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INTRODUCTION

Cancer of  the cervix and uterus has the fourth highest 
incidence of  all types of  invasive cancers among women 
in the United States.1 According to the recent Surveillance 
ep idemio log y  and end resu l t s  da tabase,  the  age-
adjusted incidence rate of  cervical cancer cases is about 
8.1/100,000 women/year.2 Lymph node involvement is the 
most important prognostic factor that plays a key role in 
determining the therapeutic approach. Mediastinal lymph 
node (MLN) metastasis is rare and when unrecognized can 
lead to inadequate treatment of  such patients.3

CASE REPORT

This was a case report of  a 35-year-old Asian female 
patient who presented with irregular menstrual bleeding 
was diagnosed with moderately differentiated squamous 

cell cervical carcinoma and referred to a tertiary cancer 
center for continued management. Staging positron 
emission tomography-computed tomography (PET/
CT) scan demonstrated hypermetabolic primary cervical 
mass with markedly enlarged lymphadenopathy within 
the external i l iac, common il iac and left paraaortic 
nodes. A soft-tissue density in the posterior mediastinum 
with standard uptake value of  5.2 was presumed as 
paraesophageal lymphadenopathy (Fig. 1). Magnetic 
resonance imaging (MRI) showed a parametrial extension 
of  the cervical cancer. A CT-guided biopsy of  the 
presumed paraesophageal lymph node was performed 
(Fig. 2), but on cytology neither lymphatic tissue nor 
cancer cells were identified. A linear echoendoscope (GF-
UC140P-AL5 Olympus America, Center Valley, PA, USA) 
was used for the procedure. At 26 cm from the incisors, a 
23 mm × 6 mm oval shaped, hypoechoic, well demarcated, 
paraesophageal lymph node was identified in the posterior 
mediastinum. The endoscopic ultrasound (EUS) appearance 
was suggestive of  two adjoining lymph nodes rather than 
one single node. Trans-esophageal EUS-guided fine needle 
aspiration (FNA) was performed with a 25-guage needle 
(Cook Medical) thorough an avascular window (Fig. 3). 
A total of  two passes were performed and an adequate 
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tissue acquisition was confirmed. Cytology was diagnostic 
and revealed presence of  squamous cancer cells in a 
background of  lymphatic tissue. Subsequently, patient was 
started on the systemic chemotherapy followed by intensity 
modulated radiotherapy (IMRT) to the paraaortic region. In 
the absence of  mediastinal metastasis, management would 
have started with IMRT.

DISCUSSION

Uterine cervical cancer is the fourth most common cancer 
among women.1 The cancer spreads to surrounding tissue 
by direct infiltration and later to distant sites by lymphatic 
and hematogenous routes. Lymphatics from the cervix lead 
to the common iliac nodes from where tumor can spread to 
the abdominal paraaortic nodes and beyond.4 Cross-sectional 
imaging methods are suitable for displaying anatomical 
abnormalities suggestive of  infiltration, but are less accurate 
for assessing metastases within the normal sized lymph 
nodes.3,5 The use of  PET/CT has been demonstrated to 
be better than CT and MRI for detecting metastatic lymph 
nodes in patients with cervical cancer.6 MLN and hilar lymph 
node metastasis from untreated cervical cancer has rarely 
been described. The only case series was published two 
decades ago in 7 of  62 patients who presented with extensive 
disease during a 5-year period at a tertiary care center.7 To 
the best of  our knowledge, this is the first report of  uterine 
cervical cancer metastases to MLN diagnosed by EUS-FNA. 
This is also the first report where for similar reasons, 
CT-guided biopsy was non-diagnostic and subsequent 
EUS-FNA was not only easy to perform but also diagnostic, 
ensuing change in management of  the patient.

Diagnostic trans-esophageal EUS-FNA is indicated 
for mediastinal lymphadenopathy of  non-pulmonary 
etiology. Various cancers can metastasize to the posterior 
MLNs. Non-pulmonary MLN metastases diagnosed by 
EUS-FNA include primary cancers from breast, colon, renal, 
testicular, laryngeal, pancreas and esophagus.8,9 Although 

Figure 1. Positron emission tomography-computed tomography 
scan demonstrated hypermetabolic primary cervical mass. A soft-
tissue density in the posterior mediastinum with standard uptake 
value of 5.2 presumed as paraesophageal posterior mediastinal 
lymphadenopathy (white arrow)

Figure 2. Computed tomography guided biopsy of paraesophageal 
posterior mediastinal lymphadenopathy

Figure 3. Endoscopic ultrasound: At 26 cm from the incisors, a 23 mm × 6 mm oval shaped, hypoechoic, well-demarcated, paraesophageal 
lymph node (white arrows) was identified in the posterior mediastinum. Fine needle aspiration was completed using a 25-gauge needle. A total 
of two transesophageal needle passes through an avascular area were performed
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previous EUS studies have described the morphology of  
malignant lymph nodes as having a round shape, size >1 cm, 
hypoechoic echotexture and well-defined borders, EUS 
with FNA has markedly improved sensitivity and specificity 
for malignant lymphadenopathy.10,11 A meta-analysis of  
76 studies comparing EUS and EUS-FNA for the diagnosis 
of  mediastinal lymphadenopathy revealed a high pooled 
specificity (EUS: 85%; EUS-FNA: 96%).12 Furthermore, 
EUS-FNA of  posterior mediastinal lesions is extremely safe. 
Rarely reported complications include, mediastinitis after 
aspiration of  cysts13 and a single report of  the esophageal 
wall tumor-seeding from a primary gastric cancer.14

For identification of  MLN metastases, EUS-FNA 
and PET have similar sensitivity (~85%) and specificity 
(~90%).15,16 Tissue verification of  PET-positive lymph nodes 
should ensue for confirmation. The combination of  PET 
and EUS-FNA improves overall specificity and accuracy 
compared with PET alone.17 Both EUS alone and EUS-FNA 
are more accurate than CT alone (using nodal diameter 
>10 mm) in ascertaining posterior MLN metastasis.18 
There are no comparative studies between EUS-FNA and 
CT-guided biopsy for malignant lymphadenopathy. For 
MLN, the multiplanar capability of  EUS allows an oblique 
approach if  required; besides the continuous visualization 
of  the FNA-needle prevents puncture of  vascular 
structures. Furthermore, the overall time for the procedure 
is approximately 15 min and esophageal needle puncture is 
painless and less traumatic.19 In comparison, CT is limited 
somewhat by scan thickness induced volume effects, soft-
tissue-air interface generated streak artifacts in the main 
airways and high risk of  pneumothorax (25%-43%).20

CONCLUSION

EUS-FNA is a valuable procedure, providing for easy, 
definitive tissue acquisition in suspected posterior MLN 
metastatic disease from a non-thoracic primary cancer. In 
addition, EUS-FNA tissue diagnosis can avoid supplemental 
invasive procedures and contribute in the formulation of  
appropriate oncological treatment.
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