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Metastatic endometrial carcinoma of the neck
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Abstract
We report a case of metastatic endometrial carcinoma of the neck. A patient with a past medical history of
squamous cell carcinoma of the larynx, breast carcinoma and endometrial carcinoma presented with a neck
mass. Fine needle aspiration cytology (FNAC) showed this to be a poorly differentiated carcinoma with
squamoid features and thus a potentially curative neck dissection was performed. Histology of the mass showed
a clear cell endometrial carcinoma. Metastatic gynacecological malignancies to the head and neck are rare and
this is the �rst reported case of metastatic endometrial carcinoma in the neck.
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Case report
A 69-year-oldwoman presented with a three-week history
of a left-sided neck lump. There was no history of
dysphagia, voice change or weight loss.

The patient’s past medical history included the follow-
ing: eight years previously she had had a T1 carcinoma of
the left breast treated with lumpectomy and post-operative
radiotherapy; two years previously she had been treated
with radiotherapy for a T2 glottic squamous cell carcinoma;
one year previously, she had developed a stage 1b clear
cell endometrial carcinoma. Tamoxifen was stopped and
she underwent a total abdominal hysterectomy and
bilateral salpingo-oophorectomy. There was no clinical
evidence of localized recurrent disease from any of the
three malignancies at follow up.

Fine needle aspiration cytology (FNAC) of the mass
showed necrotic cells, with some viable cells which were
squamoid in appearance (Figure 1). In view of her history
of laryngeal carcinoma the specimen was reported in
keeping with metastatic squamous cell carcinoma. She
therefore underwent a neck dissection. Operative �ndings
revealed an extensive mass of enlarged con�uent lymph
nodes in the posterior triangle extending beneath the
trapezius as well as tumour tissue around the lower end of
the internal jugular vein.

Histological examination showed the tumour to be
metastatic adenocarcinoma with extensive necrosis and
areas of clear cell differentiation and a focal papillary
pattern (Figure 2). The appearances were like that seen in
the primary endometrial carcinoma (Figure 3), indicating
metastatic endometrial cancer.
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Fig. 1
FNAC neck mass. Cellular specimen consisting of abundant
necrotic cells and debris. The few viable cells present have a
squamoid appearance with abundant organophilic cytoplasm

(Papanicolaou stain; 3 40).

Fig. 2
Histology of metastatic tumour in neck dissection. Papillary,
glandular arrangement of tumour cells with focal clear cell
change in keeping with metastatic tumour from the original

clear cell adenocarcinoma (H.&.E; 3 40).
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Discussion
Tumours metastasizing from distant organs to the head
and neck are uncommon. In a review of 72 cases by
Friedmann and Osborn,1 only two metastases from
gynaecological malignancies were reported. These were
both from leiomyosarcoma of the uterus, metastasizing to
the frontal sinus and palate respectively. The other
primary sites where metastases originated included
bronchus, kidney, breast, prostate and stomach, with the
commonest primary site being the kidney, and the nose
and paranasal sinuses being the commonest site of
secondary deposits.

Other reports of head and neck metastases from
gynaecological malignancies are rare. Kataoka et al.2

reported a metastasis to the nasal tip from a cervical
carcinoma. Scott et al.3 described an ethmoid metastasis of
endometrial carcinoma presenting as a mucocele of the
maxillary antrum. Metastases of endometrial carcinoma
have also been reported in the brain,4 skin,5 iris6 and in the
head and neck region in the maxilla7 and tongue.8 These
metastases were all in non-lmphoidal tissues and we have
found no other report in the literature of this tumour
metastasizingto the cervical lymph nodes. FNAC is widely
used as a diagnostic aid in head and neck masses and is
generally considered a safe, rapid and cost-effective
diagnostic tool in their management. It has a reported
low false positive rate of 0–1 per cent,9 – 1 1 and a
concurrence rate with histological diagnosis of 80–95 per
cent1 0 ,1 2 – 1 4

In this patient, a false positive FNAC for squamous cell
carcinoma in the presence of a past history of laryngeal
carcinoma led to a neck dissection as a potential curative
procedure which in view of the later histology of metastatic
endometrial carcinoma was inappropriate.

This case report highlights several interesting features.
Firstly metastatic endometrial carcinoma in the head and
neck is rare and this is the �rst reported case of clear cell
endometrial carcinoma presenting as a neck mass. Addi-
tionally, despite the accuracy and wide use of FNAC in
diagnosis of head and neck masses, certain factors may
make interpretation dif�cult. Extensive necrosis of the
tumour, the aspiration of a possibly unrepresentative

sample of the tumour leading to some tumours masquer-
ading as other tumours on FNAC, is illustrated in this case.
As Figure 1 demonstrates, the FNAC showed extensive
necrosis. Figure 3 illustrates the existence of islands of
squamoid cells in the endometrial carcinoma which were
probably aspirated from the metastatictumour in the neck
and misinterpreted as consistent with squamous cell
carcinoma. Thus FNAC, as a diagnostic aid, should always
be used in conjunction with further relevant investigations
and clinical assessment.
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Fig. 3
Histology of endometrial carcinoma. Early myometrial
invasion by endometrial carcinoma. Note the squamoid
appearance of the small groups of cells in this photomicro-
graph. Elsewhere the tumour had a typical clear cell pattern

(H.&.E;.3 40).
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