
ONCOLOGY LETTERS  9:  1373-1379,  2015

Abstract. Primary lung cancer is the fourth most frequently 
diagnosed cancer, but gastric metastasis from lung cancer is 
extremely rare. Little is known about its clinicopathological 
features, prognosis and optimal treatment strategy. The present 
study reports a case of primary lung cancer that metastasized 
to the stomach and to the best of our knowledge, is the first 
to identify discordance in epidermal growth factor receptor 
(EGFR) mutation status between the primary tumor and gastric 
metastasis. The study also systematically searched the Medline 
database for similar cases to provide a literature review. Data 
concerning the clinicopathological features, treatment strategies 
and outcomes were extracted and analyzed. In total, 22 eligible 
cases were identified from 16 studies. The average age at presen-
tation was 67.3 years and there was a male predominance of 
90.9%. Epigastric pain (45.5%) was the most common chief 
complaint, followed by melena (22.7%), nausea/vomiting (13.6%) 
and hematemesis (9.1%). Three patients were asymptomatic. 
Five patients sought the initial consultation for gastrointestinal 
symptoms. The median time between the primary lung cancer 
diagnosis and the confirmation of gastric metastasis was five 
months. Endoscopically, gastric lesions were described as 
polypoid masses or volcano‑like ulcers, mostly involving the 
gastric corpus, which were identified in 62.5% of the 16 cases in 
which information regarding the site of metastasis was available. 
Gastric metastases were reported from adenocarcinoma, squa-
mous cell carcinoma, small cell lung cancer and pleomorphic 

carcinoma of the lung. The median survival following compre-
hensive treatment strategies was four months, and the one‑year 
post‑metastasis survival rate was 35.3%. In conclusion, although 
primary lung cancer metastasis to the stomach is rare, clini-
cians should be aware of the possibility of its occurrence. 
Comprehensive and personalized treatment may be beneficial 
to patients. EGFR tyrosine‑kinase inhibitor therapy may be the 
treatment of choice for non‑small cell lung carcinoma patients 
harboring an activating EGFR mutation in the metastatic lesion.

Introduction

Based on the GLOBOCAN 2008 estimates (1), primary lung 
cancer accounts for 17% of newly diagnosed cancer cases and 
23% of total cancer‑related mortalities, and the lung is also the 
leading global cancer site in males. In females, lung cancer is 
the fourth most frequently diagnosed cancer and the second 
most common cause of cancer‑related mortality worldwide. 
At the time of diagnosis, approximately half of patients have 
metastatic disease, with the reported post-diagnosis survival 
rates being 20% at one year and 1% at five years (2,3). The 
common metastatic sites of primary lung cancer are the liver, 
bones, adrenal glands and central nervous system, while 
gastrointestinal metastasis rarely occurs. Gastric metastasis is 
uncommon, and autopsy results have reported the incidence 
to range between 0.2 and 1.7% in different studies (4,5). Only 
sporadic cases of gastric metastasis have been published in past 
decades. At present, little is known about its clinicopathological 
features and prognosis, and gastric metastasis remains a chal-
lenging clinical problem.

The present study reports a case of primary lung cancer 
metastasizing to the stomach and provides a systematic review 
of the previously reported cases to study the clinicopathological 
features and outcome of this rare entity. Written informed 
consent was obtained from the patient.

Case report

Patient characteristics and case presentation. On a routine 
heath check‑up in July  2012, a raised carcinoembryonic 
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antigen (CEA) value of 183.2 ng/ml (normal value, 0-5 ng/ml; 
Fig. 1) was found in an asymptomatic, 61‑year‑old female 
who was a non‑smoker and a non‑drinker. A prominent 
submucosal lesion, ~0.7x0.8 cm in size, was detected in the 
fundus of the stomach through gastroscopic examination. 
An abnormal chest X‑ray shadow in the right lower lobe was 
later detected (Fig. 2A). A computed tomography (CT) scan 
of the chest and abdomen revealed an irregular mass without 
any abdominal abnormality (Fig. 2B). A right lower lobec-
tomy, with complete mediastinal lymph node dissection was 
performed. Pathological examination of the surgical specimen 
revealed a poorly‑differentiated, stage IB (T2aN0M0), adeno-
carcinoma (Fig. 3A). Immunohistochemically, the tumor cells 
were positive for thyroid transcription factor  (TTF)‑1 and 
cytokeratin (CK)‑7 (Fig. 3B and C).

