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ABSTRACT

Intracranial metastasis of a uterine cervical carcinoma is a very rare occurrence. These metastases are characteristically 
multiple, supra-tentorial, associated with multiple systemic dissemination, usually occur relatively late in the course 
of the disease, and are most often seen in squamous carcinomas. We present an unusual case which defied these 
characteristics. This patient was in long-term remission (11 years), presented with a solitary cerebellous metastases, 
had no evidence of other systemic spread, and the pathology was an adenocarcinoma. We present this rare case with 
interesting clinical ramifications. This is probably the longest duration of remission prior to the metastasis in the 
published literature.

Key words: Adenocarcinoma, cerebellous metastasis, uterine cervical squamous cell carcinoma

Ravi Dadlani, Nandita Ghosal1, Alangar Sathya Hegde
Departments of Neurosurgery and 1Pathology, Sri Satya Sai Institute of Higher Medical Sciences, Bangalore, Karnataka, India

Solitary cerebellous metastasis after prolonged 
remission in a case of uterine cervical 
adenocarcinoma

Case Report

Introduction

Cancer of the uterine cervix (CUC) is one of the leading 
cancer in women and the most common cancer among 
all sites in both sexes in India.[1] It has been estimated that 
100,000 new cases of CUC occur in India every year. [1] CUC 
has a very low potential for metastases (<10%).[2] Metastases 
have a proclivity for certain sites, namely retroperitoneal 
lymph nodes, lung, and bone.[3] Cerebral metastases, rarely 
reported, have a low incidence (0.5% to 1%) and usually 
occur late as a component of disseminated disease with 
systemic involvement. [2] Most (two-third) are multiple 
and supra-tentorial.[2] Cerebellum is a very unusual site for 
metastasis.[2-4] The median interval from primary diagnosis 
to metastases has been described at 18 months.[3] These 
tumors are usually poorly differentiated[2,3] and the most 
common histopathology is proven to be the squamous 
tumors with very few reported cases of adenocarcinomas.[3]

We report an unusual presentation of a solitary cerebellar 
metastasis after 11 years remission. The lesion was an 
adenocarcinoma with extensive mucoid differentiation 
with no recurrence at long-term follow up.

Case Report

A 51-year-old lady presented with raised intracranial 
pressure since 3 weeks. She had no neurological signs 
on examination. Prior history of the uterine cervical 
adenocarcinoma FIGO stage IB1 was present, 11 years 
ago for which she had undergone a radical hysterectomy 
with bilateral salpingo-oophorectomy and pelvic lymph 
node clearance. Lymph nodes taken from both common, 
external and internal iliac groups and the obturator 
nodes revealed no metastases. She underwent adjuvant 
radiotherapy-30 fractions of 200 cGy each adding to a 
total of 60 Gray.

Brain MRI done at presentation revealed [Figures 1a- c] 
a well-defined, solitary lesion of the left cerebellar 
hemisphere. A systemic MRI survey did not reveal any 
other metastases. She underwent a lateral suboccipital 
craniectomy and complete excision of the lesion. 
Intraoperatively the lesion was encapsulated, with well-
defined planes and contained a whitish yellow mucoid 
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material. Post-operative MRI revealed complete excision 
of the lesion. The histopathology [Figures 2a-c] revealed 
features of a mucinous papillary adenocarcinoma with 
abundant mucin secretion. The patient underwent 
adjuvant whole brain radiotherapy [WBRT] and has 
been on follow up for 3 years with no recurrence of the 
lesion.

Discussion

The incidence of metastasis in CUC in reviews published 
has ranged from 0.416% to 0.76%.[5-7] The time interval 
of metastases after diagnosis of CUC is reported from 
8 weeks to 8 years (longest),[5] with the median time for 
manifestation being 18 months.[4] Unusual shorter latent 
periods of 1-5 weeks have been reported.[4] An unusually 
long remission of 11 years as in this patient has not 
been reported earlier in the literature. No association 
between the histology and time interval has ever been 
ascertained.[2-10]

Hematogenous and vertebral venous system as routes 
of dissemination have been implicated.[2,7] Possible 
association between the size of the primary and the 
propensity to metastasize has been reported.[7]

