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CASE REPORT

Metastatic squamous cell carcinoma 
of colon from esophageal cancer
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Abstract 

Background: Esophageal cancer including squamous cell carcinoma (SCC) and adenocarcinoma represents 4% of all 
cancers in the United States. Patients with esophageal cancer frequently present with locally advanced disease, and 
about 40% of patients have evidence of metastatic disease on presentation. Common sites of metastasis include liver, 
lung and bone. Here, we present a rare case of colonic metastasis from primary esophageal SCC.

Case presentation: A 60‑year‑old Caucasian male with a history of 20‑pack‑year cigarette smoking received surgery 
and adjuvant chemoradiotherapy for locally advanced SCC of larynx. Approximately 9 months later, he developed 
dysphagia, and found to have a esophageal SCC in the mid‑esophagus with regional lymph node involvement. 
He underwent chemoradiation treatment with good response and improved symptoms but declined subsequent 
surgical resection for esophageal cancer. About 1 year after the diagnosis of esophageal cancer, he developed blood 
streaked bowel movement and severe anemia. Colonoscopy showed a 3‑cm mass in the proximal ascending colon; 
biopsy showed metastatic SCC, consistent with metastasis from esophageal primary. He subsequently received pal‑
liative radiation to the ascending colon metastatic tumor with improvement of anemia, and remained transfusion 
independent for more than 3 months.

Conclusions: Colonic metastasis from esophageal SCC is rare, and associated with poor prognosis. There are no 
definite features in terms of location, histological differentiation etc. that contribute to colonic metastasis from pri‑
mary esophageal SCC. The goal of treatment is palliative and data from our and other case reports support the use of 
chemotherapy and radiation for symptom improvement and disease control.
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Background
Esophageal cancer including squamous cell carcinoma 
(SCC) and adenocarcinoma represents 4% of all cancers 
in the United States; in 2016, it is estimated approxi-
mately 16,000 new cases and more than 15,000 deaths as 
a result of this aggressive disease [1]. Globally, esopha-
geal cancer affects more than 450,000 peoples, and is 
the eighth most common cancer [2]. The incidence of 
esophageal cancer is rising rapidly with adenocarcinoma 
being more than SCC in the Western world; obesity, gas-
troesophageal reflux disease and Barrett’s esophagus 

have shown to increase the risk of esophageal adenocar-
cinoma [3]. Patients with esophageal cancer frequently 
present with locally advanced disease, and about 40% of 
patients have evidence of metastatic disease on presenta-
tion. Common sites of metastasis include liver, lung and 
bone [4]. Here, we present a rare case of colonic metasta-
sis from primary esophageal SCC.

Case presentation
In July 2009, a 60-year-old Caucasian male with hyper-
tension and dyslipidemia presented with neck stiffness 
and right neck mass for 3 months. The patient had a 
20-pack year history of smoking and moderate alcohol 
intake. Initial ENT evaluation with direct laryngoscopy 
showed some fullness in the right base of the tongue 
without any abnormality at the larynx or pyriform fossa. 
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CT scan of neck demonstrated a 3.8-cm necrotic mass 
in the right neck. Ultrasound guided biopsy of the right 
neck mass was consistent with malignant cells favor-
ing poorly differentiated SCC. Patient was referred to 
our center for further work up. Repeat direct laryngos-
copy showed a suspicious lesion at the right aryepiglot-
tic fold. He underwent CT scan of chest, abdomen and 
pelvis plus PET-CT, which showed a right neck mass 
(4.2  cm  ×  3.5  cm) medial to the sternocleidomastoid 
muscle. A diagnosis of metastatic SCC of the right cervi-
cal lymph node with likely primary lesion at the base of 
the tongue or larynx was made.

Patient underwent right supra-glottis  CO2 laser laryn-
gectomy and right modified radical neck dissection in 
September 2009. Pathology from the right supra-glottis 
laryngectomy showed 0.6  cm tumor, which was con-
sistent with moderately to poorly differentiated SCC 
with clear margins. Right neck dissection showed 3 out 
of 21 lymph nodes positive for metastatic SCC with the 
largest being 3  cm in greatest dimension. There was an 
extra-nodal extension of the tumor. The final diagnosis 
was T1N2bM0 (Stage IVA) right supra-glottis laryngeal 
SCC. Patient received adjuvant treatment with chemo-
radiotherapy completed in January 2010. Two months 
after completion of adjuvant treatment, the fiber-optic 
laryngoscopy and CT scan of neck showed no evidence 
of disease.

