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Esophageal carcinoma is considered a common malignancy across the globe. These 
patients usually present with an advanced stage of the disease at the time of diagnosis. 
Herein, we report a 55-year male patient who presented with leptomeningeal carcino-
matosis, detected on cerebrospinal fluid (CSF) cytology in a case of adenocarcinoma 
lower third esophagus. On radiological imaging, he also had extensive metastatic 
deposits in the liver, pleura, and regional and paravertebral lymph nodes.
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Introduction

The condition leptomeningeal metastasis, carcinomatosis, 
or neoplastic meningitis involves cases where the tumor 
spreads from its original site to the meningeal covering. In 
this tumor, cells are also found circulating in the  cerebrospinal 
fluid (CSF)1. It is extremely rare to note neoplastic meningi-
tis in esophageal cancer. In the literature, esophageal carci-
noma metastasis to the brain was found in only 36 patients in 
Japan. 2 One of the therapies that is used in its management 
includes intrathecal approach of administration of chemo-
therapy and radiotherapy. There are no specific treatment 
guidelines described in the literature.

We hereby report a case of a 55-year-old male having 
extensive leptomeningeal carcinomatosis.

Case Report
A 55-year-old male presented with history of pain in abdo-
men, headache, and vomiting since the last 7 days. He was a 
known case of carcinoma esophagus since the last 9 months 
and was on treatment. PET CT F18-FDG (whole body) showed 
growth in the lower thoracic esophagus to GE junction, 
 measuring 3.5 × 3.1 × 1 cm and protruding in the stomach with  
thickness measuring 2.5 cm. The growth in the lower esoph-
agus, with extension to GE junction and part of the lesser 

curvature of stomach was evident. Also, nodal metastasis 
to aortoesophageal, gastrohepatic ligament, aortocaval, and 
retrocaval nodes were noted. Both lobes of liver showed mul-
tiple nodules, with the largest measuring 4.6 × 3 × 2.5 cm. 
Bilateral pleura-based nodules in the subpleural area were 
also suggestive of metastasis. Left iliac bone and humeral 
head showed lytic skeletal lesion.

Esophageal biopsy from lower one third of esophageal 
growth reported as moderate to poorly differentiated adeno-
carcinoma. Patient received 12 cycles of chemotherapy.

On 7 months follow-up, MRI of brain (plain and contrast) 
showed diffuse linear postcontrast enhancement along the 
surface of brain parenchyma to the supra- and intratento-
rial subarachnoid space. The finding is suggestive of  diffuse 
leptomeningeal carcinomatosis (►Figs.  2  and  3). The CSF 
cytology analysis showed 5 mL, slightly hazy fluid with 
raised protein levels. The CSF microscopy findings were  
RBC 2 to 3/hpf, WBC—total leucocyte count—160/mm3 with 
differential leucocyte count–neutrophil 30% and lymphocyte 
70% along with many clusters of scattered neoplastic cells 
which are variable sized. The tumor cells showed moderate 
pleomorphism. The nuclei were hyperchromatic to vesicular 
with prominent nucleoli. The tumor cells had less cytoplasm.  
A few scattered tumor giant cells were noted. The findings 
suggested a positive result for adenocarcinoma cells in cere-
brospinal fluid. (►Fig. 1A, B)
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Discussion
The esophageal cancer generally has a poor outcome. Most 
patients present at an advanced stage at the timing of 
diagnosis. These tumors have a tendency to spread via the 
lymphatics and hematogenous route. The common sites 
for metastasis are lungs, liver, peritoneum, bone, and kid-
ney.2-4 The local continues spread to stomach and adjust 
structure noted commonly, while the metastasis deposited 
in the brain was infrequent.5,6

It is very rarely noted that solid tumors showed carci-
nomatosis meningitis. It happens in 5 to 10% of patients 
afflicted with carcinoma lung, melanoma or breast  cancer, 
while it is extremely rare in esophageal cancer.7 The inci-
dence of leptomeningeal involvement in esophageal adeno-
carcinoma is 0.16% and gastric adenocarcinoma is 0.14%.7-9  
Leptomeningeal carcinomatosis may present with variable 
manifestations like limb weakness, sensory loss, altered 
mental status, seizures, facial pain, visual disturbances, 
and radicular pain. The signs and symptoms related to 
CSF obstruction such as nausea, vomiting, headache, and 
 confusion were noted. The detection of carcinomatosis 
meningitis secondary to esophageal adenocarcinoma is dif-
ficult to diagnose on CT and MRI of head. There was high- 
sensitivity (91%) for detecting in CSF examination by lumbar 
puncture.10 On radiological examination, it showed that the 
majority of metastatic tumor cells were diffuse and infil-
trated into the meninges or subarachnoid space, with no sig-
nificant space-occupying lesion or effect. In our care along 
with CT, MRI findings, we were able to diagnose this case 
in the CSF cytology, which showed neoplastic cells of meta-
static adenocarcinoma.

The gastroesophageal adenocarcinoma is the most dif-
ficult malignancies to treat, with poor prognosis and over-
all survival range from 4 to 16 weeks after diagnosis.8 The 
various treatment practices are as follows: surgical excision,  
radiation, and chemotherapy. For symptoms of pain, head-
ache treated by corticosteroids. Currently, there is no effec-
tive treatment for leptomeningeal carcinoma. Palliative 
care for neurodeficits, hydrocephalous, encephalopathy and 
systemic involvement are essential aspects of treatment. The 
overall outcome of leptomeningeal carcinomatosis remains 
poor. The rate of detection is increasing with incorporation 
and utilization of CSF examination, CSF tumor markers, 
newer radiological imaging techniques, etc., to detect tumor- 
specific somatic mutations.

Conclusion
We report leptomeningeal carcinomatosis in a case of mod-
erately differentiated adenocarcinoma in esophagus for its 
clinical, radiological, and cytological findings.
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Fig. 1 (A) Cerebro spinal fluid showing red blood cell and  neoplastic 
adenocarcinoma cells in  clusters. (Leishman’s stain,100x). (B) Cluster 
of neoplastic adenocarcinoma cells in cerebrospinal fluid (Leishman’s 
stain,100x).

Fig. 2 Cerebrospinal fluid showing red blood cell and neoplastic ade-
nocarcinoma cells in clusters. (Leishman’s stain,100×).

Fig. 3 MRI brain  showed diffuse linear post contrast enhancement 
along the surface of brain parenchyma supra and intra-tentorial with 
in subarachanoid space. 
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