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Background: Cervical cancer is a leading cause of morbidity and mortality in women, but cerebral metastasis from cervical
carcinoma is a rare event with a reported incidence of 0.57%.
Case Report: We describe a case of brain metastasis from primary cervical adenocarcinoma with several distinct features. This
case illustrates uncommon presenting neurologic symptoms, a rare combination of histopathologic features, and atypical
findings on radiographic evaluation.
Conclusion: Clinicians must maintain a high index of suspicion for cerebral metastasis to make an accurate diagnosis and
initiate appropriate management of advanced cervical cancer.
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INTRODUCTION
Cervical cancer is a common cause of morbidity and
mortality among women. Worldwide, it is the third most
common cancer and the second most frequent cause of
cancer-related death among women.1 The incidence and
mortality rates are related to the presence of screening
programs and the availability of the human papilloma virus
(HPV) vaccination.2 Distant metastasis occurs late in
disease progression via hematogenous dissemination after
local spread and lymphatic invasion have occurred.3
Common sites of distant metastasis include the liver, lungs,
and bone. The development of cerebral metastasis from
primary cervical cancer is rare, with only approximately 100
cases reported.4,5 We describe a case of brain metastasis
from a primary cervical adenocarcinoma and detail the
atypical initial presenting symptoms, histopathologic features, and radiographic findings.

CASE REPORT
A 52-year-old gravida 2 para 2 obese white female with no
significant medical history presented with a 1-day history of
sustained left-sided facial twitching and thumb paresthesia.
She reported a 50-lb weight loss and increasing pelvic and
back pain that improved with ibuprofen and tramadol during
the previous 6 months. The patient reported no atypical
genital bleeding. Review of systems was significant for
fatigue, xerostomia, dysgeusia, nausea, constipation, and
hematuria and negative for a history of tick bites, headache,
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or vomiting. Social history was negative for tobacco and
alcohol use. Family history was negative for any malignancies and neurologic disorders. The patient had not received
Papanicolaou or HPV screening in 15 years because of poor
access to medical care.
General physical examination was significant for left lower
facial droop and intermittent twitching. The patient had normal
motor function in the left digits. Pelvic examination revealed
normal external genitalia. Speculum examination revealed a
craterous lesion replacing the endocervix and ectocervix with
necrotic tissue. Papanicolaou smear demonstrated atypical
glandular cells suggestive of adenocarcinoma. The cervical
biopsy specimen demonstrated moderately differentiated
adenocarcinoma of the endocervix with positivity for cytokeratin (CK) 7, P16, carcinoembryonic antigen, vimentin, and
mucin stain and negativity for estrogen receptor, progesterone
receptor, CDX2, and CK20. Positron emission tomography
scan demonstrated a 9 3 14 3 11.5-cm hypermetabolic
necrotic cervical mass extending to the uterine fundus and
involving the bladder and superior vagina bilaterally.
Magnetic resonance imaging (MRI) of the head with
contrast demonstrated a single peripherally enhancing intraaxial lesion located within the posterior right frontal lobe
abutting the postcentral gyrus at the gray-white junction,
measuring 4.1 3 3.1 3 3.7 cm. The lesion included a small rim
of vasogenic edema at the periphery, without midline shift.
Microvascular white matter ischemic changes were also
observed, as depicted in Figure 1A. Brain biopsy demonOchsner Journal
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Figure 1. Axial T2/fluid attenuated inversion recovery magnetic resonance imaging of the
brain shows (A) a tumor in the posterior right frontal lobe abutting the postcentral gyrus at
the gray-white junction, measuring 4.13 3.13 3.7 cm; (B) status post tumor resection from the
posterior right frontal lobe; and (C) expected postsurgical changes after 2 months of
chemoradiation therapy status post tumor resection.
strated metastatic, poorly differentiated carcinoma with
features of adenosquamous carcinoma (Figure 2A-2C) and
diffuse positivity for P16 (Figure 2D) and CK7 (Figure 2E)
consistent with adenocarcinoma. Squamous differentiation
was supported by patchy positivity for CK5/6 (Figure 2F).
Chest x-ray yielded negative findings. An electroencephalogram (EEG) demonstrated right centrotemporal focal polymorphic slowing with frequent sharp waves, occasionally
occurring as sustained repetitive discharges.
A diagnosis of epilepsia partialis continua (EPC) and
metastatic adenocarcinoma of the cervix was made, as
evidenced by the patient’s EEG and brain biopsy results,