The more frequent supra-tentorial occurrence of 
the metastases is probably related to the spatial 
characteristics of the lesion and vascularity.[8] There are 
very few clinical reports of brain involvement without 
detectable systemic involvement.[8] Only about one third 
of all reported cases have had lesions in the posterior 
fossa and solitary lesions there are even rarer.[2] The 
presence of tumor cells in cerebral vasculature has been 
found in patients without obvious metastases leading to 
implicate other factors in the pathogenesis such as host 
immune response, neo-vascularization, and tumor cell 
properties.[3]

The most common histopathology of the metastatic 
lesion has been reported as the squamous cell carcinoma 
with rare incidence of adenocarcinomas.[2-6] The relative 

Figure 1: (a-c) Pre-operative MRI of the brain demonstrating the lesion. Axial (a), coronal (b) and sagittal (c) images of T1W post-contrast images 
revealed a heterogeneous enhancement in a well-circumscribed intra-axial lesion in the left cerebellar hemisphere measuring 3.2 × 3.8 × 4.3 cm. 
The lesion is seen abutting the left lateral recess of the fourth ventricle with mass effect

a b c

Figure 2: (a-c) Paraffin section showing a metastatic adenocarcinoma [hematoxylin and eosin (a) ×40; (b) ×100]. Abundant mucin secretion 
visualized [Alcian Blue stain ×100]
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occurrence of the different cellular histology would 
explain the corresponding incidence of metastases in 
the adenocarcinoma group.[9]

The primary histology does not have prognostic significance 
to predict metastases.[8] The current recommended treatment 
modalities for cerebral metastases are surgery followed 
by adjuvant radio [WBRT or stereotactic radiosurgery 
(SRS)] or chemoradiotherapy.[2-10] Management depends 
on the systemic disease, number metastases, and the 
clinical condition of the patient. A single lesions surgery 
followed by radiotherapy is reported to result in a long 
recurrence free survival of 6 years[10] and in another patient 
who survived 10 years following surgery for a solitary 
metastasis.[7] The median survival with surgery followed 
by radiotherapy has been found to be more effective than 
direct radiotherapy alone.[8] Palliative therapy – steroids 
and WBRT – is recommended in multiple intracranial 
lesions with multi-organ involvement.[8] SRS has been used 
as a treatment modality and may be as effective for small 

and inaccessible lesions.[8]

The overall survival in patients with CUC has been dismal, 
around 34% (irrespective of the stage) in one large series. [1] 
Long-term survival rates in metastases are typically very 
rare[2-9] but have been reported (6 years and 10 years). [7,10] 
Prognosis in a solitary cerebral metastasis is usually 
poor in view of the systemic involvement of the tumor[2] 
without which the outcome is considered favorable.[3] This 
patient has been on follow up for over 40 months with no 
evidence of any further metastases. A good post-operative 
survival in this case is attributed to a single metastasis, 
no systemic involvement, and complete surgical excision 
with adjuvant post-operative radiotherapy.

Conclusions

The diagnosis of a solitary, cerebellous metastasis from a 
primary CUC adenocarcinoma preceded by a very long 

remission is noteworthy. This case disproves several 
standard beliefs, namely the histology, single metastasis 
to the posterior fossa in the absence of other systemic 
metastases, protracted period of remission prior to 
metastasis, and prolonged survival after definitive 
surgery. Surgical excision especially for solitary lesions 
without systemic involvement results in favorable 
outcome. A very high degree of suspicion is warranted 
in patients with prior diagnosis of CUC and also caution 
is to be rendered in prognosticating since prolonged 
remission both prior to and after metastasis does occur.
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Commentary

About 37% of the malignant metastasis to the central 
nervous system is rare and it is reportedly under 3 – 5% 
of all the metastases that are resected from the brain. 
However, the biological reason as to why this is true 
is not known. There are a few other cancers, such as 
prostate, which are very common, but rarely spread 
to the brain. The treatment for solitary brain tumors is 

commonly carried out by surgery followed by systemic 
chemotherapy and radiation. This approach is found 
to be as effective as the treatment by stereotactic 
radiosurgery combined with radiotherapy.

Carcinoma of the uterine cervix is known to spread 
to the adjacent organs through the lymphatics to the 
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