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ABSTRACT

We report a rare case of metastatic rectal carcinoma from endometrial 
adenocarcinoma , and review the Japanese cases. A 61-year-old woman underwent 
total abdominal hysterectomy and bilateral salpingo-oophorectomy and pelvic 
lymphadenectomy for endometrial adenocarcinoma and metastatic ovarian tumors. 
Four years later, a follow-up examination using positron emission tomography-
computed tomography revealed a rectal tumor with high 18F-fluorodeoxyglucose 
accumulation. Colonoscopy subsequently revealed a submucosal tumor on the rectum, 
and the biopsy specimen revealed adenocarcinoma. As the distant metastasis was not 
recognized at the other examinations, we performed surgical resection of the rectal 
tumor. Pathological examination of the resected specimen revealed that the tumor 
was endometrioid adenocarcinoma with squamous differentiation with positive 
immunohistochemical staining for cytokeratin 7 and negative staining for cytokeratin 
20 and CD10, positive for estrogen receptor and progesterone receptor. These findings 
suggest that the rectal tumor was metastasis from the endometrial adenocarcinoma. 
We should follow-up for gynecological lesions with that possibility in mind, and the 
resection of metastatic colorectal carcinoma can help to improve the prognosis which 
should be considered in similar cases.    Ryukyu Med. J., 36 (1, 2) 29～36, 2017
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INTRODUCTION

Colorectal carcinoma is the most common 
malignant disease worldwide, and its incidence has 
recently been increasing in Japan1). Metastatic 
colorectal carcinoma from other organs is rare, with 
an incidence of only 0.1-1% among all colorectal 
carcinoma cases2). We report a case of metastatic 
rectal carcinoma from endometrial adenocarcinoma 
which was reported several cases in Japan. Our 

case is the first case which is pointed out by positron 
emission tomography-computed tomography (PET/
CT) among Japanese cases.

CASE REPORT

A 61-year-old woman (gravida 2 and para 0) 
concurrently underwent total abdominal 
hysterectomy and pelvic lymphadenectomy for 
endometrial adenocarcinoma, and bilateral salpingo-
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oophorectomy for bilateral ovarian tumors. 
Histological examination of the specimens revealed 
that the tumor was endometrioid adenocarcinoma 
with squamous differentiation without the metastases 
of lymph nodes, and immunohistochemical staining 
showed that tumor cells were positive for estrogen 
receptor (ER) and progesterone receptor(PgR) (Fig. 
1a.b.c).The ovarian tumors were diagnosed as 
metastases of endometrial adenocarcinoma via 
postoperative histological examinations. The uterine 
carcinoma was stage IIIa, and the patient underwent 
treatment using paclitaxel (TAXOL®; 175 mg/m2, 
260 mg total dose) and carboplatin (PARAPLATIN ®; 

target area under the blood concentration-time 
curve = 6,660 mg total dose) every four weeks as 
postoperative adjuvant chemotherapy for 6 months. 
We performed the annual plain thoracoabdominal 
CT and PET/CT as part of her postoperative 
gynecological follow-up in this case because she 
suffered from bronchial asthma. Four years later, 
she underwent PET/CT and this test revealed high 
18F-fluorodeoxyglucose (FDG) accumulation in her 
rectum for the first time (maximum standardized 
uptake value: 6.5) (Fig. 2a). Her blood chemistry and 
tumor maker (carbohydrate antigen 19-9 and 125) 
findings were all within the normal limits, with the 

Fig.1　Histological findings from endometrial adenocarcinoma.
(a) Microscopic findings reveal that the tumor is well-differentiated 
endometrial adenocarcinoma with squamous differentiation(hematoxylin 
and eosin).  Immunohistochemical staining reveals positive expression of 
estrogen receptor (b) and progesterone receptor (c).
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exception of her carcinoembryonic antigen levels 
(6.0 ng/mL; normal: ＜ 5.0 ng/mL).

