
Introduction

Cervical cancer is the second most frequent malignancy

among women worldwide, with 528,000 new cases and

266,000 deaths in 2012, of which more than 80% occurred

in developing countries [1]. In Brazil, projections for 2015

predict 15,590 new cases of cervical cancer, which corre-

sponds to 5.7% of new cancer cases in women [2]. How-

ever, cervical cancer remains a major public health problem

even in developed countries, with over 50,000 new cases

and over 20,000 deaths occurring in Europe every year [1]. 

Clinical staging of cervical cancer follows the criteria set

by the International Federation of Gynecology and Obstet-

rics (FIGO) and is the main determining factor in the choice

of treatment [3]. Another tumor staging system frequently

used is the tumor-node-metastasis (TNM) system that eval-

uates the primary tumor, metastatic lesions, and lymphon-

odal metastatic status [4]. Patients with early stages of

cervical cancer are candidates for conservative surgery ap-

proaches, although adjuvant chemoradiation therapy may

be necessary in specific cases [5-8].

Adequate follow-up is important, since 50% of recur-

rences are detected in the first year post-treatment and 85%

in the second year [9]. Approximately 95% of recurrences

are detected within five years of follow-up. Thus, clinical

and colpocytological evaluations are recommended every

three or four months in the first two years after treatment.

The interval between evaluations is extended to six months

from the third year and becomes annual after five years [10].

At each visit, the patient should be questioned about pos-

sible symptoms. Physical examination should be per-

formed, including palpation of supraclavicular and inguinal

nodes, abdominal palpation, and rectovaginal examination.

It is estimated that 72% of recurrences are asymptomatic,

and most are diagnosed by changes in the Pap smear [11]. 

In follow-up appointments, it is not necessary to conduct

systematic chest X-ray and CT scan of abdomen and pelvis,

since the only real chance of cure is for those women with

central pelvic recurrence. Recurrence in the pelvis is fre-

quently associated with distant metastasis. However, any

unusual symptoms should be investigated, including

through imaging tests when indicated [3].

The survival rate after diagnosis of recurrent cervical

cancer is approximately 15% at one year and less than 5%

at five years. In case of recurrence, there is no standard

treatment. Indeed, treatment options depend on the site of

recurrence, the patient´s clinical condition, and previous

treatments employed [11].

Differential diagnosis with other pathologies should be at-

tempted when systemic lesions are detected in the follow-up pe-

riod, so that palliative treatments are not performed unnecessarily
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Objective: To report a case of sarcoidosis post-treatment of adenocarcinoma of the uterine cervix. Case: A 38-year-old, G1P1A0 was

admitted to the present hospital for palliative treatment of Stage IB1 adenocarcinoma of the uterine cervix with hepatic recurrence post-

hysterectomy. The patient initially received six cycles of cisplatin and taxol leading to complete remission. Six months after the pallia-

tive treatment, MRI revealed slight changes in the pelvis, suggestive of the involvement of the left iliac lymph node.

Anatomo-pathological results after lymphadenectomy showed tumor recurrence. Following additional pelvic radiotherapy, the patient

remained asymptomatic. However, oncologic control performed three months later exposed mediastinal lymphadenopathy and new

biopsy revealed sarcoidosis. The patient remained asymptomatic in the subsequent follow-ups without evidences of tumor recurrence.

This study shows the importance of differential diagnosis during the oncologic monitoring of cervical cancer patients to avoid unnec-

essary treatments at the expense of better therapeutic options.
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[12, 13]. Here the authors present the case of a 38-year-old

woman displaying recurrent adenocarcinoma of the cervix and

who, following treatment for the tumor and metastasis, evolved

to an asymptomatic condition and remaining sarcoid reaction.

Case Report

Woman aged 38, G1P1A0, admitted in June 2012 with pain and

lymphedema of the left lower limb and with severe appetite loss with

consequent weight reduction of nine kg in three months. The patient

had a history of adenocarcinoma of the cervix. She underwent total

hysterectomy with adnexectomy without lymphadenectomy or ad-

juvant chemoradiation therapy, at another institution in March 2008.

MRI showed 11.2 cm pelvic mass, tracer uptake in the pelvic

bones, and liver nodules suggestive of metastases. Anatomo-patho-

logical results revealed grade II adenocarcinoma of 1.2 cm. The ac-

companying report suggested initial staging: TNM T1b; FIGO IB1.

Because recurrent cervical adenocarcinoma was established,

six cycles of chemotherapy with taxol and cisplatin were admin-

istered. Further evaluation completed in November 2012 revealed

significant improvement of the patient’s general condition, with

MRI results suggesting complete remission of the bone lesion.

However, because the hepatic lesions also regressed with

chemotherapy and only a left pelvic lesion of 4.6×3.0 mm re-

mained, the patient was referred for salvage surgery.

Surgery evidenced that a tumor mass located extremely close to

the pelvic iliac vessels was compressing the left ureter. A plane

of cleavage was developed for the removal of part of the tumor

and full resection of the lesion and ureteral re-implantation en-

sued. Clips were installed in the four quadrants of the residual

mass and the patient was subjected to 35 sessions of adjuvant ra-

diotherapy that were performed in consecutive days. Subsequent

imaging results suggested remission of the residual lesion.

