify on imaging.

• When a discrete mass is not seen on imaging, pres-
ence of infiltrative metastases is sometimes more 

readily inferred by secondary complications like 
bowel obstruction

• Recognition of linitis plastica of the bowel on imag-
ing should prompt deep or repeat biopsies.

• Awareness of these imaging pitfalls can aid detection 
of metastatic disease on imaging.

Background
Invasive lobular carcinoma (ILC) is the second most 
common histological type of invasive carcinoma after 
invasive carcinoma of no special type (NST), which was 
previously known as invasive ductal carcinoma (IDC) [1, 
2]. ILC accounts for 5–15% of all breast cancer cases [3, 
4].

Open Access

Insights into Imaging

*Correspondence:  ying_mei_wong@nuhs.edu.sg
1 Department of Diagnostic Imaging, National University Hospital, 
Singapore, 1E Kent Ridge Road, NUHS Tower Block Level 12, 
Singapore 119228, Singapore
Full list of author information is available at the end of the article

http://orcid.org/0000-0003-4432-1466
http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13244-021-01120-4&domain=pdf


Page 2 of 11Wong et al. Insights into Imaging          (2021) 12:181 

Common sites of metastases for both ILC and NST 
include the bones, liver, lungs, and non-axillary lymph 
nodes [5–9]. However, ILC has a greater tendency to 
metastasize to the peritoneum, retroperitoneum, and 
gastrointestinal (GI) tract as compared to NST. ILC 
metastases are often infiltrative and subtle, render-
ing them difficult to detect on imaging as compared to 
mass-forming lesions. Clinical stage of ILC has been 
shown to be higher than NST at presentation and 
patients with abdominal ILC metastases have a shorter 
overall survival [8, 10].

Metastatic ILC can present with late relapse many 
years after remission. GI metastases can be seen as late 
as 15  years after initial diagnosis [11]. Consequently, 
patients may even fail to declare their history of breast 
cancer due to a prolonged disease-free interval [12, 13].

In this pictorial review, the authors aim to familiar-
ize readers with the infiltrative pattern of metastatic 
spread of ILC in intra-abdominal sites. This should 
raise the index of suspicion of radiologists when imag-
ing patients with a history of ILC. As imaging find-
ings could be subtle and easily missed until the disease 
is extensive with clinical manifestations, the authors 

Fig. 1 Pathology and immunohistochemical staining of invasive lobular carcinoma. a In the breast: high power photomicrograph (H&E) shows 
the single-file appearance of primary ILC in the breast (black arrow). b In the liver: low power photomicrograph (H&E) demonstrates tumor cells 
infiltrating the liver. c In the liver: positive staining for GATA3 antibody suggests origin from the breast. d In the liver: negative E-cadherin staining of 
ILC cells (circled) and positively stained normal liver cells (white arrow)
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would like to emphasize the importance of discussion 
with clinicians for ILC patients at various stages of dis-
ease (i.e. early stage, remission, or late relapse). There 
should be a low threshold for imaging when patients 
present with abdominal signs or symptoms.

Pathology of ILC
The distinct molecular and histopathologic features of 
ILC and NST account for their different manifestations 
and sites of metastases [14–16]. The infiltrative pat-
tern of growth of ILC is the result of loss of E-cadherin, 
the cell-to-cell adhesion molecule, which is related to 
changes at the genomic level [17].

On histology, primary ILC is characterized by 
small round cells which infiltrate the breast stroma in 

Fig. 2 Primary ILC of the breast in a 61-year-old female who presented with a left breast lump. a Mammogram of the left breast shows focal 
asymmetry in the inner left breast on CC view (arrowhead), which is not well seen on MLO view. This corresponds to the palpable lump. b 
Ultrasound of the lower inner left breast demonstrates a corresponding irregular hypoechoic 1.0 cm nodule with posterior acoustic shadowing. This 
was proven on biopsy to be invasive lobular carcinoma. c Subtracted CEDM of the left breast shows the known ILC is enhancing with spiculated 
margins (arrowheads), with a tiny adjacent nodule not seen on ultrasound. The tumor measured larger on CEDM (1.6 cm) than on ultrasound 
(1.0 cm). d Axial contrast-enhanced MRI image of the left breast shows the spiculated, enhancing ILC (arrow), similar in size compared with CEDM. 
No other suspicious nodules were seen in either breast on CEDM and MRI
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single-file (“Indian file”) pattern (Fig.  1a) [18]. They 
encircle benign mammary ducts in a targetoid fashion 
and do not destroy anatomic structures or incite sub-
stantial connective tissue response [3]. The majority of 
ILC is hormone receptor positive, HER2-negative, and 
luminal subtype A [18].

