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CASE REPORT

Concurrent manifestations of Horner’s 
syndrome and esophageal metastasis of breast 
cancer: case report of a young woman 
after a period of non-adherence to treatment: 
a case report
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Abstract 

Background: Esophageal involvement and Horner’s syndrome are rare manifestations of breast cancer distant 
metastases that can pose a significant challenge in diagnosis and treatment. In addition to the more aggressive 
behavior of breast cancer diagnosed in young women, non-adherence to treatment is associated with increased risk 
of distant metastasis.

Case presentation: A 36-year-old Javanese woman presented to our institution with dysphagia, hoarseness, and 
frequent hiccups. In the 6 weeks prior to the current admission, the patient also reported tingling in the neck and 
shoulder, anhidrosis in the left hemifacial region, and drooping of the upper left eyelid. She was previously managed 
as tuberculoid laryngitis. Plain X-rays showed burst fractures of the cervical vertebrae and slight pleural effusion. 
Laryngoscopy revealed bowing of the vocal cords and liquid residue in the vallecula that was reduced upon chin tuck. 
Esophageal metastasis was confirmed with endoscopy showing thickening of the wall and positive cytology swab 
with ductal malignant cells. The patient had a history of breast cancer with a period of loss to follow-up of 4 years.

Conclusions: Physicians should consider potential distant metastasis of breast cancer to the esophagus and sympa-
thetic nervous system of the neck particularly in a high-risk woman with presentation of dysphagia and manifesta-
tions of Horner’s syndrome.
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Background
Approximately 30% of patients with breast cancer 
will eventually develop distant metastasis including 
those who are diagnosed in early stages [1]. Patterns 

of locoregional recurrence and distant metastasis in 
patients with breast cancer vary depending on the tumor 
size, lymph node infiltration, histological subtype, dif-
ferentiation grades, status of resection margin, immune 
response, lymphovascular invasion, and intrinsic molec-
ular subtypes [2]. Also, social determinants causing 
non-adherence in breast cancer treatment have been 
associated with a higher risk of distant spread and poor 
functional well-being [3].
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The primary sites of breast cancer recurrence are 
locoregional which include the contralateral breast, 
lymph nodes, bones, viscera, lungs, liver, and brain [2]. 
Distant metastasis of breast cancer to the esophagus is 
very uncommon, accounting for less than 0.5% [4]. In 
addition, the manifestations of Horner’s syndrome due to 
disruption of sympathetic nerves in the neck in patients 
with breast cancer are rarely suspected in most clinics 
[5]. The infrequent presentation leads to a diagnostic 
challenge and is often associated with delayed manage-
ment affecting the patient’s overall survival and quality of 
life. We report dual presentations of esophageal infiltra-
tion and Horner’s syndrome as clinical manifestations of 
breast cancer metastases that have not been previously 
reported.

Case report
A 36-year-old Javanese woman presented to our institu-
tion with hoarseness, frequent hiccups, and difficulty 
in swallowing. She complained of tingling in the neck 
and shoulder, anhidrosis in the left side of the head, and 
drooping of the upper left eyelid for the past 6 weeks. The 
patient had been diagnosed with tuberculosis laryngi-
tis 6 months before the current visit according to posi-
tive interferon-gamma release assay (IGRA), although 

with negative sputum tests and negative biopsy. She 
had received a combination of tuberculosis drugs for 6 
months. The patient had a previous history of invasive 
ductal carcinoma of the left breast 4 years before the cur-
rent admission.

The diagnosis of breast cancer was confirmed at the 
age of 32 years after a 3-year period of delayed diagno-
sis because of the patient’s preference to receive tradi-
tional (alternative) medicine. At the time of diagnosis, 
the patient was an unmarried woman but she planned 
to have a family soon after breast cancer therapy. After a 
definitive diagnosis of breast cancer was established, the 
patient had a nipple and skin-sparing mastectomy with 
immediate reconstruction using a breast implant. Patho-
logical evaluation of the specimen from the mastectomy 
revealed an invasive ductal carcinoma (Fig. 1) with nega-
tive expression of estrogen receptors (ER) and proges-
terone receptors (PR) and positive expression of HER2 
receptors. The primary specimen measured 3 × 5.5 × 3 
cm (pT3), with negative axillary lymph node (pN0) and 
without distant metastasis (M0). The tumor was poorly 
differentiated according to the Nottingham modified 
Scarff–Bloom–Richardson (SBR) classification. However, 
the patient had not continued further medical treatment 
for the breast cancer until the most recent presentation 