The patient remained asymptomatic up to March 2013 when fol-

low-up tests exposed a large isolated mediastinal lymphadenomegaly.

She underwent a thoracotomy with completion of lymphadenectomy

and closed pleural drainage because a new site of metastasis was sus-

pected. Anatomo-pathological tests revealed sarcoidosis (Figures 1,

2). Clinical follow-up was the indicated course of action because the

patient ceased to show symptoms of the disease. Currently the pa-

tient remains asymptomatic and in remission from cervical adeno-

carcinoma and sarcoidotic lesions (December, 2014).

Discussion

Cervical cancer is a global public health problem with high

morbidity and mortality, especially in developing countries

[1]. Cervical cancer staging is clinical and determines the

choice of treatment [3]. Factors that affect the therapeutic de-

cision include the presence of comorbidities or the desire to

preserve the patient´s fertility [4, 5, 14]. Moreover, to avoid

the employment of unnecessary treatments, a differential di-

agnosis approach should be attempted when systemic lesions

are detected in the follow-up period [12, 13]. 

Here the authors report a rare case of a woman diagnosed

with cervical cancer associated with sarcoidosis, a clinical

pathology with low incidence worldwide, with 19 cases per

100,000 women/year usually diagnosed   by exclusion [15].

Its reporting is warranted given the rare association of this

very prevalent gynecological tumor with this uncommon

clinical pathology of difficult diagnosis.

Sarcoidosis is an idiopathic multisystem disease charac-

terized by non-caseating epithelioid granulomatous in-

flammation [15-17]. The disease can affect mediastinal

lymph nodes, lungs, liver, spleen, muscles and joints, cen-

tral nervous system, eyes, skin, and other organs [16-18].

Bilateral hilar lymphadenopathy is present in 90% of cases,

with or without pulmonary infiltrates or fibrosis. Most pa-

tients are asymptomatic, but its systemic manifestations

may include fever, reactive lymphadenomegaly, hypercal-

cemia, and local symptoms [15-17]. Chest radiographs are

useful for sarcoidosis diagnosis and staging [17].

Sarcoid reaction is defined by the presence of non-caseat-

ing epithelioid granulomas without the presence of other

criteria characteristic of systemic sarcoidosis [17]. Sarcoid

Figure 1. — Anatomo-pathological of mediastinal lymphade-

nomegaly revealed sarcoidosis.

Figure 2. — BAAR and fungi negative test in non-caseating epithe-

lioid granulomatous inflammation. (Copyright images: Dr. Marco An-
tonio Dias, Fellow at Johns Hopkins University, Baltimore, MD (USA).
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reactions surrounding the primary tumor occur in 3% to 7%

of malignancy cases or in the draining lymph nodes in 4.4%

of cases, and probably reflect an immune response to tumor

antigens [16, 17]. Cancers most commonly associated with

it are of hematological origin such as Hodgkin and non-

Hodgkin lymphomas and leukemias [17]. However, while

the association between sarcoidosis and malignant diseases

has been well described, it remains controversial whether

this association is merely a coincidence or the consequence

of a common pathophysiologic mechanism [19].

The development of sarcoidosis or sarcoid reaction in

cancer patients is often associated with the use of im-

munomodulators such as interferon and interleukins. There

are also case reports associating them with the use of vari-

ous antineoplastic agents [16, 17]. There are reports of a

higher frequency of sarcoidosis in cancer patients than in

the general population, especially in young women [13].

Albeit rare, sarcoidosis or sarcoid reaction can occur with con-

comitant metastases, making it necessary to perform differential

diagnosis with anatomo-pathological results [16]. Moreover, me-

diastinal lymphadenomegaly may correspond to sarcoidosis or

sarcoid reaction in about 5% of cancer cases [13, 18].

Treatment of sarcoidosis in cancer patients is only nec-

essary if symptoms are exacerbated, because most evolve

into spontaneous remission [7, 15]. Because cervical can-

cer has a high incidence in Brazil, it is likely that cases of

sarcoidosis are undiagnosed in patients presenting this

tumor. Therefore, it is also possible that patients display-

ing sarcoid lesions are treated as having metastatic lesions

or recurrent cancer in remission unnecessarily. Just as re-

ported here in regards to sarcoidosis, it is possible that other

differential diagnoses are currently being ignored during

evaluation and follow-up of cervical cancer patients, with

possible severe health consequences to these women.

Conclusion

In summary, the authors have presented an unusual case of

sarcoidosis discovered after cervical cancer treatment. Al-

though the occurrence of sarcoidosis is more common in

hematologic malignancies, there are reports in the literature of

co-occurrence with a variety of solid malignancies, including

cancer of the cervix [16, 17, 21]. Therefore, during the fol-

low-up of cervical cancer patients, differential diagnosis of

any detected lesions should always be performed with other

pathologies to avoid the employment of unnecessary treat-

ments at the expense of better therapeutic options [14, 18].
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