In October 2010, patient developed dysphagia, and 
examination of esophagogastroduodenoscopy and 
showed a stricture at 31 cm, a friable mass at 31–34 cm, 
Barrett’s mucosa noted from 34 to 39  cm, and the dia-
phragm at 39  cm from the incisors, respectively. Endo-
scopic ultrasound was done but the scope could not be 
passed through the stricture, but showed a mass at about 
24 cm from the incisors in the paraesophageal area just 
below the aortic arch. Fine needle aspiration biopsy of 
the esophageal stricture and mediastinal mass showed 
poorly differentiated SCC, positive for p63 and CK 5/6 
by immunohistochemical study. Imaging study with 
PET-CT and CT scan of neck, chest, abdomen and pel-
vis confirmed locally advanced esophageal cancer with 
mediastinal lymph node involvement. He underwent 
chemoradiotherapy with weekly paclitaxel and carbopl-
atin, completed in February 2011. A follow-up CT scan of 
chest in June 2011 indicated a good treatment response 
with tumor shrinkage. He declined surgery after comple-
tion of chemoradiotherapy.

In November 2011, he developed blood streaked 
bowel movement and severe anemia with hemoglobin of 
5.9 g/dL. He underwent CT scan of abdomen and pelvis 
and colonoscopy, and was found to have a 3-cm mass 
in the proximal ascending colon (Fig.  1). The biopsy 
showed metastatic SCC (Fig. 2). Immunohistochemical 

study showed the tumor was strongly positive for CK 
5/6, with foci of weak staining for p63 and negative 
staining for CK20 or CDX2, which was most consist-
ent with a metastatic lesion rather than a primary colo-
rectal carcinoma. He subsequently received palliative 
radiation (3000  cGy) to the ascending colon cancer 
with improvement of anemia, and remained transfusion 
independent for more than 3 months. In January 2012, 
he also received palliative radiation for brain metastasis. 
He was offered palliative chemotherapy but he refused. 
He entered hospice in May 2012, and passed away 
shortly afterwards.

Fig. 1 A mass at the ascending colon demonstrated on CT scan of 
abdomen and pelvis. The arrow showed a circumferential thickening 
of a segment of ascending colon due to colonic mass

Fig. 2 Microscopic finding of the colon tumor. Biopsy by colonos‑
copy showed poorly differentiated squamous cell carcinoma with 
dense cytoplasm, irregular nuclear contours, moderate pleomor‑
phism and prominent nucleoli (hematoxylin and eosin stain, ×40). 
Additional immunohistochemical study and comparison to prior 
tumor histology indicated metastatic rather than a primary colorectal 
carcinoma
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Discussion
Our patient initially underwent definitive surgery and 
adjuvant chemoradiotherapy for locally advanced laryn-
geal SCC; the follow-up surveillance examination includ-
ing endoscopic and CT scan examination showed no 
evidence of disease. However approximately 10  months 
after adjuvant treatment, he developed a second pri-
mary tumor (SPT), esophageal SCC. It has been shown 
that patients surviving laryngeal cancer treatment have 
increased risk of SPT, usually in the aerodigestive tract; 
the cumulative risk of developing a SPT is found to be 
26% at 10 years and 47% at 20 years [5]. Field canceriza-
tion, also known as condemned mucosal syndrome, has 
been well characterized in patients with SCC of head 
and neck (SCCHN) [6, 7]. This concept of field effect in 
cancer postulates the accumulation of multiple molecu-
lar alterations from long-term carcinogen exposure in 
the upper aerodigestive tract leads to an increased risk 
of malignant transformation in the whole tissue region. 
Active tobacco use has been shown to increase the risk 
of SPT in patients with SCCHN [8]. In a phase III study, 
chemoprevention with isotretinoin reduced the inci-
dence of SPT in patients with SCCHN, but the decrease 
in SPT did not lead to an increase in overall survival [9, 
10]. Therefore, life style modification including smoking 
cessation, close surveillance and imaging study based 
on symptoms and clinical examination but not chemo-
prevention are recommended in SCCHN patients with 
increased risk of SPT [11].