Fig. 1 Infiltrative ductal carcinoma with some inflammatory cells in the stroma, which was diagnosed in a 36-year-old woman, showing some 
characteristics of aggressive behavior. a, b Tumor nests arranged in solid fashion, indicating poor differentiation (according to Nottingham 
modified Scarff–Bloom–Richardson classification) and infiltrating surrounding fibrous tissue (×10). c, d (×40) Tumor cells are large, with vacuolated 
cytoplasm. Nuclei are round to oval, and some with prominent nucleoli
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of hoarseness and difficulty in swallowing (43 months 
after the initial diagnosis). The hoarseness was previously 
suspected to be due to tuberculoid laryngitis according 
to IGRA, although with negative acid-fast bacilli sputum 
tests and negative biopsy. The dysphagia was managed 
with nasogastric tube insertion. Anti-tuberculosis treat-
ment for the past 6 months did not improve the patient’s 
complaints of hoarseness and dysphagia. In addition, 
she complained of left-side facial anhidrosis, left ptosis, 
and myosis of the left eye, and accordingly a diagnosis 
of Horner’s syndrome was established. Laryngoscopy 
revealed bowing of the vocal cords, a residue of liquid 
and thick liquid in the epiglottic vallecula, with a slight 
improvement of food residue after chin tuck (Fig. 2). In 
addition, the patient complained of tingling in the neck 
accompanied by a recurrent pain in the face. Cervical 
X-ray of the neck revealed a burst fracture of the sixth 
cervical vertebra (Fig. 3). Chest X-ray indicated the dis-
ease was spreading into the left pleura and lung, which 
was confirmed by computed tomography (CT) scan 
(Fig.  4). In addition, neck CT scan showed an intralu-
minal esophageal mass at the level of the sixth cervical 
to the first thoracic vertebrae (Fig.  5) and lytic destruc-
tion of the manubrium of the sternum, sixth and seventh 
cervical vertebrae, and first to third thoracic vertebrae 
(Fig.  6). Endoscopy confirmed the thickening of the 
esophageal wall, and cytology swab showed ductal malig-
nant cells suggesting distant metastasis of breast cancer 
into the intraluminal esophagus. A gastrostomy tube was 
inserted to maintain caloric and nutrition intake. The 
patient was then treated with capecitabine 1250 mg/m2 
twice daily for 14 days, with 6 mg of trastuzumab and 4 
mg of zoledronic acid in a 3-week cycle for eight cycles. 
After the treatment, the patient showed improvements in 
ingestion and swallowing and was able to drink and take 
soft food, although the signs of Horner’s syndrome did 
not improve.

Discussion
Breast cancer is ranked the most frequent cancer among 
women worldwide [6]. Breast cancer-associated mortal-
ity has gradually declined during the past 25 years due to 
improvements in surgery and adjuvant oncologic treat-
ment as well as early detection and screening [7]. How-
ever, breast cancer mortality rates are higher in low- and 
middle-income countries (LMICs) [7], including Indone-
sia. Late presentations with more advanced cases due to 
delayed diagnosis and lower adherence to treatment are 
associated with a higher risk of locoregional and distant 
spread [8]. Distant metastasis of breast cancer is com-
monly found in the bones, liver, lungs, and brain, whereas 
neck and esophageal metastasis is very rare (accounting 
for only around 0.5%) [4]. Lobular cancer is a histological 

type of breast cancer that frequently metastasizes into 
the gastrointestinal system, particularly to the stom-
ach and colon [4, 9]. We report a rare case of metastatic 
ductal carcinoma of the breast in a young woman with 
Horner’s syndrome and infiltration to the esophagus.

