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Abstract
Head and neck metastasis of colorectal adenocarcinoma is exceedingly rare with most cases presenting in
the liver, lungs, or peritoneum. This report describes the case of a 53-year-old female patient with a past
medical history significant for mucinous adenocarcinoma of the colon treated with a right hemicolectomy.
She was thought to be in remission but presented a few years later with a new, isolated left cervical neck
mass and symptoms of left eye ptosis and dryness. Diagnostic imaging and biopsy confirmed the neck mass
to be a metastatic lesion from her prior mucinous adenocarcinoma, with immunohistochemical findings
specific for colorectal origin. The case highlights the diagnostic challenges posed by such unusual metastatic
sites and the importance of considering colorectal cancer in patients with a history of the disease who
present with atypical symptoms. Early recognition of metastatic patterns, even in rare locations like the
head and neck, is crucial for optimizing treatment strategies, which may include surgical resection, systemic
chemotherapy, or targeted therapies. This report emphasizes the need for further research into the
mechanisms of metastasis and the development of effective treatment protocols for rare metastatic
presentations.
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Introduction
Colorectal cancer (CRC) is one of the most common malignancies worldwide, accounting for roughly 8% of
all cancer diagnoses and cancer-related deaths in the United States [1]. Overall, five-year relative survival
rates are close to 70%; however, approximately one in five patients present with metastatic disease at the
time of initial diagnosis, which is correlated to a reduced five-year survival rate of 15.7% [1]. Common
metastatic sites include the liver, lungs, and peritoneum [1,2].

The liver is the most common site, observed in over 70% of metastatic CRC cases, given the direct
communication between the colon and the liver through the portal venous system [2]. Second to the
liver, lung metastases occur in approximately 15-25% of cases, especially when the tumor originates from
the rectum because venous drainage bypasses the liver and connects directly to the lungs through the
inferior vena cava [2]. Lastly, the peritoneum is another frequent metastatic site, especially in mucinous and
signet-ring cell carcinomas, due to their propensity for transcoelomic spread [2]. While adenocarcinoma is
the most common subtype of CRC, the presence of rarer subtypes such as mucinous adenocarcinoma and
signet-ring cell carcinoma warrants heightened attention, as these exhibit more aggressive behavior, are
associated with a higher risk of distant metastasis, and demonstrate comparatively poorer survival outcomes
[2,3].

Overall, metastasis of CRC to other areas remains uncommon, likely due to the absence of connecting
vascular or lymphatic pathways, with head and neck metastasis accounting for less than 1% historically [4].
Detecting these rare occurrences is essential for effective patient management, as they introduce significant
diagnostic and therapeutic challenges. Clinicians should, therefore, maintain a high index of suspicion for
potential metastasis as a differential when evaluating head and neck masses in patients with a history of
infraclavicular cancers and no evidence of a primary tumor [5].

This case report comments on the rare presentation of an isolated left cervical neck mass, with
immunohistochemical staining confirming its colorectal origin, in a patient with a history of mucinous
adenocarcinoma of the colon previously treated with hemicolectomy and believed to be in remission. This
case underscores the critical importance of maintaining vigilance and considering a comprehensive
differential diagnosis in patients with new left-sided neck masses and a history of CRC. Such an approach
ensures that appropriate and proactive diagnostic measures are initiated, which can significantly influence
prognosis and treatment outcomes [6].
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Case Presentation
A 53-year-old female patient with a past medical history significant for anxiety, gastroesophageal reflux
disease, uterine fibroids, and mucinous adenocarcinoma of the colon, post hemicolectomy three years ago,
presented for evaluation of a painless but noticeable left cervical neck mass, and acute onset of left eye
ptosis and dryness.

Past surgical and pathological findings
In reviewing the patient’s previous reports, it was noted that her cancer was determined to be a moderately
differentiated adenocarcinoma with mucinous features. The tumor had extended through the muscularis
propria into the pericolic adipose tissue (pT3). At the time of her hemicolectomy, the resected surgical
margins were negative for invasive carcinoma, intramucosal carcinoma, or high-grade dysplasia. Of the 16
regional lymph nodes examined during her procedure, four were positive for metastatic carcinoma (pN2a).
Further exploration during her procedure identified a splenic flexure colon mass, which was confirmed to be
carcinoma in situ arising from a tubulovillous adenoma. While no definitive evidence of invasive malignancy
was noted throughout the procedure, the biopsies were superficial, leaving the possibility of an invasive
malignancy open.