Metastatic ILC can have a similar single-file appear-
ance on histology, although this can be difficult to dif-
ferentiate from other metastases or from a primary 
tumor of the organ in question. Immunohistochemis-
try is necessary to clinch the diagnosis. Positive stain-
ing with GATA3 may indicate a breast primary, while 
negative staining for E-cadherin strongly suggests ILC 
(Fig. 1b–d) [19, 20].

Imaging of primary ILC of the breast
Due to its infiltrative pattern of growth, primary breast 
ILC is often challenging to diagnose on imaging. On 
mammography, it can manifest as a mass with ill-defined/
spiculated margins, focal asymmetry (Fig.  2a), or archi-
tectural distortion [21, 22]. Digital breast tomosynthe-
sis (DBT) has been shown to improve the detection of 
ILC manifesting as asymmetric densities and distortions 
[23]. On ultrasound, ILC typically appears as an irregu-
lar, hypoechoic mass, or ill-defined area of hypoechoic 
change with posterior acoustic shadowing (Fig.  2b) [7, 
21].

Contrast-enhanced studies like magnetic resonance 
imaging (MRI) and contrast-enhanced digital mammog-
raphy (CEDM) visualize the enhancing neovascularity of 
tumors and greatly improve assessment of tumor extent 

(Fig.  2c, d) and delineation of non-mass enhancement 
[24]. Contrast-enhanced studies also improve detection 
of unsuspected multifocal, multicentric, and bilateral dis-
ease, which is important for surgical planning [7, 25].

Primary ILC demonstrates lower standardized uptake 
values (SUV) and is less appreciable than primary NST 
on 18F-FDG PET/CT [15, 26].

Imaging of metastatic ILC in the abdomen
Like ILC in the breast, early metastatic ILC tends to be 
infiltrative, rather than mass forming.

18F-FDG PET/CT is less sensitive for staging of ILC 
than NST. PET/CT is less likely to reveal unsuspected 
distant ILC metastases, and if patients are upstaged 
based on CT findings, these are often not 18F-FDG-avid 
[27].

In the following sections, this infiltrative appearance 
of metastatic ILC in the abdomen on imaging and its 
mimics will be discussed. Incidences comparing ILC and 
IDC have been illustrated in several autopsy and imaging 
series [5, 6, 8, 10] and these will be discussed in the organ 
specific sections below.

Metastatic ILC in the liver
The liver is one of the most common sites of metastatic 
ILC, with autopsy series showing involvement in 43–68% 
of cases [5, 6]. Prior studies have demonstrated similar 
incidence of hepatic metastases in both ILC and NST 
[10, 28]. In their series of 57 patients with metastatic 
ILC, Winston et al. identified two patterns of metastatic 
spread in the liver [29]. The first pattern is the frequently 
reported appearance of discrete hepatic masses, which 
are indistinguishable from other metastases (Fig.  3) [9]. 
The second type of spread is an infiltrative pattern with 
distortion of hepatic vessels. The proportion of each pat-
tern of spread was, however, not reported in their study.

In this section, we emphasize the second infiltrative 
pattern which is not commonly reported in the lit-
erature. In this pattern, the liver can retain a smooth 
outline, with no morphological features of cirrhosis 
(Fig.  4a, b). Hence, the diagnosis is often missed in 
the early stage and patients would present much later 
with biochemical and clinical evidence of liver failure 
(e.g. jaundice or non-malignant ascites) [30, 31]. As 
the underlying infiltrative disease is not apparent on 
conventional imaging modalities, such as ultrasound 
or CT, the authors would recommend further imag-
ing with MRI elastography (MRE) or ultrasound-based 
elastography (Fibroscan) to quantify liver stiffness as a 
surrogate for infiltrative disease. In the context of rela-
tively normal appearance of the liver on conventional 

Fig. 3 Typical mass-forming appearance of metastatic ILC in the liver 
in a 62-year-old female. She had Stage 1B ILC treated 4 years ago and 
was on adjuvant exemestane. Coronal contrast-enhanced CT image 
in the liver window shows a dominant hypodense mass in the liver 
(arrow) along with multiple other hepatic nodules (not pictured). 
Percutaneous biopsy of the liver mass showed metastatic ILC
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imaging and absence of typical risk factors for develop-
ing cirrhosis, severely elevated liver stiffness (Fig.  4c, 
d) in a patient with history of ILC should raise the sus-
picion of infiltrative hepatic ILC metastases. Familiar-
ity with this second pattern of infiltrative spread in the 
liver can direct immunohistochemical stains to clinch 
the diagnosis.

Metastatic ILC in the pancreas
Pancreatic metastasis from breast cancer is uncom-
mon, with the majority of the literature consisting of 
case reports [32–34]. Case series by Winston et  al. and 

Switzer et  al. showed an incidence of 2–5% metastatic 
ILC involvement of the pancreas [29, 35]. Metastatic ILC 
in the pancreas often presents as a discrete mass, which 
is indistinguishable from primary pancreatic tumors on 
imaging.