Esophageal metastasis from breast cancer has been 
reported in around 39 cases, mostly in postmenopausal 
women who were detected in a latent interval of more 
than 7 years after the initial diagnosis, as summarized 
by Miyake et al. [4]. Rampado et al. reported 25 cases of 
“breast-esophagus syndrome” in patients with a median 
age of 58 years who presented with esophageal symptoms 
after a median follow-up of 10 years [10]. No report has 
previously described esophageal metastasis in a young 
woman under 40 years of age with accompanying signs 
of Horner’s syndrome. The predilection for esophageal 
metastasis is in the middle to distal third, and the latent 
interval between diagnosis and esophageal spread ranges 
between 2 and 24 years [4, 10]. Dysphagia due to com-
pression or stenosis of the esophagus, hoarseness, and 
slimming are the most common symptoms of esophageal 
spread, although these symptoms are present in only 30% 
of patients [4, 10]. Therefore, the diagnosis of esophageal 
spread is challenging and requires further tests to differ-
entiate from primary esophageal tumors, benign stric-
tures, and chronic inflammation. In our case, we initially 
suspected tuberculous laryngitis according to the posi-
tive IGRA and relatively high incidence of local tubercu-
losis, although the patient’s symptoms were not alleviated 
after treatment for 6 months.

Horner’s syndrome, or oculosympathetic paresis, is 
characterized by ipsilateral miosis, partial ptosis, and 
anhidrosis due to disruption of the sympathetic arc 
nerve passing from the hypothalamus through a long 
pathway to the eye [11]. The first order of the central 
neuron arises from the hypothalamus to the brainstem 
and leaves through the thoracic levels (C8–T2) of the 
spinal cord [11]. The second neuron (preganglionic) 
incorporates into the sympathetic trunk crossing the 
brachial nerve above the apex of the lung to form a 
plexus with the superior cervical ganglia [11]. The third 
branch (postganglionic) travels alongside the carotid 
sheath to enter the eye bulb to enervate the pupil dila-
tor muscle, the lacrimal sac, and superior tarsal Mül-
ler muscle [11]. The third postganglionic fibers that 
regulate facial hidrosis often follow the passage of the 
external carotid artery; therefore, defects in the post-
ganglionic nerve do not always result in anhidrosis 
[11]. Disruption of the sympathetic trunk can occur in 
the central, preganglionic, and postganglionic nerves 
[11], in which trauma often affects the preganglionic 
nerve, whereas dysfunction of the postganglionic nerve 
causing acquired Horner’s syndrome is mostly caused 
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Fig. 2 Successive laryngoscopy images showed bowing of vocal cords, a residue of liquid and thick liquid in epiglottic vallecula indicating the 
dysphagia was caused by pathology in esophageal phase. In addition, the liquid residue was improved upon the chin tuck procedure
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by Pancoast tumors or metastatic cancer. We found 
four reports describing Horner’s syndrome result-
ing from distant metastasis of breast cancer. Tjalma 
et al. reported Horner’s syndrome as an ominous sign 
of metastatic breast cancer in which disruption of the 
sympathetic trunk was caused by mediastinal lymph 
node infiltration [12]. In 2007, Kovacic et al. described 
Horner’s syndrome resulting from malignant pleural 
effusion in metastatic breast cancer [5]. Vitale et al. 
reported Horner’s syndrome resulting from metastases 
to left-lateral cervical and supraclavicular lymph nodes 
in a 52-year-old woman with breast cancer [13]. Park 

et al. described Horner’s syndrome due to breast can-
cer spread in the cervicothoracic junction as shown by 
intense hypermetabolic signals of positron emission 
tomography (PET) scan [14]. In our case, bone metas-
tasis in the cervical and thoracic vertebrae and in the 
soft tissues surrounding the esophagus might have 
caused the manifestations of Horner’s syndrome.

The biological nature of esophageal and neck spread 
of breast cancer is still under study. It is suggested 
that the cancer cells travel through intramammary 
lymphatic vessels into periesophageal lymph nodes 
through the parasternal lymph nodes and mediastinum, 

Fig. 3 Plain cervical X-ray. The arrow shows burst fracture of the 6th cervical vertebra
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and in some cases might spread into the intramural 
layer of the esophagus, causing stricture or compres-
sion [9]. In the absence of mediastinal and parasternal 
lymph node involvement, the esophageal spread might 
be caused by hematogenous metastasis [4]. In our case, 
esophagoscopy revealed esophagus wall thickening 
in the distal part with positive ductal carcinoma cells 
from fine-needle aspiration biopsy (FNAB). One study 
described the advantages of esophagoscopy-FNAB for 
confirming esophageal spread because mucosal and 
submucosal biopsies are often negative for intramural 
and nodal involvement [15]. Management of esopha-
geal spread from breast cancer varies among cases and 
is usually formulated according to the severity levels of 
the esophageal obstruction and other accompanying 
distant metastatic sites [4]. Although esophagectomy 
or metallic stents are considered effective manage-
ment, surgical resection is generally not performed 
because systemic treatment is preferred in the presence 
of visceral crisis or distant metastasis [4]. In addition, 