Four months later, during follow‑up, the patient complained 
of epigastric discomfort without dysphagia or melena. 
Laboratory examinations indicated a raised CEA level of 
124.2 ng/ml. The positron emission tomography (PET)‑CT 
scan revealed a thickening of the cardia wall, with increased 
fluorodeoxyglucose activity (maximum standardized uptake 
value,  19.4) that was consistent with malignancy. Further 
gastroscopy revealed a mass with a deep ulcer (Fig. 2C and D); 
endoscopic ultrasonography (EUS) was not performed due to 
fear of perforation. The biopsy confirmed the mass to be a 
poorly‑differentiated adenocarcinoma. The patient underwent 
a partial gastrectomy, and the histology of the excised tissue 
was found to be the same as that from the biopsy (Fig. 3D). 
The diagnosis of gastric metastasis from primary lung cancer 
was confirmed immunohistochemically by positive staining 
for TTF‑1 and CK‑7 (Fig. 3E and F), and negative staining for 
CDX2 and Villin. The EGFR gene of the gastric metastasis 
harbored a 19th exon mutation, identified by the Amplified 
Refractory Mutation System method, which detects single base 
pair mutations in a background of wild‑type DNA (6), while 
the primary lung tumor showed a wild‑type EGFR sequence. 
Erlotinib treatment (150 mg, once a day) was commenced in 
April 2013. The CEA level decreased to 5.9 ng/ml in July 2013, 
and the patient was alive and ambulatory at the time of writing 
this study.

Systematic review. A systematic review of the cases reported 
in the literature was conducted to examine the nature of gastric 
metastasis from primary lung cancer. The Medline database 
was searched for literature published between  1966  and 
31 December, 2012. The search strategy was ('lung cancer' OR 
'lung neoplasms' [MeSH Terms]) AND ('stomach' OR 'gastric' 
[All Fields]) AND ('metastasis' [All Fields]), filtering for case 
reports that were in English and focused on humans. All 
potentially eligible studies were retrieved and their references 
were carefully scanned to identify other eligible studies.

The systematic review included studies that fulfilled all 
of the following criteria: i) A focus on gastric metastasis 
from primary lung cancer; ii) a diagnosis verified by patho-
logical examination; and iii) a previously unreported patient 
group. Criteria for excluding articles for further review 
were: i) Gastrointestinal metastasis without involvement of 
the stomach; ii) provision of insufficient clinicopathological 
data, such as the complaint and pathological type; and 
iii) autopsy studies.

A total of 222 articles were retrieved by a literature search 
of the Medline database, using the aforementioned search 
strategy. As indicated in the search flow diagram (Fig. 4), a 
total of 16 studies were finally included. These studies were 
comprised of the case reports of 22 patients. Table I summa-
rizes the patients, the tumor characteristics, the therapies 
implemented and the survival times recorded.

As detailed in Table I, it was determined that the average 
age at presentation was 67.3 years (range, 46‑82 years). There 
were 20  males (90.9%) and two  females (9.1%). Overall, 
11 patients (50%) were cigarette smokers, one (4.5%) had never 
smoked and the smoking status of 10 patients (45.5%) was not 
reported.

The presenting symptoms were mainly abdominal in 
nature (18 patients, 81.8%), including epigastric pain, melena, 
hematemesis and vomiting. Some patients also presented 
with fever, anorexia, anemia or substernal pain. There were 
10  patients whose primary cancer and gastric metastases 
were confirmed during the same series of work-up. For the 11 
patients with gastric metastases confirmed after lung cancer, 
the median time span between the diagnosis of lung cancer 
and the detection gastric metastasis was 5 months. It is note-
worthy that one patient had gastric ulcer detected 14 weeks 
before lung cancer was detected. 

Endoscopically, two main types of gastric lesions were 
described: The nodular or fungating mass and the volcano‑like 
or umbilicated ulcer with raised margins, a number of them 
hemorrhagic. The body of the stomach was the most common 
site of metastasis in 62.5% of the 16 patients in which informa-
tion regarding the site of metastasis was available.