Like its infiltrative pattern in other parts of the body, 
ILC metastases in the pancreas can be subtle on imag-
ing. A discrete mass may not be clearly discerned on 
cross-sectional imaging or endoscopic ultrasound (EUS). 
Instead, the presence of metastatic infiltration of the pan-
creas may be suspected in the context of painless jaun-
dice and upstream duct dilatation on imaging. If the 

Fig. 4 Metastatic ILC of the liver mimicking hepatic fibrosis in a 55-year-old female who presented with jaundice. She had a remote history of 
Stage 3C ILC more than 10 years ago. a Axial, fat-saturated, T2-weighted MR image and b diffusion-weighted image (b = 500 s/mm2) do not show 
any discrete hepatic lesion. The hepatic outline is smooth, with no morphological features of cirrhosis. Ascites is present (arrow). Bone metastases 
are also noted (arrowheads). c Wave images from the MR elastography acquisition at 60 Hz show shear waves with prolonged wavelength. d 
MR elastogram demonstrates severely increased mean shear stiffness in the liver, with corresponding quantitative color scale on the left of the 
image. Mean stiffness value is 15.6 kPa (normal < 2.93 kPa), in keeping with F4 fibrosis. The diagnosis of infiltrative metastatic ILC was confirmed on 
percutaneous liver biopsy
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metastatic disease involves the pancreatic head, this may 
manifest with the “double duct sign,” in which the com-
mon bile duct and pancreatic duct are dilated (Fig.  5). 
Biopsy would be needed to distinguish this from a pri-
mary pancreatic head adenocarcinoma.

Metastatic ILC in the gastrointestinal tract
Metastatic spread to the GI tract is more common in ILC 
than in NST. An autopsy series of ILC cases showed the 
incidence of GI metastases to be as high as 40%, com-
pared with 2% in NST, although these usually remain 
clinically occult [5]. Studies have shown varying inci-
dence of stomach, small bowel, and colon involvement [8, 
9, 29]. Metastatic GI tract involvement is often multifocal 
[8, 35].

Metastatic ILC in the GI tract is a diffuse spreading 
process, with the submucosa involved first [6]. Tumor 
infiltration appears as smooth bowel wall thickening on 
CT (Fig.  6a, d) [29]. This is challenging to recognize as 
pathological, particularly in the early stages, as it mim-
ics peristalsis on CT and has 18F-FDG-avidity similar 

to normal physiological activity (Fig.  6b). However, 3D 
virtual dissection reconstruction derived from CT colo-
nography can be helpful in differentiating between path-
ological thickening and peristalsis by demonstrating the 
disruption of the colonic haustra in the thickened seg-
ments (Fig. 6c).

When metastatic disease progresses and involves all 
layers of the stomach, it appears as linitis plastica [9, 13], 
in which the stomach is poorly distensible and diffusely 
thickened (Fig.  7a, b). This is the most common mani-
festation of ILC metastases in the stomach and mimics 
primary scirrhous gastric carcinoma on imaging [36]. 
Peritoneal disease is often associated with linitis plastica 
of the stomach [6].

Linitis plastica of the colon and rectum has also been 
described [37]. The bowel wall layers can also be pre-
served but diffusely infiltrated, giving a concentric ring 
or “target sign” appearance on imaging (Fig.  7c). Colo-
rectal linitis plastica is usually secondary to primary 
malignancy in the stomach, prostate, and breast. Primary 
colorectal linitis plastica is rare [38]. These are identical 
on imaging and are only differentiated following biopsy.

Given that metastatic ILC is primarily submucosal, 
endoscopy may be falsely reassuring as the mucosa 
appears normal in the early stages. Even when mass 
forming, the tumor can be predominantly extramural, 
with minimal mucosal involvement (Fig.  7d). Initial/
superficial biopsies can be normal in 46–50% of cases 
[39]. A low threshold to perform deep or repeat biopsies 
is needed if metastatic disease is suspected [13].

Metastatic ILC in the peritoneum and retroperitoneum
ILC has a higher tendency to metastasize to the perito-
neum and retroperitoneum compared with NST. Autopsy 
series of ILC patients have shown peritoneal metastases 
rates as high as 60–90% compared to 15% in NST [5, 6]. 
The ILC peritoneal metastases in these autopsy series 
were diffuse, in contrast to NST metastases which were 
nodular. Peritoneal disease is associated with poor prog-
nosis [10].