chemotherapy, hormone therapy, and selective radio-
therapy are also effective treatments for esophageal 
metastasis from breast cancer. After the establishment 
of esophageal spread from breast cancer, our patient 
was treated with capecitabine, trastuzumab, and zole-
dronic acid, resulting in the alleviation of dysphagia 
symptoms, and she was then able to swallow softened 
food.

Distant metastasis of breast cancer has typically been 
reported 8–30 years after primary treatment [1, 2]. Our 
patient presented with distant spread 4 years following 
the initial diagnosis and surgery. In addition to the bio-
logical nature of more aggressive behavior in breast can-
cers diagnosed in young women [16], delayed diagnosis 
might contribute to the elevated risk of distant metasta-
sis in the present case. In addition, the standard adjuvant 
treatment after surgery was not delivered due to loss of 
follow-up for 4 years until the presentation of distant 
metastasis. Our case also reflects the complexity of soci-
ocultural factors in the management of breast cancer in 

Fig. 4 Thoracic X-ray and computed tomography (CT) scan indicate disease spreading into the left pleura and lung. Plain X-ray shows left pleural 
effusion (*) and nodular lung lesion (**) that were confirmed with CT scan (***)
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Fig. 5 Neck computed tomography scan with oral contrast shows filling defect in the cervical part of the esophagus (in the projection of fifth 
cervical to first thoracic vertebrae) (*). The amorphous lesion with irregular border appears to compress the esophageal lumen (**)

Fig. 6 Lytic lesions and bone destruction are found in the manubrium of the sternum (*), burst fracture in the sixth cervical vertebra (**), and lytic 
lesions in the seventh cervical and first and second thoracic vertebrae (***)
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LMICs, in which low cancer awareness, a misconception 
concerning cancer treatments and cures, and barriers to 
accessing medical treatment are associated with delayed 
diagnosis, late-stage presentation, and a higher risk of 
metastasis [17–20]. Similar factors are associated with 
low and non-adherence to medical treatment of breast 
cancer. Therefore, effective communication with patients 
and their family members should be delivered by health 
care providers to improve treatment adherence. In addi-
tion, public health intervention is needed to prevent and 
reduce delayed diagnosis and cancer progression after 
the initial successful treatment.

Conclusions
The co-occurrence of esophageal spread and Horner’s 
syndrome in a young woman with breast cancer is very 
rare and, to our knowledge, has never been reported 
previously. Early recognition, diagnosis, and treatment 
workups are very challenging, particularly in a patient 
with low or non-adherence to cancer treatment. Systemic 
treatment remains the most preferred option for esopha-
geal metastasis, particularly in a patient with other syn-
chronous metastatic sites.

Acknowledgements
Not applicable

Authors’ contributions
SLA, HH, and TA collected and summarized the clinical findings. EKD provided 
and interpreted the histopathology examination. WSA and LC provided and 
gave expertise to the imaging. SLA and WSA drafted the manuscript. All 
authors read and approved the final manuscript.

Funding
SLA has received grants from NUS-UGM-Tahir Foundation (01/2018 and 
01/2020), Universitas Gadjah Mada (RTA Nr. 133/2607-2020), and FKKMK-
Universitas Gadjah Mada (DAMAS 1499/2019 and 2020).

Availability of data and materials
All data are available in the hospital’s medical records.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the Editor-in-Chief of this journal.

Competing interests
All authors declare that they have no potential competing interests.

Author details
1 Division of Surgical Oncology-Department of Surgery, Dr. Sardjito Hospital/
Faculty of Medicine, Public Health, and Nursing, Universitas Gadjah Mada, Jl 
Kesehatan No. 1, Yogyakarta 55281, Indonesia. 2 Department of Radiology, Dr. 
Sardjito Hospital / Faculty of Medicine, Public Health, and Nursing, Universitas 
Gadjah Mada, Yogyakarta 55281, Indonesia. 3 Department of Anatomical 
Pathology, Dr. Sardjito Hospital/Faculty of Medicine, Public Health, and Nurs-
ing, Universitas Gadjah Mada, Yogyakarta 55281, Indonesia. 

