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Squamous cell cancer of the cervix occurs in
approximately 13,000 patients each year and re-
sults in 4500 deaths each year in the United
States.! Appropriate screening by family physi-
cians and gynecologists using cervical cytological
smears and follow-up with colposcopy, combined
with the loop electrosurgical excisional procedure
(LEEP), can dramatically reduce the number of
patients developing squamous cell carcinoma of the
cervix and subsequent metastatic disease.? Three
to 4 percent of all distant metastases of squamous
carcinoma of the cervix are to bony structures.?
Of these bone metastases, 54.2 percent are to the
spinal column.* An extensive literature review,
however, failed to reveal a reported case of squa-
mous cell carcinoma of the uterine cervix metas-
tasizing to the atlas or axis of the cervical spine. In
this report, we describe such a case and highlight
some features of metastatic squamous carcinoma
of the uterine cervix and its prevention.

Case Report
A 23-year-old woman, gravida 0, para 0, com-
plained to her family physician of a 1-week his-
tory of mild sore throat and left neck pain. The
pain was approximately 2 cm posterior and in-
ferior to the pinna of the left ear. Her medical
history was noteworthy for stage IIB squamous
cell carcinoma of the cervix, diagnosed after a com-
plaint of abnormal vaginal bleeding. Her cancer
had been treated with radiation and radium im-
plants 5 months earlier. A cuff smear 5 months
before this visit was negative. She was treated for
a presumed pharyngitis with an injection of
ceftriaxone and oral amoxicillin-clavulanate.
After 1 week the patient’s pain worsened and
she was admitted to the hospital. She had normal
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findings on a cervical spine radiograph. She had
neck pain on movement and some adenopathy on
the left side of her neck, but the results of the
physical examination were otherwise normal. A
computed tomogram of her neck showed a pos-
sible abscess located left and anterior to the body
of the second cervical vertebra. The body of the
C-2 vertebra appeared to be involved, with some
erosion (Figure 1.) A chest radiograph showed an
8-cm cavitary lung lesion with a small air fluid
level in the right upper lobe, and a computed to-
mogram of her chest revealed two discrete lung
lesions (Figure 2.) The patient was then trans-
ferred to the family practice service at Louisiana
State University Medical Center, Shreveport.
Her initial differental diagnosis included meta-
static squamous cell carcinoma of the uterine cer-
vix, tuberculosis with progression to the spine
(Pott disease), and actinomycosis with two foci.

Findings from needle aspiration of the neck
lesion revealed atypical cells suggestive of squa-
mous cell carcinoma. Examination of brushings
and biopsy from a bronchoscopy of the lung le-
sion confirmed squamous cell carcinoma. The
findings from a histologic examination of the C-2
spinal lesion aspirate were similar to those of the
aspirate recovered from the lung lesion. All cul-
tures from the lesions were negative for bacteria,
acid-fast bacilli, fungi, and actinomycosis. All
sputum and blood cultures were negative for an
infectious origin. The patient’s condition was di-
agnosed as metastatic squamous cell carcinoma of
the uterine cervix to the second cervical vertebra
and lung. She was scheduled for palliative chemo-
therapy and was given an estimated 6-month life
expectancy.

This patient’ risk factors for developing squa-
mous cell carcinoma of the cervix included 4 life-
time sexual partners, a positive history for 1 sexu-
ally transmitted disease, and early first intercourse
at the age of 15 years, The patient was a non-
smoker. She began routine annual Papanicolaou
smears at the age of 19 years, and her cervical cy-
tology smear from 2 years earlier was satisfactory
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Figure 1. Lateral computed tomogram of the neck showing a large mass

at C-2 involving the vertebral body.

and negative for malignant cells. She underwent
hysterectomy and had cesium implants for her
cancer. No koilocytic changes were noted in the
pathology reports.

Discussion
Of the bone metastases encountered in squamous
cell carcinoma of the uterine cervix, the spine is
involved most commonly, with §4.2 percent re-
ported in one study.* In another investigation 23
of 46 (50 percent) of all vertebral metastases were
to the lumbar spine, 19 of 46 (41 percent) were to
the thoracic spine, 4 of 46 (9 percent)
were to the sacral spine, and none
were to the cervical spine.? Squamous
cell carcinoma of the cervix also me-
tastasizes to the lungs in 36 percent of
cases of single-organ metastasis, with
lymph nodes being the next most
common site,” and it metastasizes to
local organs through direct extension
and lymphatic spread.> Metastasis to
the thoracic and lumbar spine occurs
additionally through direct extension
and lymphatic spread.* 6-8 Metastasis
to distant areas, including the cervical
spine, is probably due to hematog-
enous spread.’%19

Only rarely do metastatic tumors
from any primary neoplasm involve

Figure 2. Computed tomogram of the chest showing a large lung lesion.

