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Abstract: Skin metastases from colorectal carcinoma are rare and signal advanced disease. We present a case of an
80-year-old male with a large skin metastatic focus in the lower abdomen, a year after resection of a colonic ade-
nocarcinoma. The patient had already finished receiving his first cycle of chemotherapy shortly before the discov-
ery of the abdominal nodules and at the same period a chest X-ray, revealed shadows at the base of the right lung.
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Resumo: Metástases cutáneas provocadas por carcinoma colorretal são raras e sinalizam doença avançada.
Apresentamos o caso de um homem de 80 anos com um grande foco metastático na pele do baixo abdômen, um
ano após a ressecção de um adenocarcinoma do cólon. O paciente já havia acabado de receber o seu primeiro
ciclo de quimioterapia pouco antes da descoberta dos nódulos abdominais e, no mesmo período, um raio-X do
tórax revelou sombras na base do pulmão direito.
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INTRODUCTION
Skin metastases from colorectal carcinoma are

rare and usually appear within two years after resec-
tion of the primary tumor. They typically signify
widespread disease with poor prognosis.1,2 We present
a case of an 80-year- old male with a large skin
metastatic focus on the lower abdomen about a year
after resection of a colonic adenocarcinoma.

CASE REPORT
An 80-year-old male presented at the outpatient

clinic with a growing mass on the abdominal skin.
(Figure 1). On clinical examination, a diffuse erythe-
matous multinodular cauliflower-like lesion was evi-
dent, with satellite nodules located in the periumbili-

cal and lower abdominal region. A zone of pink
indurated erythema surrounded the central mass. A
large scar was evident at the base of the mass suggest-
ing previous abdominal surgery and possible initial
eruption of the mass on the scarred site.

The patient had a history of colorectal adeno-
carcinoma. He was initially hospitalized for hema-
tochezia 12 months previously. Colonoscopy showed
a cauliflower-like mass at the right flexure of the
colon, and various polyps. A right hemi-colectomy
was performed and histopathology showed a muci-
nous adenocarcinoma, with vascular and lymphatic
emboli. No distant metastasis was found. The adeno-
carcinoma was staged T3N1M0. A month later, the
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patient started receiving 5-fluorouracil-based adju-
vant chemotherapy for six months. Four months after
the first cycle of chemotherapy was concluded, a chest
X-ray was performed. This revealed shadows at the
base of the right lung. It was interpreted by the radi-
ologists as a possible spread of the known adenocarci-
noma.

We obtained a biopsy specimen of the abdomi-
nal lesion.  On  microscopic examination the dermis
was infiltrated by a number of adenomatous glands
with obvious atypia and mucinous content, which
was consistent with a metastatic focus of the known
mucinous colon adenocarcinoma (Figures 2 and 3).

Computerized axial tomography was unre-
markable with the exception of the right lung shadow.

The patient is currently receiving his second
cycle of chemotherapy and is in good overall condition.
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DISCUSSION
Skin metastasis of cancer is rare, occurring in

0.7 - 5% of cancer patients. Increased frequency of up
to 9% has been reported in selected patient
series.3,4 Cutaneous metastasis among patients with
metastatic cancer has been reported to be 10.4%.5

Breast cancer is the most common primary can-
cer with cutaneous metastasis, with an incidence of
24% according to a meta-analysis by Krathen et al.6

Lung cancer, colorectal cancer, renal cancer, ovarian
cancer and bladder cancer all have similar rates of
cutaneous metastasis ranging between 3.4-4.0% .6

Frequency of skin metastasis of colorectal carci-
noma has been reported to be 2.3-6%.3,4 Interestingly,
according to a 2008 Taiwanese study, the rate of cuta-
neous metastasis from colorectal carcinoma is 0.81%,
suggesting a remarkable difference in frequencies
between Caucasian and Taiwanese patient populations.7

Skin metastases from colorectal adenocarcino-
ma generally occur within the first two years after
resection of the primary tumor and often present
simultaneously with metastases to the liver, peri-
toneum and lung.1 The most frequent site of cuta-
neous metastasis of colonic cancer is the abdominal
skin, often on surgical incision scars. This is not exclu-
sive to the ad hoc surgical incision scar, but also to pre-
existing unrelated operative scars.5 Other cutaneous
sites in order of decreasing frequency are the pelvis,
back, chest, upper extremities, head and neck.8

