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Peri-Ampullary Metastasis From Endometrial 
Adenocarcinoma: A Rare Etiology of  

Obstructive Jaundice

Eimad Ahmmada, d, Ahmad S. Abdulkarimb, Ahmed Dirweeshc

Abstract

Endometrial cancer is the commonest gynecologic malignancy, of 
which adenocarcinoma is the most common histologic type. While 
most women who relapse present with local symptoms within 3 years 
of the initial diagnosis, metastatic disease usually involves the ab-
dominal cavity and liver. Herein we present a rare case of a patient 
with a remote history of endometrial adenocarcinoma status-post 
curative surgical resection and adjuvant therapy who presented with 
obstructive jaundice proved to be secondary to peri-ampullary metas-
tasis of uterine adenocarcinoma.
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Introduction

Obstructive jaundice is a known common clinical problem 
with detrimental consequences including liver, renal, and car-
diovascular dysfunction, bleeding disorders, nutritional and 
immune derangement with susceptibility to infections and 
increased morbidity and mortality. The most common cause 
is biliary stones. Other causes include trauma, infections, in-
flammation, biliary stricture, enlarged lymph nodes and tu-
mors. Pancreatic cancer is the most common neoplastic cause 
of obstructive jaundice; however ampullary or peri-ampullary 
metastases are extremely rare.

Uterine endometrial adenocarcinoma has a favorable prog-
nosis since the majority of patients present with early-stage dis-
ease. Metastasis occurs in late-stage disease and it includes local 
metastasis (pelvic or para-aortic lymph nodes, vagina, or adnexa) 
and/or distant metastasis (inguinal lymph nodes, intraperitoneal 

cavity, lung, liver or bone). Metastasis to the pancreas or peri-
ampullary region resulting in obstructive jaundice or pancreatitis 
is extremely rare and only few cases were reported [1-4]

Case Report

A 58-year-old morbidly obese female with a history of endome-
trial adenocarcinoma status post total abdominal hysterectomy 
with bilateral salpingo-oophorectomy (TAHBSO) followed by 
chemoradiotherapy 5 years ago, who was in her usual state of 
health until 1 month prior to this admission when she noticed 
intermittent melena and most recently she had multiple bouts of 
diarrhea with drops of frank blood in the toilet bowl. She also 
reported increasing shortness of breath and yellowish discolor-
ation of her eyes and skin. She denied abdominal pain, nausea, 
emesis, fever, chills, use of non-steroidal anti-inflammatory 
drugs, anticoagulants, alcohol or smoking use. She had an un-
eventful cholecystectomy for gallstone disease 2 years ago.

Her examination was significant for BMI of 46,  pallor, 
icterus and mild epigastric tenderness. The rest of the systemic 
and abdominal examination was grossly normal. Laboratory 
workup was significant for hemoglobin of 8.0 g/dL, aspartate 
aminotransferase (AST) 171 U/L, alanine aminotransferase 
(ALT) 199 U/L, alkaline phosphatase (ALP) 1,059 U/L, total 
bilirubin 15.3 mg/dL, direct bilirubin 11.9 mg/dL, internation-
al normalized ratio (INR) 1.7. An upper endoscopy performed 
revealed a mass in the periampullary region (Fig. 1). Multiple 
duodenal biopsies were taken. Results were positive for a well 
differentiated adenocarcinoma with expression of PAX-8 and 
strong estrogen receptor staining consistent with metastatic en-
dometrial cancer.

A computed tomography (CT) scan of the abdomen and 
pelvis was remarkable for mild diffuse biliary dilation. She un-
derwent an endoscopic retrograde cholangiopancreatography 
(ERCP) with failed biliary access due to inadequate positioning 
and poor fluoroscopy penetration to facilitate the procedure. Bil-
iary drainge was successfully achieved via percutaneous transhe-
patic cholangiogram and external biliary drain placement (Fig. 2).

Discussion

Extra-hepatic biliary obstruction can result from both benign 
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and malignant lesions. Tumors resulting in biliary obstruction 
and jaundice usually arise from the pancreas, small intestine 
(periampullary tumors) or biliary ducts [5, 6].

The majority of tumors involving the pancreas are primary 
in origin, or have biliary or periampullary origins. Metastatic 
pancreatic tumors resulting in obstructive jaundice are rare, 
accounting for 2-5% of all pancreatic cancers [1, 2]. Primary 
tumors that commonly metastasize to the pancreas includes 
renal (the most common solid tumor that metastasizes to the 
pancreas), lung, colon and breast tumors [7]. Metastasis to the 
pancreas from uterine cancer is an extremely rare cause of ob-
structive jaundice, and only very few cases were reported in 
the literature [1-4]. It has been reported that the median inter-
val between resection of the primary tumor and occurrence of 
the metastasis is usually around 9 years [8].

Diagnostic imaging for malignant distal biliary obstruc-
tion includes abdominal ultrasound, CT scan, magnetic reso-
nance cholangiopancreatography (MRCP), ERCP, and endo-
scopic ultrasound [6, 9].

In our case, the abdominal ultrasound performed at admis-

sion was inconclusive. The abdominal CT performed was es-
sential for further evaluation of the pancreatico-biliary system. 
Although surgical resection of peri-ampullary metastasis has 
been reported, it is not always feasible either because of lo-
cal advancement of the tumor or the presence of other sites of 
distant metastasis. Palliative management usually focuses on 
biliary drainage and management of any associated complica-
tions such as bleeding and duodenal obstruction [9].

First-line therapy for patients who develop metastatic dis-
ease is typically a platinum-based chemotherapy regimen [10]. 
Our patient underwent a radiologically guided biliary drainage 
with improvement of cholestasis, thus creating a better overall 
clinical status for initiation of oncological therapy.
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Figure 1. Endoscopic view of the duodenal mass before (left), and after biopsy (right).

Figure 2. Percutaneous transhepatic cholangiogram and external bil-
iary drain placement.
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