Esophageal cancer is among the top 10 leading cause 
of cancer-related mortality and common cancer world-
wide. There is a decreasing incidence of esophageal SCC 
but increasing incidence of esophageal adenocarcinoma 
in the Western world. Most patients present with locally 
advanced disease which requires combined-modality 
treatment including chemoradiotherapy with or without 
surgery. Neoadjuvant chemoradiation followed by sur-
gery has been shown to improve local control, disease-
free survival and overall survival compared to surgery 
alone [12]. For patients with locally advanced disease and 
unfit for surgery, the addition of concurrent chemother-
apy to radiotherapy provides a chance of long-term sur-
vival [13]. The liver, lung and the bones are common sites 
of metastases in esophageal cancer.

Our patient declined surgery after chemoradiotherapy 
for locally advanced esophageal SCC, and developed 
metastatic disease to ascending colon with severe hem-
atochezia and anemia about 9  months afterwards. His 
symptoms improved after palliative radiation to colonic 
metastasis, and remained transfusion independent for 
more than 3  months. He also developed brain metasta-
sis and received brain radiotherapy before succumbing to 
esophageal cancer about 6 months after being diagnosed 
with metastatic disease.

The predominant histology type of primary colo-
rectal cancer is adenocarcinoma; less common ones 
include neuroendocrine tumor, lymphoma, sarcoma 
and SCC [14]. The incidence of primary colorectal 
SCC is about 0.4% of colorectal cancers, and more 
than 90% of cases are at the rectum which may be 
associated with human papillomavirus infection and 
shares similar carcinogenesis process as anal canal 
SCC [15]. Metastatic involvement of the colon is a rare 
occurrence and is extremely rare from primary extra-
abdominal tumors. There are case reports of meta-
static colon cancer from primary malignancy such as 
melanoma, SCC of the lung, gastric adenocarcinoma, 
and invasive ductal breast carcinoma [16–18]. To this 
date, there are three case reports from Asia published 
in English literature describing colonic metastasis from 
primary esophageal SCC [19–21]. All reported cases 
were identified as synchronous metastasis to colon 
from primary esophageal SCC (Table  1). Our patient 
is the first case in Western world with metachronous 
colonic metastasis from primary esophageal SCC. The 
colonic metastasis was unlikely from laryngeal can-
cer due to the timing and characteristic of metastasis, 
but most likely due to retrograde lymphatic spreading 
from esophageal SCC [22].

For patients with metastatic esophageal SCC, the goal 
of treatment is palliative to improve quality of life and 
survival, which requires multi-disciplinary approach 
including pain and symptom management. Our patient 
declined chemotherapy but received colonic radiation 
with improved symptoms and independency of blood 
transfusion lasting for 3  months. Palliative chemother-
apy has yet to demonstrate survival improvement com-
pared to best supportive care, but is frequently used with 

Table 1 Published cases of colonic metastasis from esophageal squamous cell carcinoma

Authors and published year Location Timing Symptom Treatment Survival from colonic metastasis

Karwasra et al. 2002 [19] Transverse Synchronous None Resection Unknown

Iwase et al. 2004 [20] Sigmoid Synchronous Bleeding Chemotherapy 1 year

Shimada et al. 2014 [21] Transverse Synchronous None Resection 2.5 months

Garg et al. 2017 (the present report) Ascending Metachronous Bleeding Radiation 6 months
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platinum-based regimen [23]. Targeted therapy such as 
inhibitors of angiogenesis and epidermal growth factor 
receptor provides no additional benefit to chemotherapy 
[24, 25]. Immunotherapy with PD-1 inhibitor has demon-
strated promising activity in early-phase study, and may 
eventually change the treatment landscape for metastatic 
esophageal SCC [26].

Conclusions
Colonic metastasis from esophageal SCC is rare, and 
associated with poor prognosis. There are no definite 
features in terms of location, histological differentiation 
etc. that contribute to colonic metastasis from primary 
esophageal SCC. The goal of treatment is palliative and 
data from our and other case reports support the use of 
chemotherapy and radiation for symptom improvement 
and disease control.

Abbreviations
SCC: squamous cell carcinoma; SPT: second primary tumor; SCCHN: squamous 
cell carcinoma of head and neck.