Current clinical presentation
On physical examination, a palpable, non-fluctuant left level IV neck mass was identified without
accompanying cervical lymphadenopathy. An ultrasound of the neck revealed a right thyroid lobe measuring
4.5 x 1.3 x 1.3 cm, a left thyroid lobe measuring 2.8 x 2.8 x 0.9 cm, and a complex cyst and calcified nodule in
the right mid-pole measuring 8 x 5 x 5 mm and 4 x 3 x 4 mm. No discrete thyroid nodule was observed on the
left side. The primary finding, however, was a left cervical neck mass measuring 3.3 x 2.1 x 3.1 cm, for which
clinical correlation was recommended (Figure 1).

FIGURE 1: Ultrasound imaging of left cervical neck mass: transverse
(left) and sagittal (right) views

In light of the patient’s history of colorectal adenocarcinoma, no identifiable primary tumor, and the recent
development of left eye ptosis and dryness, an ultrasound-guided fine needle aspiration biopsy was
performed on the left cervical neck mass for suspicion of malignancy. Pathological analysis confirmed the
presence of malignant cells consistent with metastatic colonic adenocarcinoma. Immunohistochemical
staining demonstrated partial positivity for CK20 and CDX2, markers typically associated with intestinal
origin, while staining was negative for CK7. This immunoprofile strongly supported a colorectal origin [7,8].
Considering the patient’s medical history, the pathological findings, and the specific immunohistochemical
results, the neck mass was concluded to be a metastasis from her prior colorectal mucinous adenocarcinoma.

Treatment plan
The proposed treatment plan for the patient included a comprehensive workup, incorporating several
imaging studies to assess the extent of metastatic disease. This included a contrast-enhanced CT scan of the
chest, abdomen, and pelvis, as well as a PET-CT scan to provide a more detailed evaluation and identify any
additional metastatic sites. An MRI of the neck was also recommended to better characterize the cervical
mass and assess its relationship with surrounding anatomical structures.

Following the imaging studies, evidence-based systemic chemotherapy options such as FOLFOX (folinic acid,
5-fluorouracil, and oxaliplatin) or FOLFIRI (folinic acid, 5-fluorouracil, and irinotecan) were proposed [9].
These regimens aim to disrupt cancer cell DNA synthesis and division, though, in the process, they also have
the potential to damage healthy cells. Depending on the tumor’s genetic profile and microsatellite
instability (MSI), targeted therapies such as cetuximab or bevacizumab were to be considered to enhance
treatment effectiveness. If the tumor was found to be MSI-high (MSI-H), immunotherapy options like
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pembrolizumab or nivolumab were also suggested as potential treatments [9]. Lastly, while a surgical
consultation was recommended to assess the feasibility of resecting the neck mass, it was clarified that
surgery would not be curative, given the metastatic nature of the disease and the likelihood of dissemination
to other areas.

Supportive and palliative care measures were integrated into the discussion to potentially manage
symptoms and improve quality of life; however, the delayed recognition of the atypical metastatic
presentation, combined with the need for a coordinated multidisciplinary approach, complicated the
patient’s case and was overwhelming. Unfortunately, despite continuous efforts, she was lost to follow-up
and unable to pursue the recommended treatment options due to financial constraints and insurance status. 

Discussion
Metastasis of CRC to the head and neck region is an exceptionally rare phenomenon, with only a limited
number of cases reported in the literature [10-13]. This uncommon presentation introduces significant
complexities in both diagnosis and management, as well as emphasizes the importance of maintaining a
comprehensive differential diagnosis in patients with past histories of malignancy. The absence of a direct
lymphatic or venous connection between the colorectal region and the head and neck complicates the
identification of these unusual metastatic sites, which can lead to delayed care or missed diagnoses. Early
recognition could significantly influence management strategies, prognosis, and overall outcomes.