Gastric metastases were mostly from primary lung adeno-
carcinoma (40.9%) followed by squamous‑cell carcinoma 
(36.4%), small cell lung cancer (13.6%) and pleomorphic 
carcinoma (9.1%).

Nine patients (40.9%) developed gastric metastasis as a 
single‑site metastasis at the time of diagnosis and had no other 
clinically detectable metastatic lesion, whereas 10 patients 
(45.5%) also demonstrated other common metastatic sites of 
lung cancer, including the bones, brain and liver. Common 
treatment regimens for gastric metastases include surgery, 

Figure 1. Alteration of CEA level and treatment at different time-points. 
The patient first presented with a raised CEA level. The CEA level gradu-
ally decreased to 5.9 ng/ml (normal value, 0‑5 ng/ml) following 3 months of 
erlotinib treatment. CEA, carcinoembryonic antigen.
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chemotherapy or chemoradiotherapy, and supportive care. Six 
of the nine patients with single gastric metastasis received 
surgical treatment, ranging from a total, subtotal or partial 

gastrectomy to excision of the ulcer margin. The median 
survival of the 17 patients whose outcomes were available was 
four months, and the one‑year post‑metastasis survival rate 

Figure 2. (A) Chest X‑ray revealing an abnormal mass shadow in the right lower lobe. (B) Computed tomography scan of the chest demonstrating an irregular 
mass measuring 39x48 mm in size, with a scallop‑shaped contour and focal enhancement. (C and D) Gastroscopy images revealing a mass , ~4x4 cm in size, 
in the fundus of the stomach, invading the cardia, with a deep ulcer in the center.

Figure 3. (A) Cancer tissue revealing the atypical nest and mesh shape of the cell arrangement (stain, hematoxylin and eosin; magnification, x100). The positive 
immunohistochemical staining for (B) TTF‑1 and (C) CK‑7 indicates that the cancer originated from the lung. (D) HE staining of the gastric mass tissues 
(magnification, x100). The cancer tissue exhibits similar HE morphology to lung adenocarcinoma, and there are clear boundaries between the cancer tissue 
and the normal gastric gland. Positive immunohistochemical staining for (E) TTF‑1 and (F) CK‑7 which is the same result as found in lung adenocarcinoma. 
TTF‑1, thyroid transcription factor‑1; CK, cytokeratin; HE, hematoxylin and eosin.



HUANG et al:  GASTRIC METASTASES FROM LUNG CANCER1376
Ta

bl
e 

I. 
C

lin
ic

op
at

ho
lo

gi
ca

l f
ea

tu
re

s a
nd

 o
ut

co
m

e 
of

 th
e 

22
 c

as
es

.

	
Fi

rs
t a

ut
ho

r, 
		


A

ge
,			




Ti
m

e 
sp

an
,		


G

as
tri

c		


Pr
im

ar
y		


Su

rv
iv

al
,

Pa
tie

nt
	

ye
ar

 (r
ef

.)	
G

en
de

r	
ye

ar
s	

Sm
ok

in
g	

M
ai

n 
C

om
pl

ai
nt

	
m

on
th

s	
En

do
sc

op
ic

 fe
at

ur
es

	
m

et
as

ta
tic

 si
te

	
H

is
to

lo
gy

	
lu

ng
 si

te
	

Tr
ea

tm
en

t	
m

on
th

s

 1
	

Si
le

ri,
 2

01
2 

(6
)	

M
al

e	
68

	
Y

	
Ep

ig
as

tri
c 

pa
in

 w
ith

	
48

.0
	

N
eo

pl
as

m
, o

rig
in

at
in

g	
Py

lo
ru

s	
A

C
	

R
U

L	
Su

bt
ot

al
	

>1
5

					






na

us
ea

 a
nd

 a
no

re
xi

a		


fr
om

 m
us

cu
la

r l
ay

er
				





ga

st
re

ct
om

y

 2
	

Le
e,

 2
01

0 
(7

)	
M

al
e	

77
	

N
R

	
N

on
e	 

0
.0

	
U

lc
er

 w
ith

	
Py

lo
ru

s	
A

C
	

R
U

L	
Lo

be
ct

om
y 

+ 
	

N
R

							









ra

is
ed

 m
ar

gi
n				





su

bt
ot

al
 g

as
tre

ct
om

y

 3
	

O
zd

ile
kc

an
, 2

01
0 

(8
)	