Authors’ contributions
NG, CS, and CTH designed the report. YSZ, HR and CTH performed clinical 
examination and collected the patient’s clinical data. NG, CS, and CTH ana‑
lyzed the data and wrote the paper. All authors read and approved the final 
manuscript.

Author details
1 Department of Hematology‑Oncology, North Shore University Hospital 
and Long Island Jewish Medical Center, Northwell Health System, Manhasset, 
NY 11030, USA. 2 AIS Cancer Center, 2620 Chester Ave, Bakersfield, CA 93301, 
USA. 3 Division of Gastroenterology and Hepatology, Department of Internal 
Medicine, Loma Linda University, Loma Linda, CA 92354, USA. 4 Department 
of Pathology and Human Anatomy, Loma Linda University, Loma Linda, CA 
92354, USA. 5 Division of Medical Oncology and Hematology, Department 
of Internal Medicine, Loma Linda University, 11175 Campus Street, CSP 11015, 
Loma Linda, CA 92354, USA. 

Acknowledgements
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
Data sharing not applicable to this article as no datasets were generated or 
analyzed.

Consent for publication
The patient involved in this study gave his informed consent authorizing use 
and disclosure of his protected health information.

Ethics approval and consent to participate
Institutional review board’s statement is not needed for this case report per 
institutional review board’s policy at Loma Linda University.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

Received: 8 February 2017   Accepted: 1 April 2017

References
 1. Siegel RL, Miller KD, Jemal A. Cancer statistics, 2016. CA Cancer J Clin. 

2016;66(1):7–30.
 2. Pennathur A, Gibson MK, Jobe BA, Luketich JD. Oesophageal carcinoma. 

Lancet. 2013;381(9864):400–12.
 3. Zhang Y. Epidemiology of esophageal cancer. W J Gastroenterol. 

2013;19(34):5598–606.
 4. Quint LE, Hepburn LM, Francis IR, Whyte RI, Orringer MB. Incidence and 

distribution of distant metastases from newly diagnosed esophageal 
carcinoma. Cancer. 1995;76(7):1120–5.

 5. Gao X, Fisher SG, Mohideen N, Emami B. Second primary cancers in 
patients with laryngeal cancer: a population‑based study. Int J Radiat 
Oncol. 2003;56(2):427–35.

 6. Slaughter DP, Southwick HW, Smejkal W. Field cancerization in oral strati‑
fied squamous epithelium; clinical implications of multicentric origin. 
Cancer. 1953;6(5):963–8.

 7. Sabharwal R, Mahendra A, Moon NJ, Gupta P, Jain A, Gupta S. Genetically 
altered fields in head and neck cancer and second field tumor. South 
Asian J Cancer. 2014;3(3):151–3.

 8. Khuri FR, Kim ES, Lee JJ, Winn RJ, Benner SE, Lippman SM, Fu KK, Cooper 
JS, Vokes EE, Chamberlain RM, et al. The impact of smoking status, disease 
stage, and index tumor site on second primary tumor incidence and 
tumor recurrence in the head and neck retinoid chemoprevention trial. 
Cancer Epidemiol Biomark Prev. 2001;10(8):823–9.

 9. Benner SE, Pajak TF, Lippman SM, Earley C, Hong WK. Prevention of 
second primary tumors with isotretinoin in patients with squamous cell 
carcinoma of the head and neck: long‑term follow‑up. J Natl Cancer Inst. 
1994;86(2):140–1.

 10. Hong WK, Lippman SM, Itri LM, Karp DD, Lee JS, Byers RM, Schantz SP, 
Kramer AM, Lotan R, Peters LJ, et al. Prevention of second primary tumors 
with isotretinoin in squamous‑cell carcinoma of the head and neck. N 
Engl J Med. 1990;323(12):795–801.

 11. Halimi C, Barry B, De Raucourt D, Choussy O, Dessard‑Diana B, Hans S, 
Lafarge D, work‑group S: Guidelines of the French Society of Otorhino‑
laryngology (SFORL), short version. Diagnosis of local recurrence and 
metachronous locations in head and neck oncology. Eur Ann Otorhi‑
nolaryngol Head Neck Dis. 2015;132(5):287–90.