Understanding the pathway of left supraclavicular metastasis in cases of a primary infraclavicular
malignancy requires careful consideration of the role of the thoracic duct. The thoracic duct drains lymph
from the lower body, abdomen, and left thorax into the venous circulation and originates from the cisterna
chyli ultimately terminating at the confluence of the internal jugular and subclavian veins [14]. Retrograde
flow or obstruction at this junction can spread lymph back into the left supraclavicular nodes, particularly to
the most proximal left supraclavicular lymph node, located near the junction of the left subclavian vein and
the thoracic duct, otherwise known as Virchow’s node [15]. Through this proposed pathway, infraclavicular
malignancies, such as gastrointestinal cancers, can metastasize to the left cervical region presenting as head
and neck cancer. This mechanism offers a plausible explanation for how malignancies below the diaphragm
may access the lymphatic networks of the head and neck, with the thoracic duct serving as a critical route
(Figure 2).
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FIGURE 2: The ascending and transverse colon drain lymph into the
superior mesenteric lymph vessels and nodes (1) that ultimately join the
thoracic duct through cisterna chyli (2). Virchow’s node (3) is the point
at which lymphatic drainage from the head and neck and infraclavicular
structures join via supraclavicular lymph vessels and the thoracic duct.
Obstruction here can cause retrograde metastasis to
supraclavicular/head and neck structures like level IV nodes (4).
Rights received to use images created by our authors using Complete Anatomy (3D4Medical Ltd, from Elsevier,
Dublin, Ireland) [16]

The immunohistochemical findings in this patient, positivity for CK20 and CDX2, and negativity for CK7,
were crucial in confirming the diagnosis of metastatic CRC [8]. This immunoprofile is specific to
gastrointestinal tissue and provided strong evidence that the left supraclavicular node was likely a
metastatic lesion originating from the gastrointestinal tract rather than from an unidentified primary head
and neck cancer. Incorporating immunohistochemistry into routine clinical practice, especially for patients
with a history of malignancy, is vital as it guides targeted and appropriate treatment strategies based on the
tumor’s origin. In this case, without these specific markers, the diagnosis might have been missed or
misinterpreted, highlighting the importance of comprehensive diagnostic tools for accurately assessing
unusual presentations.

Management of mucinous adenocarcinoma with metastasis requires a multidisciplinary approach,
integrating surgical, medical, and radiation oncology expertise. Treatment plans must be individualized,
considering the tumor’s extent, location, the patient’s overall health, and previous treatments. Imaging
plays a crucial role in this process, as contrast-enhanced CT, PET-CT, or MRI scans are necessary to precisely
evaluate the tumor’s spread, guide treatment decisions, and assess overall prognosis. Surgical resection
remains the cornerstone for resectable metastases, offering the potential for extended survival and
improved quality of life. However, in cases like this, where surgery may be complicated by the anatomical
location of metastases or the possibility of other clinically undetected metastatic sites, systemic
chemotherapy, and targeted therapies become critical components of management [6]. Chemotherapy
regimens such as FOLFOX and FOLFIRI are commonly used in metastatic CRC to disrupt cancer cell division
and DNA synthesis. The use of these chemotherapies may be supplemented with targeted therapies, such as
cetuximab or bevacizumab, especially if the tumor is RAS wild-type, to enhance treatment effectiveness [9].
Accurate and surveillance imaging is essential in monitoring the tumor’s response to these treatments and
in making any necessary adjustments to the therapeutic plan.

 

2024 Al Hassan et al. Cureus 16(10): e72379. DOI 10.7759/cureus.72379 4 of 6

https://assets.cureus.com/uploads/figure/file/1215885/lightbox_c39cc08070bb11efbd89096b0861552e-IMG_1871.png
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Guidelines from the American Society of Colon and Rectal Surgeons recommend surgical resection of
metastasis when feasible, with chemotherapy and targeted therapies as alternatives when surgery is not an
option [17].

The evaluation of MSI is another crucial aspect in guiding the management of metastatic CRC. MSI status
can help predict responsiveness to immunotherapy; tumors that are MSI-H or mismatch repair deficient
tend to respond well to immune checkpoint inhibitors such as pembrolizumab or nivolumab [9]. These
treatments offer a more personalized approach and are critical in cases where systemic chemotherapy may
not be as effective or feasible. 

The prognosis for patients with metastatic CRC remains poor, especially when metastasis occurs in rare
locations such as the head and neck. The five-year survival rate for metastatic CRC is around 15%, but this
figure can vary significantly depending on the sites of metastasis and the tumor’s response to treatment
[2,3,5]. The limited number of cases and studies focussing on head and neck metastasis from CRC
complicates the establishment of standardized treatment protocols. This case illustrates the urgent need for
more extensive research to better understand metastatic pathways, such as the role of the thoracic duct, and
how they might be leveraged or blocked to prevent spread. It also reinforces the importance of exploring the
potential of adjuvant radiotherapy in cases where surgical resection is challenging, as it may offer additional
control and symptom relief [6].

