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Introduction
Systemic dissemination of

colorectal carcinomas is not rare. At
the time of diagnosis, synchronous-
liver metastasis is present in about
15%-20% of patients.1 The other
frequent metastatic sites are the lungs,
brain, bones and peritoneal surfaces.2

Lymphatic spread occurs by
migration of tumor cells in the
regional lymph node stations.
Cervical lymph node metastasis of
colon carcinomas without any other
solid organ metastasis is very
uncommon. In this article we
describe a case of sigmoid colon
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carcinoma that presented with cervical lym-
phadenopathy (LAP) detected with the help of
fluorine-18-fluorodeoxyglucose positron emission
tomography/computed tomography (PET/CT). 

Case Report
A 57 year-old male patient presented with a

complaint of swelling on the left side of his neck
for about three months. There were no other
complaints of dyspnea, dysphagia, hoarseness,
loss of appetite or weight loss. There were no
gastrointestinal complaints like abdominal pain,
difficulty in defecation, nausea or vomiting. At
physical examination, a firm and fixed LAP was
palpated on the left lateral cervical region.There
were three hypoechoic, peripherally vascularized
lymph nodes with the largest diameter of 3cm
described at ultrasonographic examination of the
neck. The thyroid gland was normal at ultra-
sonography. Fine needle aspiration biopsy (FNAB)
was performed and the pathology result was
metastatic carcinoma. There were no additional
pathological findings other than cervical LAPs
visualized on neck and thorax computed
tomographies. A PET/CT was performed to search
for the primary carcinoma. Increased standardized
uptake values (SUV) of 13.2 and 10.8 were
observed in the left colon and left cervical region,
respectively (Figure1). At colonoscopy, there was
an ulcerated mass lesion with obstruction of the
lumen in the sigmoid colon.

Distant solid organ metastasis was not observed
at abdominal CT; the biopsy result for the primary
lesion was also adenocarcinoma. The patient
underwent an anterior resection of the sigmoid
colon with the simultaneous resection of the
cervical lymph nodes.  There was no evidence of
intra-abdominal dissemination during surgery.
The final pathology report revealed that the tumor
had reached to the subserosa and tumor metastasis
was present in all of the 27 dissected lymph nodes
in the mesocolon. The lymph nodes removed
from the neck  were metastatic adenocarcinoma
(Figure 2); thus the tumor was staged as
T3N2M1b. He underwent six cycles of adjuvant
FOLFOX chemotherapy. The patient was disease-

free at nine months of follow-up.

Discussion
The most likely primary sites for

adenocarcinoma metastasis of the cervical lymph
nodes are the thyroid gland, lungs, breast, and head
and neck region. However, detection of a primary
tumoris not possible in 3%-9% of patients.3
Although the histological and immunohistochem-
ical features of the metastatic lesion is a guide
during the investigation of a primary tumor, these
features sometimes do not designate the primary.4
Additionally, a tru-cut biopsy or metastatic lymph
node excision is usually required to obtain an
adequate tissue sample for immunohistochemical
studies. Taking into consideration all cancer types,
the PET/CT sensitivity and specificity for
diagnosis of lymph node metastases is reported
between 92%-94% and 95%-100%, respectively.5
PET/CT is an effective technique for the detection
of lymph node metastases from colon carcinoma.6

A study from M.D. Anderson Cancer Center
reported the following predictive values for
PET/CT in the detection of colon cancer:
sensitivity (53%), specificity (93%), positive
(65%) and negative (89%). The values for
discrimination of tumors greater than one
centimeter were 72% (sensitivity), 90%
(specificity), 45% (positive) and 96% (negative).7
SUVs were not valuable for the definition of true
and false positivity rates. In the current case
PET/CT was a quick, effective method for the
detection of a primary focus in the sigmoid colon.
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Figure 1. Hot spots obtained by PET/CT in the sigmoid colon and
left cervical areas.
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The SUVs of both primary and metastatic are as
were quite high for our patient.

Regional lymph node metastasis is seen in
35%-40% of colon carcinomas.1 The process of
metastasis starts with the migration of tumor cells
into the lymphatic channels. The tumor spread is
expected to occur sequentially at the epicolic,
paracolic, intermediate and mesenteric lymph
node stations. Molecular studies have shown that
skip micrometastases between regional lymph
node stations can be seen in 18% of cases.8 After
the metastatic involvement of para-aortic lymph
nodes, sequential left supraclavicular (Virchow
node) and left cervical lymph node metastasis
can be seen as a result of invasion of the ductus
thoracicus with tumor cells. Skip metastasis
between lymph node stations can occur during the
formation of this type of metastasis. As in our case,
metastasis can present in the mid-jugular neck
region. This type of metastasis in the absence of
solid organ metastasis is not a typical pattern for
the dissemination of colon cancer.

The treatment choice for metastatic colon
cancer depends on the site of metastasis and
dissemination pattern of the disease. In addition
to systemic treatment, local surgical treatment
can also be used in a case of metastatic disease
limited to cervical lymph nodes. Excision of the
lymph nodes may be required to provide palliative
local control in the neck. In the literature,
colorectal carcinoma cases that presented with
cervical lymhpadenopaty have been reported.
Kim et al. reported that long-term survival can be
obtained with nodule excision and FOLFOX
chemotherapy in sigmoid colon cancer cases that
have metastasis to the Virchow nodule.9 In their
case, the disease stage was pT3N0M0. Hirose et
al. reported that although the same regimen
provided long-term survival in a similar patient,
the presence of irresectable nodules might cause
problems during treatment. In that case the lymph
nodes regressed with chemotherapy, but
progressed after completion of chemotherapy and
resulted in painful swelling with drainage.10

Cipe et al. reported the use of PET/CT in
preoperative staging of 64 colorectal carcinoma

patients. The false positivity rate of this technique
was 6.25%. A supraclavicular lymph node was
detected in one patient evaluated with PET/CT and
the lymph node was simultaneously resected.
However treatment did not change in 96.8% of
patients; thus it was not recommended for routine
staging.11 PET/CT was also not recommended in
a review analysis of primary staging for colorectal
carcinomas due to high false positive rates and
cost.12 However it is accepted as an effective
method in recurrent and metastatic colorectal
cancer cases.13

In conclusion, PET/CT can be used effectively
for the detection of a primary focus in a patient
who presents with cervical lymph node metastasis.
In addition to colon resection and systemic therapy,
palliative local control can be achieved with the
excision of metastatic lymph nodes in the neck.
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Figure 2. Adenocarcinoma metastasis in a cervical lymph node.
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