M
al

e	
46

	
Y

	
D

is
ph

ag
ia

 a
nd

	 
0

.5
	

G
ia

nt
 u

lc
er

	
B

od
y	

SC
C

	
R

U
L	

C
RT

	 
1

.0
0

					






ep

ig
as

tri
c 

pa
in

 4
	

O
ka

za
ki

, 2
01

0 
(1

5)
	

M
al

e	
68

	
Y

	
Ep

ig
as

tri
c 

pa
in

	 
0

.0
	

Er
os

iv
e 

tu
m

or
	

B
od

y	
A

C
	

R
LL

	
C

T	
12

.0
0

 5
	

K
an

th
an

 e
t a

l, 
	

M
al

e	
75

	
N

	
Ep

ig
as

tri
c 

an
d 

rig
ht

	 
0

.0
	

Po
ly

ps
	

N
R

	
A

C
	

R
ig

ht
	

N
R

	
N

R
	

20
09

 (1
9)

				





up
pe

r q
ua

dr
an

t p
ai

n

 6
	

A
ok

ag
e 

et
 a

l, 
	

M
al

e	
69

	
N

R
	

G
en

er
al

 fa
tig

ue
	 

5
.0

	
H

em
or

rh
ag

ic
	

B
od

y	
Pl

eo
m

or
ph

ic
	

R
U

L	
D

is
ta

l	
60

.0
0

	
20

08
 (2

1)
				





an

d 
an

em
ia

		


tu
m

or
		


ca

rc
in

om
a		


ga

st
re

ct
om

y

 7
		


M

al
e	

62
	

N
R

	
N

on
e	 

0
.0

	
N

R
	

Fu
nd

us
	

Pl
eo

m
or

ph
ic

	
LU

L	
Pa

rti
al

 g
as

tre
ct

om
y	

48
.0

0
											
















an
d 

sp
le

ne
ct

om
y

 8
	

W
u 

et
 a

l (
20

)	
M

al
e	

73
	

N
R

	
M

el
en

a	 
1

08
.0

	
N

R
	

C
ar

di
a	

SC
C

	
N

R
	

C
on

se
rv

at
io

n	 
1

.0
0

 9
		


M

al
e	

82
	

N
R

	
M

el
en

a	 
5

.0
	

N
R

	
Py

lo
ru

s	
A

C
	

N
R

	
C

on
se

rv
at

io
n	 

1
.0

0
10

		


M
al

e	
70

	
N

R
	

Ep
ig

as
tri

c 
pa

in
	 

5
.0

	
N

R
	

B
od

y	
A

C
	

N
R

	
C

on
se

rv
at

io
n	

10
.0

11
	

Ya
ng

 e
t a

l, 
20

06
 (2

)	
M

al
e	

71
	

Y
	

M
el

en
a	 

0
.0

	
N

R
	

N
R

	
SC

C
	

LU
L		 


4

.5
0

12
		


M

al
e	

65
	

Y
	

M
el

en
a	 

0
.0

	
N

R
	

N
R

	
SC

C
	

R
M

L		 


3
.0

0
13

		


M
al

e	
62

	
Y

	
M

el
en

a	 
1

.7
	

N
R

	
N

R
	

A
C

	
R

U
L		


12

.4
0

14
	

C
as

el
la

 e
t a

l, 
20

06
 (1

6)
	

M
al

e	
63

	
Y

	
Fe

ve
r a

nd
	 

0
.0

	
A

 ra
is

ed
 a

re
a	

Py
lo

ru
s	

Sm
al

l c
el

l	
LU

L	
Su

pp
or

tiv
e 

ca
re

	 
1

.0
0

					






ep

ig
as

tri
c 

pa
in

		


de
pr

es
se

d 
on

 th
e 

tip
		


ca

nc
er

15
	

A
lti

nt
as

, 2
00

6 
(9

)	
M

al
e	

55
	

N
R

	
H

em
at

em
es

is
	

11
.0

	
Tw

o 
vo

lc
an

o‑
lik

e	
B

od
y	

A
C

	
N

R
	

C
RT

	 
0

.7
5

				





an
d 

m
el

en
a		


le

si
on

s	

16
	

A
lp

ar
, 2

00
6 

(1
0)