Conclusions
This case report sheds light on the importance of considering infraclavicular malignancies such as CRC in
the differential diagnosis of a left-sided head and neck mass with no identifiable primary source.
Understanding these rare metastatic pathways, including potential spread through the thoracic duct, is
essential for accurate and timely diagnosis, enabling prompt, evidence-based treatment. The use of
immunohistochemistry in clinical practice is vital for differentiating metastatic gastrointestinal tumors
from primary head and neck malignancies, guiding targeted therapeutic strategies. A multidisciplinary
approach that integrates surgical, medical, and radiation oncology expertise is crucial for managing such
complex cases to optimize patient outcomes.

Imaging techniques are equally important in accurately assessing the extent of the disease, monitoring
treatment response, and guiding management decisions. Future research is needed to establish standardized
protocols and develop tailored treatment strategies for managing rare metastatic presentations like head
and neck involvement in CRC. These efforts aim to improve survival rates and quality of life, ensuring that
patient care remains both effective and evidence-based.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Taha Al Hassan, Jessica Flores, Adam Bender-Heine, Rachel A. Giese

Acquisition, analysis, or interpretation of data:  Taha Al Hassan, Jessica Flores, Adam Bender-Heine,
Rachel A. Giese

Drafting of the manuscript:  Taha Al Hassan, Jessica Flores, Adam Bender-Heine, Rachel A. Giese

Critical review of the manuscript for important intellectual content:  Taha Al Hassan, Jessica Flores,
Adam Bender-Heine, Rachel A. Giese

Supervision:  Adam Bender-Heine, Rachel A. Giese

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Institutional Review
Board at the University of Texas Rio Grande Valley issued approval IRB-22-0466. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

Acknowledgements

 

2024 Al Hassan et al. Cureus 16(10): e72379. DOI 10.7759/cureus.72379 5 of 6

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Dr. Rachel Giese was initially a faculty member at the UTRGV School of Medicine as part of the Department
of Otolaryngology - Head and Neck Surgery when work initially started on the case report and she was one
of the primary providers for the patient along with Dr. Bender-Heine. She moved to UT Health San Antonio
at the time of submission of the article to the journal.

References
1. Cancer Stat Facts: Colorectal cancer . (2024). Accessed: 2024:

https://seer.cancer.gov/statfacts/html/colorect.html.
2. Wang J, Li S, Liu Y, Zhang C, Li H, Lai B: Metastatic patterns and survival outcomes in patients with stage

IV colon cancer: a population-based analysis. Cancer Med. 2020, 9:361-73. 10.1002/cam4.2673
3. Hugen N, van de Velde CJ, de Wilt JH, Nagtegaal ID: Metastatic pattern in colorectal cancer is strongly

influenced by histological subtype. Ann Oncol. 2014, 25:651-7.
4. Maslov D, Bragg J: Left cervical lymphadenopathy presentation of metastatic colorectal adenocarcinoma .

Ochsner J. 2019, 19:410-2. 10.31486/toj.18.0121
5. Riihimäki M, Hemminki A, Sundquist J, Hemminki K: Patterns of metastasis in colon and rectal cancer . Sci

Rep. 2016, 6:29765. 10.1038/srep29765
6. Ohchi T, Akagi Y, Kinugasa T, et al.: Virchow lymph node metastatic recurrence of sigmoid colon cancer

with severe lymph node metastases successfully treated using systemic chemotherapy combined with
radiotherapy . Anticancer Res. 2013, 33:2935-40.

7. Werling RW, Yaziji H, Bacchi CE, Gown AM: CDX2, a highly sensitive and specific marker of
adenocarcinomas of intestinal origin: an immunohistochemical survey of 476 primary and metastatic
carcinomas. Am J Surg Pathol. 2003, 27:303-10. 10.1097/00000478-200303000-00003

8. Fleming M, Ravula S, Tatishchev SF, Wang HL: Colorectal carcinoma: pathologic aspects . J Gastrointest
Oncol. 2012, 3:153-73. 10.3978/j.issn.2078-6891.2012.030

9. Luo C, Cen S, Ding G, Wu W: Mucinous colorectal adenocarcinoma: clinical pathology and treatment
options. Cancer Commun (Lond). 2019, 39:13. 10.1186/s40880-019-0361-0

10. López F, Rodrigo JP, Silver CE, et al.: Cervical lymph node metastases from remote primary tumor sites .
Head Neck. 2016, 38 Suppl 1:E2374-85. 10.1002/hed.24344

