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Introduction

Here we present the rare case of a patient with inadequately treated colon cancer,
due to refusal of chemotherapy, who presented with difficult swallowing and was found
to have colonic metastasis to the distal esophagus. Of the approximately 135,000 cases
of large bowel cancer diagnosed each year in the United States, 95,520 cases are colon
of those diagnosed with colon cancer, approximately 20% will have distant metastases
at the time of presentation [1]. colon cancer metastasis to the esophagus is rare and
presentation is limited to few isolated case reports. In this report, we present our
experience with a patient with a history of colon cancer who developed difficulty
swallowing due to esophageal metastases.
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Case Presentation

A 70 years old male with a past medical history significant for hypertension,
hyperlipidemia, and colon cancer presented to our emergency department with a one-
month history of difficulty swallowing. The patient stated that his symptoms began as a
sore throat one month prior to presentation and progressed to difficulty swallowing
solid foods then to difficulty swallowing liquids. Of note, the patient denied odynophagia
and dyspnea. Social history was significant for smoking cigarettes from age thirteen
until he was sixty years old at which point he started using snuff, and he used to drink
alcohol daily in his early twenties for six years quitting thereafter. Family history was
significant for a brother with esophageal cancer and a mother with metastatic cancer of
unknown origin; however, family history was negative for colon cancer. Two years prior
to presentation at our emergency department, he was diagnosed with stage Ill colon
cancer, which had presented as a partial bowel obstruction. The patient underwent
hemicolectomy, and due to two out of nineteen nodes being positive, chemotherapy
was recommended; however, the patient declined chemotherapy. Due to insurance
issues, the patient failed to follow up with oncology following hemicolectomy. His last
colonoscopy was two months prior to current presentation demonstrated no significant
findings.

Initial evaluation of the patient included CBC, electrolytes, and liver enzymes, all of
which were found to be within normal limits. CEA was 1.6 ng/mL. ACT scan of his chest
showed an infiltrative mass-like density in the proximal esophagus with stranding in the
left superior mediastinum possibly related to the presence of a metastatic lymph node,
along with numerous small bilateral pulmonary nodules concerning for metastatic
disease (Figureure 1). Given the concerning nature of his CT results, an EGD was
performed and reported mild stricture in the proximal esophagus at 22 cm with some
nodularity and no ulceration. Biopsy of the stricture showed intact squamous mucosa
with underlying atypical glandular proliferation and moderately differentiated
adenocarcinoma involving the muscularispropria indicating metastatic disease.
Malignant cells were positive for CK 20 and CDX2 and negative for CK7 and TTF 1
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phenotypically compatible with colorectal primary cancer.
There was no Barrett's esophagus at the site of the biopsy
supporting the diagnosis of a metastatic lesion rather than a
primary esophageal cancer.
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Metastasis to the esophagus is rare and has most
frequently been shown to arise from breast or lung cancer [2].
Literature search for case reports of large bowel carcinoma
metastasis to the esophagus was able to recapitulate the
rarity of our own report, yielding only 4 reports to date [3-6].
In our case, the presence of intact mucosa and the
involvement of the sub mucosa and muscular is layers with cancer
cells indicated the diagnosis of metastatic disease. However due
to the limitation of the metastatic lesions to the submucosal
space, it is not uncommon for an endoscopic biopsy to miss
the diagnosis, especially with a macroscopically normal mucosa
[2,7]. Hence, patients presenting with dysphagia in the setting
of a known history of malignancy should be examined with
caution, and metastasis to the esophagus should remain on
the differential.
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