Early ILC metastases in the peritoneum and retroperi-
toneum are difficult to detect as they are clinically occult 
and manifest as tiny, indistinct nodules and stranding 
on imaging (Fig. 8). Knowledge of a history of ILC in the 
patient will alert the radiologist to assess this stranding 
and nodularity with a higher index of suspicion.

When confluent, ILC peritoneal metastases appear as 
omental caking [8]. Metastatic retroperitoneal disease 
progresses to retroperitoneal fibrosis, causing ureteral 
obstruction and hydronephrosis [40]. Extension to the 
bowel serosa causes stricture formation, with sparing of 
the mucosa, mimicking a benign stricture on colonos-
copy (Fig. 9).

Fig. 5 Metastatic ILC of the pancreas in a 53-year-old female 
presenting with painless jaundice. She was on adjuvant letrozole 
for Stage 2 ILC of the left breast diagnosed 2 years ago. Coronal 
contrast-enhanced CT image shows a dilated common bile duct 
(white arrow) and dilated pancreatic duct (arrowhead)—the double 
duct sign. The intrahepatic ducts are also mildly dilated. No discrete 
mass is seen in the pancreatic head on CT or on EUS. Metastatic 
involvement of the pancreatic head was confirmed on intra-operative 
biopsy



Page 7 of 11Wong et al. Insights into Imaging          (2021) 12:181  

When peritoneal nodules and ovarian masses are seen 
in the abdomen, it can be challenging to distinguish met-
astatic breast cancer from metastatic ovarian cancer [8]. 
This problem is compounded by the fact that ILC has a 
high incidence of metastasizing to the ovaries (up to 13%) 
[5, 29] and some breast cancer patients are at increased 
risk of developing primary ovarian cancer, such as 

patients with BRCA1 and BRCA2 mutations [41]. Bilat-
eral solid ovarian tumors or Krukenberg tumors (Fig. 10) 
favor metastatic breast cancer infiltration of the ovaries, 
as primary ovarian malignancy tends to have a mixture 
of solid and cystic components [42, 43]. In a patient with 
known ILC and imaging findings of peritoneal nodules 
and solid ovarian masses, metastatic ILC and metastatic 

Fig. 6 Metastatic ILC of the colon in a 77-year-old female with recurrent episodes of subacute intestinal obstruction over 6 months. She had 
completed therapy for Stage 3A ILC more than 10 years ago. a Axial contrast-enhanced CT colonography shows focal segments of smooth, mural 
thickening (black arrows) in the hepatic flexure (top), transverse colon (middle), and descending colon (bottom), mimicking peristalsis. No discrete 
mass is seen. b 18F-FDG PET/CT scan performed shortly after demonstrates that these segments of mural thickening in the colon (white arrows) 
have minimal 18F-FDG-uptake. c Reconstructed CT colonography virtual dissection image shows that the normal haustra of the hepatic flexure 
(black arrowhead) is disrupted by abnormal, focal mural thickening (∆), confirming that it is pathological. d Axial contrast-enhanced CT 1 year later 
shows progression of metastatic disease involving the hepatic flexure, transverse colon, and descending colon (white arrowheads)
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ovarian cancer are important differentials for the radiolo-
gist to raise.

Conclusion
Evaluating patients with metastatic ILC in the abdomen 
is challenging. Due to its infiltrative pattern of spread, 
imaging findings could be subtle and easily missed until 
the disease is extensive.

Close discussion with clinicians and awareness of 
these imaging pitfalls will enable the radiologist to 
assess patients with a history of ILC with a high index 
of suspicion. This can direct immunohistochemical 
staining for correct diagnosis and provide the greatest 
value in treatment planning.

Fig. 7 Linitis plastica appearance of the stomach and rectum due to metastatic ILC in a 61-year-old female. Six years after completing therapy 
for Stage 1A ILC of the right breast, she presented with change in bowel habit and a palpable rectal mass on examination. She later developed 
symptoms of subacute bowel obstruction. a Axial contrast-enhanced CT image shows incidental diffuse, circumferential wall thickening of the 
stomach (white arrowhead), suggestive of linitis plastica. b Corresponding axial PET/CT demonstrates mild 18F-FDG-uptake (SUVmax 3.05) in 
the distal stomach (white arrow). This degree of metabolic uptake was deemed at the upper limit of physiological uptake. Diffuse metastatic 
involvement of the stomach was confirmed on exploratory laparotomy. c Axial T2-weighted MR image demonstrates circumferential thickening of 
the rectum, with preserved concentric bowel wall layers (black arrow), giving a “target sign” appearance. d Axial T2-weighted MR image of the pelvic 
floor shows a near-circumferential, ill-defined, T2-weighted hypointense mass (white arrowhead) around the anal canal (white arrow). Initial biopsies 
were inconclusive, likely due to the predominantly extramural location of the mass. Metastatic involvement was confirmed on subsequent deep 
biopsy
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Fig. 8 Metastatic peritoneal disease on staging CT, in a 61-year-old 
female with invasive lobular carcinoma. Axial contrast-enhanced CT 
image shows multiple, ill-defined, tiny nodules in the peritoneum 
(arrow), which were highly suspicious for metastatic disease. This was 
confirmed on diagnostic laparoscopy and biopsy