respectively. The patient was administered Keppra (levetiracetam) 1,000 mg twice a day for seizure control with plans for
a right craniotomy for tumor resection 3 days after initial
presentation. After surgical removal of the tumor (Figure 1B),
the patient’s symptoms ceased, and she received external
beam radiotherapy and cisplatin chemotherapy. Keppra was
decreased to 500 mg twice a day for seizure prophylaxis after
surgery. MRI follow-up at 2 months (Figure 1C) demonstrated
expected postsurgical changes status post right frontotemporoparietal craniotomy for subtotal resection of the posterior
frontal intraaxial mass. The mass effect on the right lateral
ventricle resolved with no evidence of tumor recurrence or

Figure 2. Brain mass biopsy specimen demonstrates (A) poorly differentiated carcinoma
(hematoxylin and eosin stain [H&E], 350); (B) glandular features (H&E, 3100); (C) squamous
features (H&E, 3100); (D) P16 positivity (P16 immunostain, 350); (E) cytokeratin (CK) 7
positivity (CK7 immunostain, 3100); and (F) CK 5/6 positivity (CK 5/6 immunostain, 3100).
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new metastatic disease. The patient received palliative care
and died 6 months after the diagnosis of brain metastasis.

DISCUSSION
The most common intracranial tumor is a brain metastasis
from a differing primary tumor. While brain metastasis is the
most common intracranial tumor, brain metastasis from
cervical cancer is extremely rare with an incidence of
0.57%.4 This case of cervical carcinoma demonstrates many
unusual characteristics, including a rare location for distant
metastasis, an uncommon metastasizing cell line, and atypical
presenting clinical symptoms and radiology imaging features.
More common locations for distant metastasis of cervical
cancer include the liver, lungs, and bone. Chura et al
documented 12 cases of cervical cancer metastasizing to
the brain, with three-fourths of cases identified as primary
cervical carcinoma of squamous-cell origin.6 Our patient
presented with adenocarcinoma of the cervix with squamous
features (Figure 2), a rare cell line to metastasize to the brain.4
The initial presentation of patients with symptomatic
cervical cancer often includes abnormal vaginal bleeding,
menorrhagia, dyspareunia, and unusual vaginal discharge.4
Our patient never noted any genital bleeding or discharge,
and sustained facial twitching, thumb paresthesia, and facial
droop because of EPC were her predominant neurologic
symptoms. Headaches, hemiparesis, and vomiting were
absent. A literature search of case studies of primary cervical
carcinoma with cerebral metastasis demonstrated that the
most common neurologic symptoms include nausea, vomiting, and headaches, with hemiparesis and seizures being
less likely presentations.7-9 Most patients with cerebral
metastasis present with headache, vomiting, and focal
neurologic signs from mass effect of the tumor. Although
patients with cerebral metastasis from primary cervical
carcinoma most commonly present with these symptoms,
our case illustrates the importance of maintaining suspicion
in the presence of other neurologic signs such as EPC.10,11
Radiographic workup was initiated after the abnormal
pelvic examination and Papanicolaou smear. Cerebral
metastases commonly present as multiple lesions in the
cerebral gray-white junctions and are usually associated
with systemic involvement.6,8 Our patient presented with a
solitary brain lesion on imaging without systemic involvement of the lungs, liver, or bones. In addition, other case
studies of cervical carcinoma metastasizing to the brain
report multiple intracranial metastases on radiology.7,12-14
Single metastatic lesions to the brain are more commonly
seen with breast, renal, and colorectal carcinomas.13
Although this solitary lesion was located near the graywhite junction, the fact that it was a solitary lesion delayed
the diagnosis by several days owing to uncertainty of the
origin of the lesion. This case demonstrates an uncommon
finding on radiology that clinicians should recognize.

CONCLUSION
This case presents a rare set of clinical symptoms,
histopathologic features, and radiologic findings attributed
to a primary diagnosis of cervical adenocarcinoma with
cerebral metastasis. The characteristics presented in this
case should be considered when evaluating a patient with
cervical cancer who is experiencing new neurologic
symptoms to facilitate swift diagnosis and initiate appropriate management.
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