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Background We describe the case of a 68-year-old man with a history of esophageal adenocarcinoma presenting with 
metastases in the soft tissue of his back.

Summary A 68-year-old male with a remote history of esophageal adenocarcinoma status postdistal esophagecto-
my presented to a clinic noting soft tissue masses. These masses were removed; on pathological review, 
they were consistent with esophageal adenocarcinoma. The patient’s disseminated cancer was treated 
with chemotherapy, but his disease progressed, and he ultimately expired.

Conclusion Esophageal adenocarcinoma metastasizing to skeletal muscle is a rare finding consistent with a poor 
prognosis. While it is tempting to attribute soft tissue swelling to common diagnoses, a careful physical 
examination and full body scan are appropriate at every stage.
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Case Description
A 68-year-old male with a history of achalasia presented 
with progressive dysphagia and weight loss over a six-
month period.. Diagnostic workup included an esoph-
agogastroduodenoscopy (EGD) demonstrating esophageal 
narrowing without mass, and manometry confirmed high 
lower esophageal sphincter tone, consistent with achalasia.

The patient initially underwent laparoscopic Heller myot-
omy with Toupet fundoplication without complication 
in March 2014. This procedure did not fully address his 
symptoms; despite multiple esophageal dilations, he con-
tinued to experience significant dysphagia. He then under-
went laparoscopic distal esophagectomy with intrathoracic 
esophagogastrostomy in February 2015, which was com-
pleted without complication. The distal esophagus and 
proximal stomach were removed and sent to pathology, 
which revealed invasive moderately differentiated adeno-
carcinoma, pT3N1. A subsequent PET/CT was not sug-
gestive of metastases. He received adjuvant treatment with 
carboplatin and paclitaxel with radiation for six weeks and 
demonstrated improvement, tolerating oral intake, and 
gaining weight. He completed his oncologic treatment 
and had surveillance EGD, which was negative for recur-
rence. At his subsequent follow-up visits, he reported that 
his dysphagia was resolved and his activity tolerance was 
improving.

In July 2019, during a routine primary care appointment, 
he mentioned soft-tissue masses on his back, leading to a 
referral to general surgery for assessment. In August, he 
visited the general surgy clinic at the Fargo Veterans Affairs 
Medical Center, noting several masses in the soft tissue of 
his back and arms. The masses in his back were bother-
some, and he desired removal. On exam, firm and mobile 
masses were observed in the subscapular region on both 
sides of the spine, with the left side being larger than the 
right. They were nontender and lacked any sinus. Clin-
ically, they appeared consistent with lipomas, leading to 
a referral to the minor procedure clinic for removal. Sub-
sequently, he underwent removal of the right-sided mass 
under local anesthesia without any immediate complica-
tions.

During the procedure, a transverse incision was made over 
the right-sided mass, and dissection progressed sharply to 
the paraspinal muscle. The fascia was then divided along 
its natural tension lines. The mass, which was firm and 
spiculated, was observed to have multiple adhesions to the 
surrounding muscle but was successfully removed com-
pletely. Due to the depth and appearance of the first mass, 

the decision was made to leave the larger mass until the 
pathology results were available. The soft tissue mass that 
was removed from the right subscapular region was consis-
tent with metastatic adenocarcinoma, which aligned with 
the previously diagnosed gastroesophageal junction prima-
ry from four years prior.

Figure 1. PET/CT Demonstrating FDG-avid Activity in Soft Tissues. 
Published with Permission
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Following a minor procedure, the patient received pathol-
ogy results. A tumor board discussion at the VAMC deter-
mined the need for further staging, leading to a PET/CT 
scan in which multiple foci of FDG activity were identified 
in the chest, abdominal wall, and bilateral thighs. To facil-
itate chemotherapy, a port was placed in September 2019. 
The patient then underwent palliative FOLFOX chemo-
therapy, achieving an initial response. Unfortunately, the 
disease progressed, and the patient passed away in August 
2020.

Discussion
Esophageal carcinoma is among the most aggressive types 
of cancer worldwide, with distant metastases being a major 
contributor to mortality rates.1 While lymph node, liver, 
and lung involvement are well documented, subcutaneous 
tissue and skeletal muscle are rare metastatic sites. Stud-
ies report skeletal muscle metastases occurring in less than 
2% of hematogenous metastases from solid tumors.2,6-8 
Despite ongoing research efforts to elucidate the underly-
ing mechanisms,2 a comprehensive understanding of the 
pathophysiology behind esophageal cancer’s metastatic 
patterns remains unclear.

Unfortunately, this lack of clarity extends to the optimal 
surveillance strategy for this high-risk cancer. For patients 
who underwent definitive chemoradiation, current rec-
ommendations suggest contrast-enhanced CT scans of 
the chest and abdomen every six months for up to two 
years, alongside esophagogastroduodenoscopy (EGD) 
every three to six months.3 The utility of tumor markers 
like carcinoembryonic antigen remains unknown. These 
recommendations are based on findings from the literature 
suggesting a predominance of locoregional relapses, typi-
cally occurring within the first 24 months posttreatment.

Esophageal cancer patients who have undergone trimo-
dality therapy, including surgery, chemotherapy, and radi-
ation, such as the one described in this case, are recom-
mended to undergo CT scans of the chest and abdomen 
every six months for two years by the National Compre-
hensive Cancer Network, with additional EGD performed 
as needed. This surveillance strategy prioritizes detection 
of distant metastases, which are the most frequent relapse 
pattern and typically occur within 36 months of surgery.5

Limited case reports suggest that the most common clini-
cal presentation of distant esophageal metastases is a soft, 
bothersome swelling. These lesions can appear malignant, 
as reported by Chand et al., or benign, as in our case. 
Regardless of presentation, diagnosis usually involves pos-
itron emission tomography and computed tomography 
(PET-CT) and tissue biopsy.6,8 Unlike the diagnostic pro-
tocol for many other soft tissue masses, ultrasound is not 
described in diagnosing esophageal metastases. With the 
escalating use of high-resolution modalities, more of these 
metastatic foci will likely be discovered. Local interven-
tion is appropriate for symptomatic relief,8 but prognosis 
remains poor due to the systemic nature of disease.

In our case, the skeletal muscle metastases were the first 
indication that his esophageal adenocarcinoma, which 
had been treated almost four and a half years earlier, had 
recurred. His subsequent PET/CT scan demonstrated 
additional areas of FDG-avidity that were not clinically 
apparent, underlining the role of these advanced imaging 
modalities. We elected to remove the symptomatic lesions 
as a palliative measure.

Conclusion
Skeletal muscle metastases are an exceptionally rare com-
plication of esophageal adenocarcinoma and represent a 
poor prognosis. A high suspicion, thorough physical exam, 
and use of PET/CT are necessary to diagnose these lesions. 
As diagnostic imaging improves, the incidence of these rare 
metastases will likely increase.

Lessons Learned
While esophageal adenocarcinoma metastasizing to skel-
etal muscle is rare, keeping a high index of suspicion can 
allow for appropriate workup and identification of this 
serious clinical finding.
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