Fig. 9 Metastatic retroperitoneal involvement in an 80-year-old female, who presented with symptoms of bowel obstruction. She had 
declined surgical treatment for Stage 2B ILC a year earlier and was on letrozole. a Axial contrast-enhanced CT image shows a stricture of the 
descending colon, with a tethered, tapered appearance at its medial aspect (white arrow). The upstream transverse colon (*) is dilated. Left-sided 
hydronephrosis is also seen (black arrowhead). b Coronal contrast-enhanced CT image shows tiny metastatic nodules and stranding in the left side 
of the retroperitoneum (white arrow). The transition points of the left hydronephrosis (white arrowhead) and descending colon (not pictured) are 
within this nodular area. c Colonoscopy confirms a stricture of the descending colon (white arrow). The mucosa appeared normal on colonoscopy, 
and this was initially thought to represent a benign stricture. Subsequent open laparotomy confirmed disseminated metastatic disease in the 
retroperitoneum

Fig. 10 Bilateral solid ovarian masses first detected on staging CT in 
a 54-year-old female with newly diagnosed ILC. Coronal T2-weighted 
MR image of the pelvis shows bilateral, solid, ovarian masses with 
heterogeneous low T2-weighted signal (arrowheads), suggestive of 
fibrous, desmoplastic components. There is an ovarian cyst adjacent 
to the right ovarian mass. The solid appearance of the masses and 
low T2-weighted signal favor Krukenberg tumors over primary 
ovarian malignancy. Metastatic ILC involvement was confirmed 
following hysterectomy and bilateral salpingo-oophorectomy
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Acknowledgements
We would like to thank Professor Joseph King-Tak Lee for his review and 
comments.

Authors’ contributions
PP and YT conceived the idea of the pictorial review. PP, YT, and YG con-
tributed the cases. YW, TP, and SO obtained data for the series. YW and PJ 
contributed significantly to the writing of the original draft of the manuscript. 
All authors have contributed to the editing of this manuscript and have read 
and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
This study was approved by the Domain Specific Review Board (National 
Healthcare Group), with waiver of consent.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Diagnostic Imaging, National University Hospital, Singapore, 
1E Kent Ridge Road, NUHS Tower Block Level 12, Singapore 119228, Singapore. 
2 Department of Pathology, National University of Singapore, National Univer-
sity Hospital, Kent Ridge Road, Singapore 119074, Singapore. 3 Department 
of Hematology-Oncology, National University Cancer Institute and Yong Loo 
Lin School of Medicine, National University of Singapore, 1E Kent Ridge Road, 
NUHS Tower Block Level 7, Singapore 119228, Singapore. 

Received: 2 August 2021   Accepted: 1 November 2021

References
 1. Sinn H-P, Kreipe H (2013) A brief overview of the WHO classification of 

breast tumors 4th edition focusing on issues and updates from the 3rd 
edition. Breast Care (Basel) 8:149–154. https:// doi. org/ 10. 1159/ 00035 0774

 2. Tan PH, Ellis I, Allison K et al (2020) The 2019 World Health Organization 
classification of tumours of the breast. Histopathology 77:181–185. 
https:// doi. org/ 10. 1111/ his. 14091

 3. Dixon JM, Anderson TJ, Page DL et al (1982) Infiltrating lobular carcinoma 
of the breast. Histopathology 6:149–161. https:// doi. org/ 10. 3233/ 
BD- 2009- 0281

 4. Li CI, Anderson BO, Daling JR, Moe RE (2003) Trends in incidence rates 
of invasive lobular and ductal breast carcinoma. J Am Med Assoc 
289:1421–1424. https:// doi. org/ 10. 1001/ jama. 289. 11. 1421

 5. Lamovec J, Bracko M (1991) Metastatic pattern of infiltrating lobular 
carcinoma of the breast: an autopsy study. J Surg Oncol 48:28–33. https:// 
doi. org/ 10. 1002/ jso. 29304 80106

 6. Harris M, Howell A, Chrissohou M et al (1984) A comparison of the 
metastatic pattern of infiltrating lobular carcinoma and infiltrating duct 

carcinoma of the breast. Br J Cancer 50:23–30. https:// doi. org/ 10. 1038/ 
bjc. 1984. 135

 7. Harake MDJ, Maxwell AJ, Sukumar SA (2001) Primary and metastatic 
lobular carcinoma of the breast. Clin Radiol 56:621–630. https:// doi. org/ 
10. 1053/ crad. 2001. 0766