Barium enema and colonoscopy subsequently 
revealed a submucosal tumor (SMT) with the smooth 
mucosal surface, which was approximately 12 cm 
from the anal verge of the upper rectum (Fig. 2b,c). 
Endoscopic ultrasonography also revealed an 
isoechoic mass that measured 11 × 9 mm and was 
located beyond the muscular layer of the rectum 
(Fig. 2d). Although the histological analysis of the 
colonoscopy biopsies revealed no malignant cells, 
we further performed boring biopsies to reach a 
definitive diagnosis because SMT was showed the 
abnormality by PET/CT. Cytological examination of 
the biopsy specimens revealed adenocarcinoma 
cells in the obtained specimens, which suspected 
endometrioid adenocarcinoma with the positive for 
ER and PgR (Fig. 3a.b.c),and led us to suspect that 
the rectal tumor was metastasis from the former 

endometrial adenocarcinoma.
Because the distant metastasis was not 

recognized at the other examinations, we also 
intended to perform the resection of the rectal tumor. 
The intraoperative findings indicated that there were 
no ascites or peritoneal dissemination, and that the 
solid tumor was located on the anterior rectal wall at 
the peritoneal reflection. We performed low anterior 
resection of the rectal tumor for safety surgical 
margin by intraoperative findings. Macroscopic 
examination of the specimen revealed that the rectal 
mucosa was normal, and that the resected tumor 
was 11 × 7 mm (Fig. 4a,b). Histological examination 
of the specimen revealed that the tumor was 
endometrioid adenocarcinoma with squamous 
differentiation (Fig. 5a) without lymphovascular 
invasion and regional lymph node metastases. 
Additional immunohistochemical staining was 
performed to determine the tumor s̓ origin, and 

Fig.2　A metastatic rectal tumor is discovered via positron emission 
tomography-computed tomography (PET/CT), barium enema, colonoscopy, 
and endoscopic ultrasonography.
(a) PET/CT reveals high 18F-fluorodeoxyglucose accumulation in the rectum 
(arrow). (b) Barium enema and (c) colonoscopy reveal a submucosal tumor 
with a smooth mucosal surface on the upper rectum (arrows). (d) Endoscopic 
ultrasonography reveals an isoechoic mass beyond the muscular layer of the 
rectum (dotted line).
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Fig.3　Histological findings from boring biopsy.
(a) Microscopic findings revealed adenocarcinoma cells which suspected 
endometrioid adenocarcinoma.  Immunohistochemical staining reveals 
positive expression of estrogen receptor (b) and progesterone receptor (c).

Fig.4　Macroscopic findings from the excised specimen.
(a) The rectal submucosal tumor with normal mucosa (arrow). (b) The resected submucosal 
tumor in the cross section (dotted ellipse).

32 Metastatic rectal carcinoma from endometrial adenocarcinoma



revealed that tumor cells were positive for cytokeratin 
7 (CK7) (Fig. 5b) and negative for CK20(Fig. 5c) and 
cluster of differentiation (CD10) (Fig. 5d), were positive 
for ER(Fig. 5e) and PgR(Fig. 5f). Therefore, we finally 
diagnosed the resected rectal tumor as being derived 
from endometrial adenocarcinoma of uterus with the 
judgement of unnecessity for caudal-type homeobox 
transcription factor2 (CDX2) staining.

The patient s̓ postoperative course was 
uneventful, and she was discharged at 12 days after 
the surgical procedure. The patient was treated 
using postoperative chemotherapy (similar to the 
paclitaxel and carboplatin regimen) for an additional 
6 months, and no tumor recurrence has been 

observed for 11 months after the end of her 
chemotherapy. .

DISCUSSION

The incidence of colorectal carcinoma has 
been increasing in Japan1). However, metastatic 
colorectal carcinoma from other organs accounts 
for only 0.1-1% of all colorectal carcinoma cases2), 
and the primary lesion of metastasis indicate that 
the stomach is the most common site of metastasis, 
is secondly followed by gynecological disease3). The 
incidence of endometrial adenocarcinoma has also 

Fig.5　Histological findings from the excised specimen of the rectum.
(a) Microscopic findings reveal that the tumor is well-differentiated 
endometrial adenocarcinoma with squamous differentiation(hematoxylin 
and eosin).  Immunohistochemical staining reveals positive expression 
(b) of cytokeratin(CK) 7 and negative expression (c) of cytokeratin 20 
and CD10(Fig. d), positive expression for estrogen receptor (e) and 
progesterone receptor (f).
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recently been increasing in Japan1, 4). The reported 
sites of recurrence for endometrial carcinoma are 
the distant organs, pelvic cavity5), while the 
metastatic regions from endometrial carcinoma are 
the peritoneum, ovaries, lung, liver, and bowels6).

