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Distant Adenocarcinoma Metastasis to
Internal Jugular Vein From Unknown Origin

Case Report

AABBSS  TTRRAACCTT  Jugular vein distention as a neck mass is seen rarely and mostly the cause is tumoral
invasion or intravascular trombosis. Tumoral invasions occur through metastatic lymph nodes or
regional tumors. Distant neoplasms may cause also trombosis by creating coagulopathy or by pres-
sure of lymphadenopathy. In this case, internal jugular vein was distended due to metastatic ade-
nocarcinoma whose origin has not been found. There was not metastatic lymph node, regional
tumor or intravascular trombosis. In English literature, no distant metastasis to jugular vein has
been reported and from this aspect, this case may be the first one. As a conclusion, jugular vein oc-
clusions must not be interpreted directly in favor of thrombus, even in the absence of regional pri-
mary tumor or metastasis, and in case of any doubts, further tests must be performed.

KKeeyy  WWoorrddss::  Jugular veins; adenocarcinoma; neoplasm metastasis 

ÖÖZZEETT  Boyunda kitle nedenleri arasında juguler ven distansiyonu nadir görülür ve çoğunlukla sebep
direkt tümöral invazyon veya damar içi trombozdur. Tümöral invazyon, metastatik lenf nodu veya
bölgesel tümör vasıtasıyla olur. Uzak neoplasmlar, aynı zamanda koagülopatiye yol açarak veya
lenfadenopati basısıyla tromboza sebep olabilirler. Bu olguda orijini belli olmayan bir adenokarsi-
nom metastazı sonucu internal juguler ven distansiyonu vardı. Ancak metastatik lenf nodu, bölge-
sel tümör veya damar içi tromboz yoktu. İngilizce literatür tarandığında juguler vene uzak
metastazın rapor edilmediği görülmektedir, bu yönüyle olgumuz ilktir. Sonuç olarak bölgesel pimer
bir tümör veya metastaz yokluğunda bile, her juguler ven oklüzyonu damar içi trombüs olarak de-
ğerlendirilmemeli, şüphe varsa daha ileri tetkiklere başvurulmalıdır.

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Juguler toplar damarlar; adenokarsinom; tümör metastazı 
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OLGU SUNUMU   

ri mary ne op lasm ori gi na ting from the in ter nal ju gu lar ve in is very
ra re.1 Me tas ta sis of re gi o nal or dis tant tu mors to cer vi cal lymph no -
des may be se en fre qu ently, ho we ver in va si on of ca ro tid ar tery

and/or ju gu lar ve in from lymph no de me tas ta sis is un com mon.2,3 Ju gu lar
ve in in va si on by oral-ma xil lo fa ci al and neck ma lig nant tu mors is pos sib le,
but not fre qu ent.4,5 Al so dis tant ne op lasms may ca u se trom bo sis by cre a ting
co a gu lo pathy or by pres su re of lympha de no pathy.

A ca se of 39-ye ar-old ma le with me tas ta tic ade no car ci no ma in the left
in ter nal ju gu lar ve in wit ho ut me tas ta tic lymph no de, re gi o nal tu mor or
trom bo sis is presented.
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CASE REPORT
A 39-ye ar-old pre vi o usly he althy ma le pa ti ent ad-
mit ted with pa in ful left neck swel ling for 2
months. It had be en gra du ally gro wing in di men si -
ons. Dopp ler ul tra so nog raphy (USG) was re por ted
in fa vor of ve in throm bo sis, yet com pu te ri sed to-
mog raphy (CT) eli mi na ted the throm bo sis and was
in ter pre ted in fa vor of a mass (Fi gu re 1). He was
con sul ted with on co logy de part ment and fi nally it
was ag re ed to re mo ve the mass in or der to abo lish
the pres su re upon ca ro tid ar tery and al so to ta ke a
bi opsy.

He was ope ra ted un der ge ne ral anest he si a,
du ring the ope ra ti on a 7 cm. seg ment of the ju gu -
lar ve in was fo und to be dis ten ded fu si formly, ma -
xi mum di a me ter of the mass was ap pro xi ma tely
2.5 cm (Fi gu re 2). No lymph no de was pre sent. In-
ter nal ju gu lar ve in was re mo ved with 2 cm. tu -
mor-fre e seg ment at both ed ges, fro zen sec ti on
bi opsy of the spe ci mens ta ken from both ed ges did
not de ter mi ne any can cer cells. Then the ed ges
we re li ga ted.

The bi opsy of the re mo ved spe ci men re por ted
an ade no car ci no ma me tas ta sis (mu ci no us car ci no -
ma with ne u ro en doc ri ne dif fe ran ti a ti on). Ul tra so -

nog raphy and po sit ron emis si on to mog raphy (PET)
of who le body was car ri ed out thre e ti mes, ho we -
ver the pri mer ori gin of the me tas ta sis co uld not be
fo und. At the se cond ye ar fol low-up, the pa ti ent
was he althy.