 8. DiPiro PJ, Tirumani SH, Cruz GP et al (2019) Lobular breast cancer: pat-
terns of intraabdominal metastatic spread on imaging and prognostic 
significance. Abdom Radiol (NY) 44:362–369. https:// doi. org/ 10. 1007/ 
s00261- 018- 1722-x

 9. He H, Gonzalez A, Robinson E, Yang WT (2014) Distant metastatic disease 
manifestations in infiltrating lobular carcinoma of the breast. AJR Am J 
Roentgenol 202:1140–1148. https:// doi. org/ 10. 2214/ AJR. 13. 11156

 10. Inoue M, Nakagomi H, Nakada H et al (2017) Specific sites of metastases 
in invasive lobular carcinoma: a retrospective cohort study of meta-
static breast cancer. Breast Cancer 24:667–672. https:// doi. org/ 10. 1007/ 
s12282- 017- 0753-4

 11. Nazareno J, Taves D, Preiksaitis HG (2006) Metastatic breast cancer to the 
gastrointestinal tract: a case series and review of the literature. World J 
Gastroenterol 12:6219–6224. https:// doi. org/ 10. 3748/ wjg. v12. i38. 6219

 12. McLemore EC, Pockaj BA, Reynolds C et al (2005) Breast cancer: presenta-
tion and intervention in women with gastrointestinal metastasis and 
carcinomatosis. Ann Surg Oncol 12:886–894. https:// doi. org/ 10. 1245/ 
ASO. 2005. 03. 030

 13. Ferri LE, Onerheim R, Emond C (1999) Linitis plastica as the first indication 
of metastatic lobular carcinoma of the breast: case report and literature 
review. Can J Surg 42:466–469

 14. Yoder BJ, Wilkinson EJ, Massoll NA (2007) Molecular and morphologic dis-
tinctions between infiltrating ductal and lobular carcinoma of the breast. 
Breast J 13:172–179. https:// doi. org/ 10. 1111/j. 1524- 4741. 2007. 00393.x

 15. Buck A, Schirrmeister H, Kühn T et al (2002) FDG uptake in breast 
cancer: correlation with biological and clinical prognostic parameters. 
Eur J Nucl Med Mol Imaging 29:1317–1323. https:// doi. org/ 10. 1007/ 
s00259- 002- 0880-8

 16. Zhao H, Langerød A, Ji Y et al (2004) Different gene expression patterns 
in invasive lobular and ductal carcinomas of the breast. Mol Biol Cell 
15:2523–2536. https:// doi. org/ 10. 1091/ mbc. e03- 11- 0786

 17. McCart Reed AE, Kutasovic JR, Lakhani SR, Simpson PT (2015) Invasive 
lobular carcinoma of the breast: morphology, biomarkers and ’omics. 
Breast Cancer Res 17:12. https:// doi. org/ 10. 1186/ s13058- 015- 0519-x

 18. Varga Z, Mallon E (2008) Histology and immunophenotype of invasive 
lobular breast cancer. Daily practice and pitfalls. Breast Dis 30:15–19. 
https:// doi. org/ 10. 3233/ BD- 2009- 0278

 19. Miettinen M, McCue PA, Sarlomo-Rikala M et al (2014) GATA3: A multi-
specific but potentially useful marker in surgical pathology: A systematic 
analysis of 2500 epithelial and nonepithelial tumors. Am J Surg Pathol 
38:13–22. https:// doi. org/ 10. 1097/ PAS. 0b013 e3182 a0218f

 20. Siitonen SM, Kononen JT, Helin HJ et al (1996) Reduced E-cadherin 
expression is associated with invasiveness and unfavorable prognosis 
in breast cancer. Am J Clin Pathol 105:394–402. https:// doi. org/ 10. 1093/ 
ajcp/ 105.4. 394

 21. Lopez JK, Bassett LW (2009) Invasive lobular carcinoma of the breast: 
spectrum of mammographic, US, and MR imaging findings. Radiograph-
ics 29:165–176. https:// doi. org/ 10. 1148/ rg. 29108 5100

 22. Krecke KN, Gisvold JJ (1993) Invasive lobular carcinoma of the breast: 
mammographic findings and extent of disease at diagnosis in 184 
patients. AJR Am J Roentgenol 161:957–960. https:// doi. org/ 10. 2214/ ajr. 
161.5. 82736 34

 23. Mariscotti G, Durando M, Houssami N et al (2016) Digital breast tomos-
ynthesis as an adjunct to digital mammography for detecting and 
characterising invasive lobular cancers: a multi-reader study. Clin Radiol 
71:889–895. https:// doi. org/ 10. 1016/j. crad. 2016. 04. 004