We searched the Japan Centra Revus Medicina 
database for publications from 1990 to 2015, using 
the terms “endometrial adenocarcinoma” and 
“colorectal metastasis” or “Japanese” (although we 
excluded conference proceedings). This search 
returned 10 case reports7-16) of metastatic colorectal 
carcinoma from uterine adenocarcinoma, which 
including one case of carcinosarcoma (Table 1). The 
characteristics of these cases revealed that the 
clinical staging of endometrial adenocarcinoma is 
variable (3 cases of stage I, 2 cases of stage II, 3 cases 
of stage III, and 1 case of stage IV; staging was not 
reported in 2 cases). The mean duration for recurrence 
of endometrial adenocarcinoma was approximately 
76.6 months, and the frequent symptoms that were 
caused by the recurrent lesion were pain and 
bleeding. The most common location of the colorectal 
metastasis was the rectum (6 cases) as pelvic organ 
was estimated to affect to be close to the rectum, and 
the common macroscopic type of the recurrent tumor 
was a submucosal tumor (as in the present case).

The histological findings for these cases were 
described that 1) endometrioid adenocarcinoma (3 
cases), 2) endometrioid adenocarcinoma with 
squamous differentiation (5 cases ;as in the present 
case), 3) serous adenocarcinoma (2 cases), and 4) 
carcinosarcoma (one case). Although the rectal 
tumor in the present case was asymptomatic, we 
discovered the tumor during PET/CT while the 
surveillance of endometrial adenocarcinoma, which 
revealed high FDG accumulation in the original and 
recurrent lesions. Thus, PET/CT is a useful imaging 
modality for detecting endometrial adenocarcinoma 
and metastasis during the postoperative follow-up17). 
We preoperatively recommended to her an additional 
examination of magnetic resonance imaging (MRI), 
but she did not desire to receive MRI.

There are various metastatic routes for 
endometrial adenocarcinoma15). The first pathway is 
the hematogenous pathway, through which the 
adenocarcinoma cells move to the liver, lungs, and 
bone. The second pathway is the lymphogenous 
pathway, through which the adenocarcinoma cells 
move via the lymphatic vessels and lymph nodes. 
The third pathway is the peritoneal dissemination 

pathway, through which the adenocarcinoma cells 
spread to the peritoneum. So called implantation 
through which adenocarcinoma cells are dispersed 
and subsequently implant during the operation, is 
one of the mechanism to explain dissemination to 
the abdominal cavity.

Immunohistochemical staining is also useful 
for identifying the primary lesion for metastatic 
colorectal carcinoma, as colorectal cancer is CK7-
negative and CK20-positive, while endometrial 
adenocarcinoma is CK7-positive and, CK20 and 
CDX2-negative16, 18). In the present case, the lymph 
nodes were dissected at the hysterectomy (4 years 
before), and were found to not contain endometrial 
adenocarcinoma cells. Furthermore, we did not 
detect intraoperative peritoneal dissemination 
during the resection of the rectal tumor, and the 
tumor was pathologically localized in the rectal wall 
between the mucosa and serosa. Moreover, the 
resected tumor exhibited immunohistochemical 
characteristics of endometrioid adenocarcinoma 
(CK7-positive, CK20-negative, positive for ER and 
PgR), and we added CD10 immunohistochemical 
staining, which was the marker for endometrial 
stromal cells, to discriminate between metastasis 
from endometrial adenocarcinoma of uterus and 
adenocarcinoma arising in rectal endometriosis [15], 
thereupon CD10 staining was negative. Based on 
these findings, we finally diagnosed the rectal tumor 
as metastasis from endometrial adenocarcinoma of 
uterus, which would rather have developed via the 
hematogenous and/or lymphogenous pathways than 
the peritoneal dissemination pathway.

If the metastatic colorectal carcinoma can be 
radically removed, some cases may experience long 
survival7). In addition, surgical resection of a solitary 
metastasis from endometrial adenocarcinoma is 
associated with a good prognosis19). Furthermore, the 
Japanese cases have reported relatively good 
outcomes for all but one case, as we guessed that 
adjuvant chemotherapy was performed in seven of 
eleven cases and the short follow-up term in Japanese 
cases (Table 1). Chemotherapy with carboplatin and 
paclitaxel had been reported an effective regimen for 
endometrial adenocarcinoma20). Therefore, in cases 
with a metastatic solitary lesion from gynecological 
disease, the resection and adjuvant chemotherapy 
may provide a good prognosis as well as our case.
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CONCLUSION

Metastatic colorectal carcinoma from 
endometrial adenocarcinoma is a rare condition, 
although we should perform examinations and 
treatments for gynecological lesions with this 
possibility in mind. Furthermore, given that 
resection of the metastatic colorectal carcinoma can 
help improve the prognosis, resection should be 
considered in similar cases.
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Table 1　 Japanese reports of metastatic colorectal carcinoma from endometrial adenocarcinoma
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