	
M

al
e	

66
	

Y
	

Ep
ig

as
tri

c 
pa

in
	 

3
.0

	
Er

os
iv

e 
an

d 
at

ro
ph

ic
	

N
R

	
SC

C
	

N
R

	
N

on
e	 

2
.0

0
					







an
d 

vo
m

iti
ng

		


pa
ng

as
tri

tis
		



17
	

H
am

at
ak

e,
 2

00
1 

(1
1)

	
M

al
e	

65
	

Y
	

A
cu

te
 h

em
at

em
es

is
	 

3
.0

	
B

le
ed

in
g 

ga
st

ric
 u

lc
er

	
B

od
y	

SC
C

	
LL

L	
To

ta
l g

as
tre

ct
om

y	 
4

.0
0

		


18
	

K
im

 e
t a

l, 
19

93
 (1

7)
	

M
al

e	
66

	
N

R
	

Ep
ig

as
tri

c 
pa

in
	 

0
.0

	
M

ul
tip

le
 su

bm
uc

os
al

	
B

od
y 

an
d	

Sm
al

l c
el

l	
LU

L	
N

R
	

N
R

					






an

d 
w

ea
kn

es
s		


le

si
on

 w
ith

 u
m

bi
lic

at
io

ns
	

fu
nd

us
	

ca
nc

er
19

		


M
al

e	
68

	
Y

	
N

on
e	 

0
.0

	
Fu

ng
at

in
g 

m
as

s	
B

od
y	

SC
C

	
LU

L	
N

R
	

N
R

20
	

Fu
ku

da
 e

t a
l, 

	
Fe

m
al

e	
79

	
N

R
	

Ep
ig

as
tri

c 
pa

in
	 

0
.0

	
Su

bm
uc

os
al

 tu
m

or
 w

ith
	

Fu
nd

us
	

A
C

	
R

LL
	

N
R

	
12

.0
0

	
19

92
 (1

2)
						








ce

nt
ra

l u
lc

er
at

io
n

21
	

M
ae

da
 e

t a
l, 

19
92

 (1
4)

	
Fe

m
al

e	
60

	
N

R
	

N
au

se
a 

an
d	 

3
.0

	
M

ul
tip

le
 su

bm
uc

os
al

	
N

R
	

Sm
al

l c
el

l	
R

LL
	

C
on

se
rv

at
io

n	
N

R
					







vo
m

iti
ng

		


tu
m

or
s		


ca

nc
er

22
	

Fl
et

ch
er

, 1
98

0 
(1

8)
	

M
al

e	
70

	
Y

	
Ep

ig
as

tri
c 

an
d	 

3
.5

	
R

ai
se

d 
m

uc
os

a	
B

od
y	

SC
C

	
LL

L	
U

lc
er

 e
xc

is
io

n 
an

d	 
2

.0
0

					






su

bs
te

rn
al

 p
ai

n	
pr

io
r	

w
ith

 u
lc

er
at

io
n				





tru

nc
al

 v
ag

ot
om

y

Ti
m

e 
sp

an
, t

he
 ti

m
e 

el
ap

se
d 

be
tw

ee
n 

th
e 

di
ag

no
se

s 
of

 p
rim

ar
y 

lu
ng

 c
an

ce
r a

nd
 g

as
tri

c 
m

et
as

ta
si

s;
 A

C
, a

de
no

ca
rc

in
om

a;
 S

C
C

, s
qu

am
ou

s 
ce

ll 
ca

rc
in

om
a;

 C
RT

, c
he

m
or

ad
io

th
er

ap
y;

 L
LL

, l
ef

t l
ow

er
 lo

be
; L

U
L,

 le
ft 

up
pe

r l
ob

e;
 

R
U

L,
 ri

gh
t u

pp
er

 lo
be

; R
M

L,
 ri

gh
t m

id
dl

e 
lo

be
; R

LL
, r

ig
ht

 lo
w

er
 lo

be
; N

R
, n

ot
 re

po
rte

d;
 Y

, y
es

; N
, n

o.
 