 24. van Nijnatten TJ, Jochelson MS, Pinker K et al (2019) Differences in 
degree of lesion enhancement on CEM between ILC and IDC. BJR Open 
1:20180046. https:// doi. org/ 10. 1259/ bjro. 20180 046

 25. An YY, Kim SH, Cha ES et al (2011) Diffuse infiltrative lesion of the breast: 
clinical and radiologic features. Korean J Radiol 12:113–121. https:// doi. 
org/ 10. 3348/ kjr. 2011. 12.1. 113

 26. Avril N, Rosé CA, Schelling M et al (2000) Breast imaging with positron 
emission tomography and fluorine-18 fluorodeoxyglucose: use and 

https://doi.org/10.1159/000350774
https://doi.org/10.1111/his.14091
https://doi.org/10.3233/BD-2009-0281
https://doi.org/10.3233/BD-2009-0281
https://doi.org/10.1001/jama.289.11.1421
https://doi.org/10.1002/jso.2930480106
https://doi.org/10.1002/jso.2930480106
https://doi.org/10.1038/bjc.1984.135
https://doi.org/10.1038/bjc.1984.135
https://doi.org/10.1053/crad.2001.0766
https://doi.org/10.1053/crad.2001.0766
https://doi.org/10.1007/s00261-018-1722-x
https://doi.org/10.1007/s00261-018-1722-x
https://doi.org/10.2214/AJR.13.11156
https://doi.org/10.1007/s12282-017-0753-4
https://doi.org/10.1007/s12282-017-0753-4
https://doi.org/10.3748/wjg.v12.i38.6219
https://doi.org/10.1245/ASO.2005.03.030
https://doi.org/10.1245/ASO.2005.03.030
https://doi.org/10.1111/j.1524-4741.2007.00393.x
https://doi.org/10.1007/s00259-002-0880-8
https://doi.org/10.1007/s00259-002-0880-8
https://doi.org/10.1091/mbc.e03-11-0786
https://doi.org/10.1186/s13058-015-0519-x
https://doi.org/10.3233/BD-2009-0278
https://doi.org/10.1097/PAS.0b013e3182a0218f
https://doi.org/10.1093/ajcp/105.4.394
https://doi.org/10.1093/ajcp/105.4.394
https://doi.org/10.1148/rg.291085100
https://doi.org/10.2214/ajr.161.5.8273634
https://doi.org/10.2214/ajr.161.5.8273634
https://doi.org/10.1016/j.crad.2016.04.004
https://doi.org/10.1259/bjro.20180046
https://doi.org/10.3348/kjr.2011.12.1.113
https://doi.org/10.3348/kjr.2011.12.1.113


Page 11 of 11Wong et al. Insights into Imaging          (2021) 12:181  

limitations. J Clin Oncol 18:3495–3502. https:// doi. org/ 10. 1200/ JCO. 2000. 
18. 20. 3495

 27. Hogan MP, Goldman DA, Dashevsky B et al (2015) Comparison of 18F-
FDG PET/CT for systemic staging of newly diagnosed invasive lobular 
carcinoma versus invasive ductal carcinoma. J Nucl Med 56:1674–1680. 
https:// doi. org/ 10. 2967/ jnumed. 115. 161455

 28. Winn JS, Baker MG, Fanous IS et al (2016) Lobular breast cancer and 
abdominal metastases: a retrospective review and impact on survival. 
Oncology 91:135–142. https:// doi. org/ 10. 1159/ 00044 7264

 29. Winston CB, Hadar O, Teitcher JB et al (2000) Metastatic lobular carcinoma 
of the breast: patterns of spread in the chest, abdomen, and pelvis on 
CT. AJR Am J Roentgenol 175:795–800. https:// doi. org/ 10. 2214/ ajr. 175.3. 
17507 95

 30. Wallace G, Conologue TL, Murphy TJ (2003) Metastatic breast carcinoma 
mimicking macronodular cirrhosis. Mayo Clin Proc 78:1431. https:// doi. 
org/ 10. 4065/ 78. 11. 1431

 31. Ogata T, Kikawa Y, Ogata M et al (2018) Acute liver failure with diffuse liver 
metastasis from breast cancer, not detected by computed tomography: 2 
case reports. Case Rep Oncol 11:699–704. https:// doi. org/ 10. 1159/ 00049 
3848

 32. Sun X, Zuo K, Huang D et al (2017) Pancreatic metastasis from invasive 
pleomorphic lobular carcinoma of the breast: a rare case report. Diagn 
Pathol 12:52. https:// doi. org/ 10. 1186/ s13000- 017- 0641-4