DIS CUS SI ON
One of the un com mom ca u ses of neck mass is ju gu-
lar ve in dis ten si on which is mostly re la ted to trom-
bo sis of the ve in du e to pres su re of re gi o nal lymph
no des and/or tu mo urs. Trom bo sis of in ter nal ju gu -
lar ve in was re por ted as a po ten ti ally se ri o us pat -
ho logy that can be spon ta ne o us or se con dary to
he ad and neck in fec ti ons, sur gery, ve no us cat he te -
ri za ti on, in tra ve no us drug abu se, throm bop hi lic
sta tes and al so ne op lasms most of  which are re gi -
o nal.6 Dis tant ne op lasms may ca u se trom bo sis by
pres su re of me tas ta tic lympha de no pathy or by cre-
a ting co a gu lo pathy (es pe ci ally ne u ro en doc ri ne tu-
mors - Tro us se a u’s syndro me).7-9

In ci den ce of de ep ve no us throm bo sis (DVT)
in vol ving the up per ex tre mity ac co unts for ap pro -
xi ma tely 4% of all DVTs. The most com mon pre-
dis po sing fac tor is the pre sen ce of a cen tral ve no us
cat he ter, which is pre sent up to 75% of pa ti ents
with up per ex tre mity DVT.10 Ma ri e et al.11 re por ted
that ju gu lar ve in throm bo sis was 24.5% pre sent in
up per ex tre mity DVT ca ses. In Ma ri e et al.’s study,
ca u sa ti ve fac tors we re ma lig nancy (32.7%), ve no us
cat he ters (22.4%) and throm bop hi lic sta tes (8.2%).   

FIGURE 1: Longitudinal section of the neck in computerised tomography with
contrast agent.

FIGURE 2: Enlarged jugular vein (yellow line) and common carotid artery
(blue line) upward the vein (intraoperative view)
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In li te ra tu re, the re are so me ca ses rep re sen ted
ju gu lar ve in in va si on of me tas ta tic lymph no de or
re gi o nal tu mors. Ho we ver, it is ra re, be ca u se ex tra-
no dal tu mor spre ad must be pre sent and mo bi lity
of the ve ins de lay in va si on.2 Al so in most of the se
ca ses, ju gu lar ve in trom bo sis de ve lops. For un-
known pri mary le si on, asy mmet ric en lar ge ment of
one or mo re cer vi cal lymph no des in an adult is al-
most al ways can ce ro us and usu ally is du e to me tas -
ta sis from a pri mary le si on in the mo uth or
pharynx. When ade no car ci no ma is fo und in cer vi -
cal lymph no de bi opsy, re gi o nal ori gins for me tas -
ta sis are skin of ear, fa ce, scalp, pa ro tid, sub man-
di bu lar, sa li vary glands, thyro id gland. The most
com mon si tes for dis tant me tas ta sis are pul mo nary,
esop ha ge al, re nal, ova ri an, cer vi cal and pros ta tic
re gi ons.

The exact in ci den ce of can cer of unk nown pri-
mary ori gin is not pre ci sely known. It is al most cer-
ta inly un der re por ted, and its tru e in ci den ce is most
pro bably bet we en 2-6% in the Uni ted Sta tes and 2-
9% worl dwi de. In 15-25% of ca ses, the pri mary si -
te can  not be iden ti fi ed even on post mor tem
exa mi na ti on. In so me ca ses, the ori gi nal tu mor may
re ma in small or un de tec tab le at the ti me of me tas -
ta sis, le a ding to the cli ni cal pre sen ta ti on of can cer
of unk nown pri mary ori gin. Whet her a spe ci fic ge-
ne tic or mu ta ti o nal fac tor plays a ro le in can cer of
unk nown pri mary ori gin re ma ins un cer ta in. The
ina bi lity to iden tify a pri mary si te of can cer po ses
many chal len ges. The pri mary si te of can cer usu-
ally dic ta tes the tre at ment, ex pec ted out co me, and
ove rall prog no sis. 

In this pa ti ent, du ring pre-ope ra ti o nal exa mi -
na ti ons, Dopp ler USG has be en re por ted in fa vor
of ve in throm bo sis, yet CT has eli mi na ted the
throm bo sis and was in ter pre ted in fa vor of a mass.

Al so fol lo wing sur gi cal ex ci si on, no throm bus has
be en de tec ted wit hin the lu men and the lu men was
comp le tely obs truc ted with a mass. On this ba sis, it
was conc lu ded that CT was su pe ri or to Dopp ler
USG in throm bus-mass dis tinc ti on. This dis tinc ti -
on was very im por tant for ap pro ach to pa ti ent. In
ca se it was throm bus, the pa ti ent wo uld not be op-
e ra ted and an ti-co a gu lant tre at ment wo uld be ini-
ti a ted. Ho we ver, when it is un ders to od to be a
tu mo ral mass, to pre vent it from pres sing on ca ro -
tid ar tery and to ma ke an open bi opsy, I ha ve re sol -
ved for sur gery by ob ta i ning the opi ni on of
On co logy de part ment.

Ne it her du ring sur gery nor in PET (po sit ron
emis si on to mog raphy) scans, per for med du ring 20
months post-ope ra ti ve fol low up, a mass or lymph
no de, which will ca u se di rect in va si on has not be -
en de tec ted. This was the in te res ting po int. Be ca -
u se as far as I know, no dis tant me tas ta sis to
ju gu lar ve in has be en re por ted and from this as-
pect, this ca se is a first. Alt ho ugh with pat ho lo gi -
cal re port, the pre sen ce of an ade no car ci no ma is
pro ven, the pa ti ent is ad mi nis te red che mot he -
rapy, des pi te the fact that the fa i lu re to find the
pri mary, ma de it im pos sib le to apply sur gery or
ra di ot he rapy, ai med to the pri mary. What is sur-
pri sing and go od is the fact that the he alth of the
pa ti ent was ex cel lent du ring this pro cess and lack
of any comp la ints in the sur gi cal are a or in any ot -
her lo ca ti on. 

This ca se has shown that ju gu lar ve in dis ten si -
ons must not be in ter pre ted di rectly in fa vor of
throm bus, and in ca se of any do ubts, Dopp ler USG
must not be de e med suf fi ci ent and furt her tests
must be per for med and it must be con si de red that
a re mo te me tas ta sis to ju gu lar ve in may be in qu es -
ti on wit ho ut a re gi o nal mass.
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