ONCOLOGY LETTERS  9:  1373-1379,  2015 1377

was 35.3%. Three of the five patients who were treated surgi-
cally for solitary gastric metastasis survived for more than one 
year following confirmation of the metastasis (Fig. 5).

Discussion

The identification of gastric metastasis from lung cancer 
in a female patient who had never smoked was rare and 
incidental in the present study. There is a high rate of discrep-
ancy between the clinical and autopsy diagnoses of gastric 
metastasis from primary lung cancer, as the majority of the 
cases are detected during autopsy (20). Therefore, it may be 
estimated that a high number of gastric metastases remain 
asymptomatic and clinically undetectable.

Among the symptomatic cases in the present literature 
review, epigastric pain was the most common chief complaint, 
followed by upper gastrointestinal bleeding (melena and 

hematemesis), nausea/vomiting and general weakness or 
fatigue. Gastric perforation due to metastasis was rare. 
These symptoms are not specific and are usually regarded as 
side‑effects of chemotherapy or as symptoms of the involve-
ment of the central nervous system. This fact makes gastric 
metastasis occasionally difficult to confirm (14). With the 
rapid development of comprehensive treatment and supportive 
care for lung cancer, and the subsequent survival benefit, an 
increasing number of rare types of metastatic disease from 
primary lung cancer are likely to be encountered (2), and clini-
cians therefore ought to be aware of the possibility of their 
occurrence. Patients with unspecific gastrointestinal symp-
toms following chemotherapy or during the follow‑up should 
be carefully monitored, and gastroscopy should be performed 
when necessary.

Detection of a gastric abnormality is usually incidental 
during the follow‑up or the staging procedures of primary lung 
cancer, and occasionally, detection could be even earlier than 
that for lung cancer. Taking the present case and five other cases 
(15‑19) as examples, the primary lung lesions were recorded as 
being found on chest X‑ray following referral to hospital for a 
gastric abnormality. There is a risk of misdiagnosis associated 
with gastric metastases, since they can manifest prior to the 
identification of the primary malignancy and may be misdiag-
nosed as primary gastric cancer, so that consequently, the true 
primary malignancy is not recognized (19).

Numerous gastric tumors consist of mucosal and submu-
cosal elements. Metastatic lesions in certain patients can invade 
the submucosa or muscular layer, rather than the mucosa (6). 
Besides the clinical manifestations, the morphology of gastric 
metastasis observed on gastroscopy could mimic that of other 
gastric tumors. There are no typical appearances that define 
metastatic disease. Therefore, EUS should be considered to be 
a powerful diagnostic tool in gastric lesions, as it can deter-
mine the depth of invasion of the gastric wall (22).

A nodular or fungating mass and a volcano‑like or umbil-
icated ulcer are the two types of endoscopic appearance of a 
gastric metastatic malignancy. The lesion in the current case 

Figure 4. Flow diagram demonstrating the selection strategy used for the systematic review.

Figure 5. Survival of patients with gastric metastases. Patients receiving 
surgical treatment tended to survive longer.
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presented as a submucosal nodule on the first gastroscopy, 
which evolved to form a deep ulcer six months later upon 
reexamination by gastroscopy. This phenomenon suggests 
that gastric metastases may exhibit different appearances in 
connection with the stage of the disease. In early stages, they 
could appear as nodules. Following considerable growth, the 
metastases invade the mucosa and ulceration develops. These 
lesions have previously been reported to be usually located 
on the fundus (25), while results from the present study and 
a study by Wu et al (20) have suggested that the body of the 
stomach is the most common site of metastasis.

In the present literature review, when gastric metastasis 
was diagnosed, the metastasis was associated with other 
organs in more than half of the lung cancer patients. The 
prognosis of patients with gastric metastasis following 
complete non‑small cell lung carcinoma (NSCLC) resection 
is generally poor and only approximately one in three patients 
survive longer than one year. The one‑year post‑metastasis 
survival rate in the present literature review was close to that 
of patients with extrathoracic recurrence following complete 
NSCLC resection, with a reported one‑year post recurrence 
survival rate of 26% (24).