Received: 24 September 2019   Accepted: 19 January 2021

References
 1. Kennecke H, Yerushalmi R, Woods R, Cheang MCU, Voduc D, Speers 

CH, et al. Metastatic behavior of breast cancer subtypes. J Clin Oncol. 
2010;28(20):3271–7. https:// doi. org/ 10. 1200/ JCO. 2009. 25. 9820.

 2. Anwar SL, Avanti WS, Nugroho AC, Choridah L, Dwianingsih EK. Risk 
factors of distant metastasis after surgery among different breast can-
cer subtypes: a hospital-based study in Indonesia. World J Surg Oncol. 
2020;18(1):117–33. https:// doi. org/ 10. 1186/ s12957- 020- 01893-w.

 3. Gallups SF, Connolly MC, Bender CM, Rosenzweig MQ. Predictors of 
adherence and treatment delays among African American women 
recommended to receive breast cancer chemotherapy. Women’s Heal 
Issues. 2018;28(6):553–8. https:// doi. org/ 10. 1016/j. whi. 2018. 08. 001.

 4. Miyake M, Yamada A, Miyake K, Endo I. Esophageal metastasis of breast 
cancer during endocrine therapy for pleural dissemination 21 years 
after breast surgery: a case report. Surg Case Reports. 2019;5(1):22. 
https:// doi. org/ 10. 1186/ s40792- 019- 0585-x.

 5. Kovacic S, Lovrencic-Huzjan A, Drpa G, Hat J, Belina S. Horner’s 
syndrome as an initial sign of metastatic breast cancer: Case report. 
Cancer Detect Prev. 2007;31(6):450–2. https:// doi. org/ 10. 1016/j. cdp. 
2007. 10. 014.

 6. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global 
cancer statistics 2018: GLOBOCAN estimates of incidence and mor-
tality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. 
2018;144(8):1941–53. https:// doi. org/ 10. 1002/ ijc. 31937.

 7. Bellanger M, Zeinomar N, Tehranifar P, Terry MB. Are global breast 
cancer incidence and mortality patterns related to country-specific 
economic development and prevention strategies? J Glob Oncol. 
2018;4:1–16. https:// doi. org/ 10. 1200/ JGO. 17. 00207.

 8. Rivera-Franco MM, Leon-Rodriguez E. Delays in breast cancer detection 
and treatment in developing countries. Breast Cancer Basic Clin Res. 
2018. https:// doi. org/ 10. 1177/ 11782 23417 752677.

 9. Kashiwagi S, Onoda N, Asano Y, Noda S, Kawajiri H, Takashima T, et al. A 
rare recurrence of bilateral breast cancer in the esophagus coinciden-
tally associated with primary gastric cancer: a case report. J Med Case 
Rep. 2014;8:58. https:// doi. org/ 10. 1186/ 1752- 1947-8- 58.

 10. Rampado S, Ruol A, Guido M, Zaninotto G, Battaglia G, Costantini M, 
et al. Mediastinal carcinosis involving the esophagus in breast cancer: 
The “breast-esophagus” syndrome: report on 25 cases and guidelines 
for diagnosis and treatment. Ann Surg. 2007;246(2):316–22. https:// doi. 
org/ 10. 1097/ 01. sla. 00002 63507. 11053. 26.

 11. Martin TJ. Horner’s syndrome: a clinical review. ACS Chem Neurosci. 
2018;9:177–86. https:// doi. org/ 10. 1021/ acsch emneu ro. 7b004 05.

 12. Tjalma WAA. Horner’s syndrome: an ominous sign in breast cancer. Eur 
J Obstet Gynecol Reprod Biol. 2006;126(2):270–1. https:// doi. org/ 10. 
1016/j. ejogrb. 2005. 11. 043.

 13. Vitale MG, Riccardi F, Carrillo G, Trunfio M, Mocerino C, Minelli S, et al. 
Horner’s syndrome: an unusual presentation of metastatic disease 
in breast cancer. Int J Immunopathol Pharmacol. 2015;28(4):557–61. 
https:// doi. org/ 10. 1177/ 03946 32015 602411.

