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Case Report

ABSTRACT
We are presenting the first case of a gastro‑oesophageal junction adenocarcinoma with metastasis only to the intraparotid lymph node simulating 
Warthin’s tumor. A 66‑year‑old man underwent an esophagogastroduodenoscopy that found circumferential ulcerated esophageal tumor 
beginning 40 cm from incisors resulting in stricture and two discrete erosions in the proximal third of esophagus. Biopsies from the stricture 
have demonstrated a poorly differentiated gastric adenocarcinoma. Computerized tomography (CT) confirmed the site of primary without 
evidence of distant metastasis. Positron emission tomography/CT showed high uptake in the known carcinoma in distal esophagus involving 
the gastro‑oesophageal junction extending into the cardia of the stomach, the maximum standardized uptake value (SUVmax) 7.4. Furthermore, 
there was a focus of high‑grade tracer activity, SUVmax 6.2, in the left intraparotid nodule which was initially thought to represent Warthin’s tumor 
rather than metastasis; there was no evidence to suggest metastases elsewhere. Fine needle aspiration and biopsy from the enlarged intraparotid 
lymph node revealed that the histology was consistent with a poorly differentiated adenocarcinoma, metastasis from upper gastrointestinal tract.
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INTRODUCTION

Gastric cancer is the fourth most commonly diagnosed 
cancer and the second most common cause of cancer‑related 
death worldwide,[1,2] and the prognosis of advanced gastric 
cancer remains poor. Adenocarcinomas arising from gastric 
epithelium are the most common malignancies of the 
stomach (90% of cases). The lymphatic drainage from the 
stomach is anatomically complex and hard to predict the 
pattern of lymph node metastases from gastric cancer. 
However, there are lymph node station metastases that are 
more frequently observed depending on the tumor location.[3] 
Furthermore, the incidence of the regional nodal metastases 
depends on the location of the tumor and its depth of gastric 
wall invasion. The presence of lymph node metastases is 
related with a reduction of the 5‑year survival rate, despite 
the integration of adjuvant therapy to the surgery.

CASE REPORT

A 66‑year‑old gentleman  presented with a history of 
dysphagia for several months. Staging investigations 
confirmed a poorly differentiated adenocarcinoma 
involving the gastro‑oesophageal junction and extending 
into the cardia of the stomach. 18F‑fluorodeoxyglucose 
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p o s i t ro n  e m i s s i o n  t o m o g r a p h y / c o m p u t e r i z e d 
tomography (18F‑FDG PET/CT) showed high uptake within 
the tumor [Figure 1c].  Maximum standardized uptake 
value (SUVmax) was 7.4. Focal activity was noted in the right 
mandible which was dental in origin [Figure 1b]. There 
was also a focus of high FDG activity (SUVmax 6.2) in the left 
intraparotid nodule. This was initially thought to represent 
a Warthin’s tumor [Figure 1a]. Ultrasound‑guided biopsy was 
performed to confirm the diagnosis; however, the histology 
was consistent with a poorly differentiated adenocarcinoma 
metastasizing from the upper gastrointestinal tract. 
Adenocarcinoma of esophagus usually metastasizes to 
intra‑abdominal sites while squamous cell carcinoma to 
intrathoracic sites.[4] Skipped metastasis can be observed 
in 60% of early esophageal cancer.[5] The intraparotid lymph 
node metastases are frequent from head and neck cancers. 
However, metastasis from a distant primary is uncommon 
and usually arises from lung, kidney, and breast.[6] Only a 
single case has been reported of gastric carcinoma with 
cervical lymph node metastases bypassing the Virchow’s 
node[7] as a parotid metastasis from a squamous cell 
adenocarcinoma[8] and a parotid recurrence of disease, 
after surgery, in a gastric adenocarcinoma.[9] We are 
presenting the first case of lower esophageal carcinoma with 
metastasis only to the intraparotid lymph node simulating 
Warthin’s tumor. Unfortunately, the presence of cervical 
or supraclavicular lymph nodes indicates Stage IV disease, 
which is associated with 5‑year survival of 4%.[10]

DISCUSSION

The abdominal cancer, like gastric cancer, could skip 
mediastinal lymph nodes due to the lymphatic drainage 

from the thoracic duct. The Virchow’s node is the left 
supraclavicular node on the left side of the neck where 
the lymphatic drainage of most of the body (from the 
thoracic duct) enters the venous circulation through the 
left subclavian vein. The metastasis blocks the thoracic 
duct leading to regurgitation into the surrounding nodes. 
In that case, probably for some morphological variation, 
the metastasis skips the Virchow’s node and goes to the 
intraparotid node. Parotid gland metastases can, also, be best 
explained by the paravertebral plexus hematogenous route. 
Tumor cells might have traveled through the Batson plexus 
which is postulated as a direct path to the head and neck 
region whereby the liver and lungs are bypassed.

CONCLUSION

This is a very rare finding and is the first time that a single 
parotid metastasis from an esophageal adenocarcinoma has 
been demonstrated with 18F‑FDG PET/CT.
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