 12. van Hagen P, Hulshof MC, van Lanschot JJ, Steyerberg EW, van Berge 
Henegouwen MI, Wijnhoven BP, Richel DJ, Nieuwenhuijzen GA, Hospers 
GA, Bonenkamp JJ, et al. Preoperative chemoradiotherapy for esophageal 
or junctional cancer. N Engl J Med. 2012;366(22):2074–84.

 13. Herskovic A, Russell W, Liptay M, Fidler MJ, Al‑Sarraf M. Esophageal carci‑
noma advances in treatment results for locally advanced disease: review. 
Ann Oncol. 2012;23(5):1095–103.

 14. Thomas RM, Sobin LH. Gastrointestinal cancer. Cancer. 1995;75(1 
Suppl):154–70.

 15. Stewart SL, Wike JM, Kato I, Lewis DR, Michaud F. A population‑based 
study of colorectal cancer histology in the United States, 1998–2001. 
Cancer. 2006;107(5 Suppl):1128–41.

 16. Tessier DJ, McConnell EJ, Young‑Fadok T, Wolff BG. Melanoma metastatic 
to the colon: case series and review of the literature with outcome analy‑
sis. Dis Colon Rectum. 2003;46(4):441–7.

 17. Stinchcombe TE, Socinski MA, Gangarosa LM, Khandani AH. Lung cancer 
presenting with a solitary colon metastasis detected on positron emis‑
sion tomography scan. J Clin Oncol. 2006;24(30):4939–40.

 18. Lee HC, Yang MT, Lin KY, Tu HY, Zhang TA, Chen PH. Metastases from 
gastric carcinoma to colon in the form of multiple flat elevated lesions: a 
case report. Kaohsiung J Med Sci. 2004;20(11):552–7.

 19. Karwasra RK, Garg P, Godara R, Yadav V. Colonic metastasis from 
squamous cell carcinoma of esophagus. Indian J Gastroenterol. 
2002;21(5):207.

 20. Iwase H, Indo T, Shimada M, Tsuzuki T, Nakarai K, Kaida S, Doi R, Okeya M, 
Kato E. Esophageal cancer with colonic metastasis successfully treated by 
chemoradiotherapy followed by chemotherapy with S‑1 and cisplatin. Int 
J Clin Oncol. 2004;9(5):398–402.



Page 5 of 5Garg et al. Exp Hematol Oncol  (2017) 6:11 

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

 21. Shimada Y, Okumura T, Hojo S, Sukegawa K, Nagata T, Hayashi S, Tsukada 
K. Synchronous asymptomatic colonic metastasis from primary esopha‑
geal squamous cell carcinoma. J Surg Case Rep. 2014;2014(1):117.

 22. Oshiro H, Osaka Y, Tachibana S, Aoki T, Tsuchiya T, Nagao T. Retrograde 
lymphatic spread of esophageal cancer: a case report. Medicine. 
2015;94(27):e1139.

 23. Higuchi K, Koizumi W, Tanabe S, Sasaki T, Katada C, Azuma M, Naka‑
tani K, Ishido K, Naruke A, Ryu T. Current management of esophageal 
squamous‑cell carcinoma in Japan and other countries. Gastrointest 
Cancer Res. 2009;3(4):153–61.

 24. Ajani JA, Barthel JS, Bentrem DJ, D’Amico TA, Das P, Denlinger CS, Fuchs 
CS, Gerdes H, Glasgow RE, Hayman JA, et al. Esophageal and esophago‑
gastric junction cancers. J Natl Compr Cancer Netw. 2011;9(8):830–87.

 25. Digklia A, Voutsadakis IA. Targeted treatments for metastatic esophageal 
squamous cell cancer. World J Gastrointest Oncol. 2013;5(5):88–96.

 26. Piha‑Paul SA, Jalal SI, Mai‑Dang H, Saraf S, Koshiji M, Csiki I, Bennouna J. 
Updated results for the advanced esophageal carcinoma cohort of the 
phase Ib KEYNOTE‑028 study of pembrolizumab (MK‑3475). J Clin Oncol. 
2016;34(4_suppl):7.


	Metastatic squamous cell carcinoma of colon from esophageal cancer
	Abstract 
	Background: 
	Case presentation: 
	Conclusions: 

	Background
	Case presentation
	Discussion
	Conclusions
	Authors’ contributions
	References