 14. Park S, Kim TS, Kim SK. Unusual Horner’s syndrome in recurrent breast 
cancer: evaluation using 18F-FDG PET/CT. Nucl Med Mol Imaging. 
2017;51:93–6. https:// doi. org/ 10. 1007/ s13139- 016- 0437-6.

 15. Sobel JM, Lai R, Mallery S, Levy MJ, Wiersema MJ, Greenwald BD, et al. 
The utility of EUS-guided FNA in the diagnosis of metastatic breast 
cancer to the esophagus and the mediastinum. Gastrointest Endosc. 
2005;61(3):416–20. https:// doi. org/ 10. 1016/ s0016- 5107(04) 02759-2.

 16. Anwar SL, Raharjo CA, Herviastuti R, Dwianingsih EK, Setyoheriyanto 
D, Avanti WS, et al. Pathological profiles and clinical management 
challenges of breast cancer emerging in young women in Indonesia: a 
hospital-based study. BMC Womens Health. 2019;19(1):28. https:// doi. 
org/ 10. 1186/ s12905- 019- 0724-3.

 17. De Melo GD, Gonzalez-Angulo AM, Lei X, Theriault RL, Giordano 
SH, Valero V, et al. Clinical impact of delaying initiation of 

https://doi.org/10.1200/JCO.2009.25.9820
https://doi.org/10.1186/s12957-020-01893-w
https://doi.org/10.1016/j.whi.2018.08.001
https://doi.org/10.1186/s40792-019-0585-x
https://doi.org/10.1016/j.cdp.2007.10.014
https://doi.org/10.1016/j.cdp.2007.10.014
https://doi.org/10.1002/ijc.31937
https://doi.org/10.1200/JGO.17.00207
https://doi.org/10.1177/1178223417752677
https://doi.org/10.1186/1752-1947-8-58
https://doi.org/10.1097/01.sla.0000263507.11053.26
https://doi.org/10.1097/01.sla.0000263507.11053.26
https://doi.org/10.1021/acschemneuro.7b00405
https://doi.org/10.1016/j.ejogrb.2005.11.043
https://doi.org/10.1016/j.ejogrb.2005.11.043
https://doi.org/10.1177/0394632015602411
https://doi.org/10.1007/s13139-016-0437-6
https://doi.org/10.1016/s0016-5107(04)02759-2
https://doi.org/10.1186/s12905-019-0724-3
https://doi.org/10.1186/s12905-019-0724-3


Page 9 of 9Anwar et al. J Med Case Reports          (2021) 15:194  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

adjuvant chemotherapy in patients with breast cancer. J Clin Oncol. 
2014;32(8):735–44. https:// doi. org/ 10. 1200/ JCO. 2013. 49. 7693.

 18. Anwar SL, Tampubolon G, Van Hemelrijck M, Hutajulu SH, Watkins J, 
Wulaningsih W. Determinants of cancer screening awareness and 
participation among Indonesian women. BMC Cancer. 2018;18(1):208. 
https:// doi. org/ 10. 1186/ s12885- 018- 4125-z.

 19. Maghous A, Rais F, Ahid S, Benhmidou N, Bellahamou K, Loughlimi H, 
et al. Factors influencing diagnosis delay of advanced breast cancer in 
Moroccan women. BMC Cancer. 2016;16:356. https:// doi. org/ 10. 1186/ 
s12885- 016- 2394-y.

 20. Anwar SL, Dwianingsih EK, Avanti WS, Choridah L, Aryandono T. 
Aggressive behavior of Her-2 positive colloid breast carcinoma: a case 
report in a metastatic breast cancer. Ann Med Surg. 2020;52:48–52. 
https:// doi. org/ 10. 1016/j. amsu. 2020. 02. 010.

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.2013.49.7693
https://doi.org/10.1186/s12885-018-4125-z
https://doi.org/10.1186/s12885-016-2394-y
https://doi.org/10.1186/s12885-016-2394-y
https://doi.org/10.1016/j.amsu.2020.02.010

	Concurrent manifestations of Horner’s syndrome and esophageal metastasis of breast cancer: case report of a young woman after a period of non-adherence to treatment: a case report
	Abstract 
	Background: 
	Case presentation: 
	Conclusions: 

	Background
	Case report
	Discussion
	Conclusions
	Acknowledgements
	References