the atlas and the axis.1%!! Of these tu-
mors, however, 15 percent of all sin-
gle cervical spine metastases are
to the C-1 and C-2 areas.? Of 619 bi-
opsies performed for various com-
plaints, Ottolenghi, et al.,!? found
only four tumors of the C-1 and C-2
vertebrae. During an 11-year period,
Phillips and Levine!? found 12 meta-
static lesions in the C-1 and C-2
area. There was one metastasis of
squamous cell origin from the breast,
but there were none from the uter-
ine cervix. Metastatic lesions to C-1
and C-2 vertebrae reported in the lit-
erature include those from breast,
kidney, lung, multiple myeloma,
prostate, bladder, tongue, thyroid,
lacrimal gland, ovary, pharynx,
brachial plexus, and lymphosar-
coma.!%!1L13 No studies found in the
literature listed uterine cervix as the site of pri-
mary metastasis of squamous cell carcinoma to
the C-1 or C-2 vertebra.

There are several pertinent lessons to be
learned from this case. The first is that cervical
dysplasia and cancer can arise in young women.
Cervical cancer was once believed to take decades
to progress, but now aggressive cases in younger
women are being more commonly found. An-
other important lesson involves the need for phy-
sicians to be vigilant when caring for patients with
previous cancer. As in this case, atypical or persis-
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Table 1. Rates of Distant Metastatic Occurrence of
Squamous Cell Carcinoma of the Uterine Cervix by

Stage.*

Percent

Stage Metastatic Rate  Definition of Tumor Stage

Stage JA 0.74  Lesion <1 cm in diameter

Stage IB 474  Lesion >1 cm in diameter or
involving two or more quad-
rants

Stage ITA 921  Involvement of %/, of vagina or
the medial parametria

Stage IIB 16.18  Involvement of the lateral
parametria with or without
vaginal extension or massive
corpus involvement

Stage ITIA 20.38  Involvement of one pelvic wall or

the lower Y/; of the vagina

Stage IT1IB 20.74-24.13 Spread to both pelvic walls or
spread to one pelvic wall and
the lower 1/; of the vagina

Stage IV 100 Invasion of the bladder or rectum

or distant metastases

*Adapted from Carlson, et al.}

tent unexplained symptoms should prompt more
aggressive work-up to rule out recurrent or occult
metastatic disease. Finally, it must be emphasized
that our patients must be screened appropriately
and given proper follow-up if physicians are to
prevent this type of disease process.

This case report also emphasizes that squa-
mous cell carcinoma of the uterine cervix can be a
very aggressive disease. Distant metastatic rates
by stage are shown in Table 1.5 Survival rates for
patients with distant metastases of squamous cell
carcinoma of the cervix are shown in Table 2. For
our patient, who originally had stage IIB squa-
mous cell carcinoma of the cervix, the risk of de-
veloping distant metastases was originally esti-
mated at 16 percent. Because she had multiple
metastases involving the cervical spine and the
lung, her mean estimated survival time was ap-
proximately 6 months.

Routine primary care for female patients
should include regular Papanicolaou smears to
detect cervical dysplasia while it is most treatable
and to avoid metastatic disease, as occurred in this
case. Any result indicating atypia or dysplasia is an
indication for colposcopy with directed biopsy.
Selected patients who have biopsy-proven low-
grade disease and good access to follow-up could

be candidates for a course of watchful waiting
with a repeat Papanicolaou smear in 6 months.
Other patients, however, would be candidates for
outpatient therapies, such as cryotherapy of the

- cervix, laser therapy, or LEEP. The choice of

therapy is currently being debated in the litera-
ture. We favor LEEP for treatment of biopsy-
proven dysplasia because it not only treats the pa-
tient’s condition by removing the entire lesion,
but also provides a specimen that can be reviewed
by a pathologist to ensure diagnosis and complete
removal.!* In addition, the LEEP procedure can
be performed easily in a physician’s office with lit-
tle patient discomfort. While none of the treat-
ment modalities listed above always prevent
recurrence, all have high cure rates and have
been found to decrease the progression of indi-
vidual lesions to squamous cell cancer of the uter-
ine cervix.

Prevention is the only effective treatment for
distant metastatic cancer of the uterine cervix. To
prevent squamous cell carcinoma of the cervix
and subsequent metastatic spread, it is crucial that
patients have access to routine cytological screen-
ing and to effective patient education about risk
factors and how to reduce them. Patients must
also have access to colposcopy, cryotherapy, laser
therapy, and LEEP when indicated. Improving
access for patients by putting these techniques
into the hands of more primary care physicians
will make possible earlier detection and treatment
and, ultimately, better prevention of squamous
cell carcinoma of the cervix.

Table 2. Length of Survival per Number of Metastasis
from Squamous Cell Carcinoma of the Uterine Cervix.*

Percent with

Percent with Single Multiple
Length of Survival Merastases Metastases
<6 months 58.1 41.1
6-11 months 24.5 28.1
1-2 years 15.4 16.8
2-3 years 0.9 9.9
34 years 0.9 1.7
4-5 years 0 13
>5 years 0 0.8

*Adapted from Carlson, et al.}
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