11. Gill KS, Frattali MA: Colorectal adenocarcinoma metastasis to the tongue. Case Rep Otolaryngol. 2015,
2015:242135. 10.1155/2015/242135

12. Suliman MS, Singh M, Ajmeri AN, Stuart DL, Teka ST: Virchow's node: a case report of an extremely rare
presentation of metastasis of adenocarcinoma with mucinous features from the colon. Int J Gen Med. 2019,
12:137-40. 10.2147/IJGM.S201617

13. Aggarwal D, Shetty DC, Gupta A, et al.: An unusual presentation of oral metastasis of mucinous colorectal
adenocarcinoma: a rare clinical entity and diagnostic challenge. J Cancer Res Ther. 2023,
10.4103/jcrt.jcrt_755_23

14. Hematti H, Mehran RJ: Anatomy of the thoracic duct . Thorac Surg Clin. 2011, 21:229-38, ix.
10.1016/j.thorsurg.2011.01.002

15. Aghedo BO, Kasi A: Virchow node. StatPearls [Internet]. StatPearls Publishing, Treasure Island, FL; 2022.
16. Complete Anatomy: The world's most advanced 3d anatomy platform . (2024). Accessed: 2024:

https://3d4medical.com/.
17. Morris VK, Kennedy EB, Baxter NN, et al.: Treatment of metastatic colorectal cancer: ASCO guideline . J Clin

Oncol. 2023, 41:687-700. 10.1200/JCO.22.01690

 

2024 Al Hassan et al. Cureus 16(10): e72379. DOI 10.7759/cureus.72379 6 of 6

https://seer.cancer.gov/statfacts/html/colorect.html
https://seer.cancer.gov/statfacts/html/colorect.html
https://dx.doi.org/10.1002/cam4.2673
https://dx.doi.org/10.1002/cam4.2673
https://pubmed.ncbi.nlm.nih.gov/24504447/
https://dx.doi.org/10.31486/toj.18.0121
https://dx.doi.org/10.31486/toj.18.0121
https://dx.doi.org/10.1038/srep29765
https://dx.doi.org/10.1038/srep29765
https://ar.iiarjournals.org/content/33/7/2935.long
https://dx.doi.org/10.1097/00000478-200303000-00003
https://dx.doi.org/10.1097/00000478-200303000-00003
https://dx.doi.org/10.3978/j.issn.2078-6891.2012.030
https://dx.doi.org/10.3978/j.issn.2078-6891.2012.030
https://dx.doi.org/10.1186/s40880-019-0361-0
https://dx.doi.org/10.1186/s40880-019-0361-0
https://dx.doi.org/10.1002/hed.24344
https://dx.doi.org/10.1002/hed.24344
https://dx.doi.org/10.1155/2015/242135
https://dx.doi.org/10.1155/2015/242135
https://dx.doi.org/10.2147/IJGM.S201617
https://dx.doi.org/10.2147/IJGM.S201617
https://dx.doi.org/10.4103/jcrt.jcrt_755_23
https://dx.doi.org/10.4103/jcrt.jcrt_755_23
https://dx.doi.org/10.1016/j.thorsurg.2011.01.002
https://dx.doi.org/10.1016/j.thorsurg.2011.01.002
https://www.ncbi.nlm.nih.gov/books/NBK556100/
https://3d4medical.com/
https://3d4medical.com/
https://dx.doi.org/10.1200/JCO.22.01690
https://dx.doi.org/10.1200/JCO.22.01690

	Unusual Metastatic Pathways: A Case of Colorectal Adenocarcinoma Presenting as a Cervical Neck Mass
	Abstract
	Introduction
	Case Presentation
	Past surgical and pathological findings
	Current clinical presentation
	FIGURE 1: Ultrasound imaging of left cervical neck mass: transverse (left) and sagittal (right) views

	Treatment plan

	Discussion
	FIGURE 2: The ascending and transverse colon drain lymph into the superior mesenteric lymph vessels and nodes (1) that ultimately join the thoracic duct through cisterna chyli (2). Virchow’s node (3) is the point at which lymphatic drainage from the head and neck and infraclavicular structures join via supraclavicular lymph vessels and the thoracic duct. Obstruction here can cause retrograde metastasis to supraclavicular/head and neck structures like level IV nodes (4).

	Conclusions
	Additional Information
	Author Contributions
	Disclosures
	Acknowledgements

	References