Uncommon reported sites of skin metastasis of col-
orectal cancer include scalp, face, eyelids, tip of the
nose, nostril, forearm, genitalia, ankle and big
toe.1,2,4,8 Umbilical metastasis (Sister Mary Joseph’s
nodule) is a recurrent finding.4,5

Cutaneous metastasis may occur through lym-
phogenous spread, intravascular dissemination,
direct extension of tumor and surgical implantation.9

Wong et al added the spread along embryonal rem-
nants such as the urachus to the aforementioned
mechanisms.8

FIGURE 1:
Multinodular
lesion with satel-
lite nodules on
an erythematous
base,  measuring
19X8.5x2 cm, on
the abdominal
skin.

FIGURE 2:
Histologic sec-
tion of metastatic
foci of the skin:
irregular bran-
ching and cribri-
form glands with
pseudostratified
columnar epithe-
lium; luminal
mucus and
inflammatory
cells. H&E x40

FIGURE 3: Histologic section of metastatic  foci of the skin:  irregular
branching and cribriform glands with pseudostratified  columnar
epithelium; luminal mucus and inflammatory cells. H&E x40
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Metastatic carcinoma can assume a variety of
morphologic appearances.9 It usually presents as vio-
laceous to flesh-colored, firm, freely mobile, painless
nodules , single or multiple. It can sometimes mimic
epidermal cysts, neurofibromas, lipomas, cicatricial
morphea-like plaques, lymphoma and alopecia.4 More
rarely it can mimic infection, and present as a zone of
pink to deep red or purplish red indurated erythema
with a well-demarcated border, a condition termed
inflammatory metastatic carcinoma or carcinoma
erysipelatoides.8 Data regarding the macroscopic
appearance of cutaneous metastatic lesions of colonic
carcinoma, is scarce in the medical literature. In a large
series by Lookingbill et al, all the remote metastases
were described as nodular.5

Histologic features of metastatic lesions in gen-
eral resemble those of the primary tumor. However,
metastases are frequently more anaplastic.  With the
exception of renal cell carcinoma, metastases do not
always permit identification of the primary
tumor.5 Skin metastases can be broadly classified as
adenocarcinoma, squamous carcinoma, undifferenti-
ated carcinoma and other types.5 Most skin metastases
from large intestine tumors are well differentiated,
often mucin-secreting adenocarcinomas. They usually
have a nodular configuration and are located in the
dermis, with subsequent spread to the epidermis and
subcutaneous tissue.2
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Identification of skin metastasis from an inter-
nal malignancy is considered a poor prognostic sign,
as it reflects widespread disease.2 Survival after diag-
nosis of cutaneous metastasis ranges from 1 to 34
months. The average survival of patients after diagno-
sis of skin metastasis from colon cancer is, according
to Lookingbill et al., 18 months.5

Wide local excision of the cutaneous metastatic
lesion is the preferred treatment option in isolated
lesions. In cases of extensive cutaneous metastases
treatment is only palliative. Extensive tumor resection
of those neoplasms can result in giant abdominal wall
defects. Reconstruction of the abdominal wall is not
easy for an average general surgeon or even a plastic
surgeon. Most reports describe reconstructing giant
abdominal wall defects by using synthetic mesh
implants, autologous tissue graft, or a combination of
the two.9 No clear guidelines exist for an optimum
chemotherapeutic regimen. Established chemothera-
py treatments include 5-fluorouracil, capecitabine,
irinotecan, oxaliplatin and cisplatin. Combinations of
irinotecan to bolus 5-FU, oxaliplatin to infusional 5-
FU and leucovorin (LV) (FOLFOX) or infusional 5-
FU/LV with irinotecan (FOLFIRI) has increased sur-
vival to over 20 months. Treating patients sequential-
ly with FOLFIRI followed by FOLFOX, or with FOL-
FOX followed by FOLFIRI, has increased the median
survival times to 21.5 months and 20.6 months respec-
tively.10 q