 33. Molino C, Mocerino C, Braucci A et al (2014) Pancreatic solitary and 
synchronous metastasis from breast cancer: a case report and systematic 
review of controversies in diagnosis and treatment. World J Surg Oncol. 
https:// doi. org/ 10. 1186/ 1477- 7819- 12-2

 34. Bonapasta SA, Gregori M, Lanza R et al (2010) Metastasis to the pancreas 
from breast cancer: difficulties in diagnosis and controversies in treat-
ment. Breast Care 5:170–173. https:// doi. org/ 10. 1159/ 00031 4249

 35. Switzer N, Lim A, Du L et al (2015) Case series of 21 patients with extra-
hepatic metastatic lobular breast carcinoma to the gastrointestinal tract. 
Cancer Treat Commun 3:37–43. https:// doi. org/ 10. 1016/j. ctrc. 2014. 11. 006

 36. El-Hage A, Ruel C, Afif W et al (2016) Metastatic pattern of invasive lobular 
carcinoma of the breast—emphasis on gastric metastases. J Surg Oncol 
114:543–547. https:// doi. org/ 10. 1002/ jso. 24362

 37. Okido M, Seo M, Hamada Y et al (2011) Metastatic breast carcinoma simu-
lating linitis plastica of the colon: report of a case. Surg Today 41:542–545. 
https:// doi. org/ 10. 1007/ s00595- 009- 4305-1

 38. Rudralingam V, Dobson MJ, Pitt M et al (2003) MR imaging of linitis plas-
tica of the rectum. AJR Am J Roentgenol 181:428–430. https:// doi. org/ 10. 
2214/ ajr. 181.2. 18104 28

 39. Pectasides D, Psyrri A, Pliarchopoulou K et al (2009) Gastric metastases 
originating from breast cancer: report of 8 cases and review of the litera-
ture. Anticancer Res 29:4759–4763

 40. Yousef GM, Gabril MY, Al-Haddad S et al (2010) Invasive lobular carcinoma 
of the breast presenting as retroperitoneal fibrosis: a case report. J Med 
Case Rep 4:175. https:// doi. org/ 10. 1186/ 1752- 1947-4- 175

 41. Struewing JP, Hartge P, Wacholder S et al (1997) The risk of cancer associ-
ated with specific mutations of BRCA1 and BRCA2 among Ashkenazi 
Jews. N Engl J Med 336:1401–1408. https:// doi. org/ 10. 1056/ NEJM1 99705 
15336 2001

 42. Koyama T, Mikami Y, Saga T et al (2007) Secondary ovarian tumors: spec-
trum of CT and MR features with pathologic correlation. Abdom Imaging 
32:784–795. https:// doi. org/ 10. 1007/ s00261- 007- 9186-4

 43. Brown DL, Zou KH, Tempany CMC et al (2001) Primary versus secondary 
ovarian malignancy: imaging findings of adnexal masses in the radiology 
diagnostic oncology group study. Radiology 219:213–218. https:// doi. 
org/ 10. 1148/ radio logy. 219.1. r01ap 28213

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1200/JCO.2000.18.20.3495
https://doi.org/10.1200/JCO.2000.18.20.3495
https://doi.org/10.2967/jnumed.115.161455
https://doi.org/10.1159/000447264
https://doi.org/10.2214/ajr.175.3.1750795
https://doi.org/10.2214/ajr.175.3.1750795
https://doi.org/10.4065/78.11.1431
https://doi.org/10.4065/78.11.1431
https://doi.org/10.1159/000493848
https://doi.org/10.1159/000493848
https://doi.org/10.1186/s13000-017-0641-4
https://doi.org/10.1186/1477-7819-12-2
https://doi.org/10.1159/000314249
https://doi.org/10.1016/j.ctrc.2014.11.006
https://doi.org/10.1002/jso.24362
https://doi.org/10.1007/s00595-009-4305-1
https://doi.org/10.2214/ajr.181.2.1810428
https://doi.org/10.2214/ajr.181.2.1810428
https://doi.org/10.1186/1752-1947-4-175
https://doi.org/10.1056/NEJM199705153362001
https://doi.org/10.1056/NEJM199705153362001
https://doi.org/10.1007/s00261-007-9186-4
https://doi.org/10.1148/radiology.219.1.r01ap28213
https://doi.org/10.1148/radiology.219.1.r01ap28213

	Infiltrative pattern of metastatic invasive lobular breast carcinoma in the abdomen: a pictorial review
	Abstract 
	Key points
	Background
	Pathology of ILC
	Imaging of primary ILC of the breast
	Imaging of metastatic ILC in the abdomen
	Metastatic ILC in the liver
	Metastatic ILC in the pancreas
	Metastatic ILC in the gastrointestinal tract
	Metastatic ILC in the peritoneum and retroperitoneum

	Conclusion
	Acknowledgements
	References