Comprehensive and personalized treatment should be 
the treatment strategy for gastric metastases from primary 
lung cancer. Systematic chemotherapy with or without radio-
therapy would be the first option for selected patients, and 
molecular targeted therapy may also be a reasonable choice 
if the patient was found to possess an EGFR mutation or to 
be EML4‑ALK-positive. Patients with a poor performance 
status should be provided with supportive treatment to 
improve the quality of life.

Generally, a distant metastatic lesion that has originated 
from lung cancer is a contraindication for surgical therapy. 
However, resection of a solitary metastatic lesion in the brain 
or adrenal gland is becoming the standard of care that has 
exhibited a survival benefit. In NSCLC patients with a single 
metastasis other than metastasis in the brain or adrenal gland, 
Salah  et  al  (25) found that metastasectomy significantly 
prolonged the five‑year overall survival rate. Additionally, a 
previous study reported long‑term survival following resection 
of solitary gastric metastases. Aokage et al (21) observed two 
patients with solitary gastric metastases from pulmonary pleo-
morphic carcinoma who survived for four years and five years 
after surgery, respectively. According to the present review 
data, patients receiving surgical treatment for solitary gastric 
metastases tended to survive longer than others. Since litera-
ture data on the surgical treatment of single metastasis is scant, 
and more cases are necessary to evaluate the effectiveness of 
the surgical treatment for gastric metastasis from lung cancer. 
In addition, surgical intervention is usually indicated when 
gastric metastasis leads to continuous bleeding or perforation.

Locally advanced (stage  III) or metastatic NSCLC 
patients with activating mutations in the EGFR gene have 
exhibited a dramatic response to EGFR tyrosine kinase 
inhibitors (EGFR‑TKI), such as gefitinib and erlotinib, since 
these activating mutations, including exon 19 deletions and 
the L858R point mutation in exon  21,  are recognized as 
markers of EGFR‑TKI therapy sensitivity in NSCLC (26). 
Activating EGFR mutations predominate in never‑smokers, 
females and tumors with adenocarcinoma histology (27). For 

the present patient, an EGFR gene mutation in exon 19 was 
detected in the gastric metastasis, and therefore, erlotinib was 
administered. The primary lung adenocarcinoma, however, 
harbored a wild‑type EGFR sequence. This mismatch is not 
novel; previous studies have revealed discordances in EGFR 
status between the primary tumor and the corresponding 
metastases in approximately one‑third of cases (28‑30). 
Han et al also proved that a significant portion of lung adeno-
carcinoma exhibits discordances in EGFR mutation between 
primary tumors and the corresponding metastases  (31). 
Gow et al (28) indicated that, in the majority of discordant 
cases, the primary tumor possessed wild‑type EGFR while 
the corresponding metastasis possessed the EGFR mutation. 
This suggests that the molecular properties of EGFR are not 
stable and are likely to change during the process of lung 
cancer metastasis (29,32). However, the prognostic role of 
EGFR in metastatic gastric cancer has yet to be established. 
To the best of our knowledge, identification of the EGFR 
gene mutation in the gastric metastasis of a primary lung 
cancer patient with wild‑type EGFR has not been reported to 
date. The gradually decreasing CEA level following erlotinib 
administration indicates that erlotinib is beneficial for this 
type of patient.

In selecting lung cancer patients with solitary gastric 
metastasis for specific targeted therapies by EGFR analysis, 
special attention should be given to the metastatic lesions 
rather than their corresponding primary tumors. EGFR‑TKI 
therapy may be a reasonable treatment for NSCLC patients 
harboring an activating EGFR mutation in the metastatic 
lesion.

Primary lung cancer metastasizing to the stomach is rare, 
however, clinicians should be aware of the possibility of its 
occurrence. Comprehensive and personalized treatment may 
be beneficial to such affected patients. EGFR TKI therapy 
may be the treatment of choice for NSCLC patients harboring 
an activating EGFR mutation in the metastatic lesion.
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