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ABSTRACT: Colorectal cancer is a common malignancy in our clinical practice and it often evolves to a metastatic stage. Cutaneous 
dissemination, however, is a rare form of presentation of this disease. This study reports the case of a 38-year-old female patient that, 
even after neoadjuvant chemotherapy, presented cutaneous metastases of signet-ring cell colorectal adenocarcinoma. The malignancy 
proved to be extremely aggressive, without response to clinical therapy nor allowing surgical management, leading the patient to death 
about six months after the diagnosis. 
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RESUMO: O câncer colorretal é uma neoplasia comum em nossa prática clínica e frequentemente evolui ao estágio metastático. Dissemina-
ção cutânea, entretanto, é uma forma rara de manifestação da doença. Apresentaremos aqui o caso de uma paciente de 38 anos que, mesmo 
após a realização de quimioterapia neoadjuvante, apresentou metástases cutâneas de um adenocarcinoma colorretal com células em anel de 
sinete. A neoplasia demonstrou-se extremamente agressiva, não respondendo ao tratamento medicamentoso nem permitindo o tratamento 
cirúrgico, levando a paciente ao óbito cerca de seis meses após o diagnóstico.
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INTRODUCTION

Colorectal adenocarcinoma is one of the most 
frequent neoplasms in our practice, the third most 
common form of cancer in men and the fourth in 
women1. Progressive knowledge of the disease 
led to great improvement in the prognosis; how-
ever, some more agressive forms of tumors persist 
as challenges to therapy. We will present here the 
case of a young patient who, during the course of a 
disseminated disease, evolved to cutaneous metas-
tases of a rectal cancer.

CASE REPORT

A 38-year-old-female patient, without comorbid-
ities or family history of neoplasms, was admitted with 
obstructive acute abdomen. Abdominal x-ray showed 
bowel distension with abrupt interruption at the distal 
sigmoid colon level. As the clinical status worsened, 
she was took to the operating room for exploratory 
laparotomy. During surgery, a voluminous lesion was 
identified in the rectum, with sacral invasion, show-
ing no possibility of resection, so loop sigmoidostomy 
was performed. The cavity inventory did not present 
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findings that suggested secondary implants. After the 
postoperative recovery, colonoscopy was performed, 
which showed a stenosing tumor 9 cm from the anal 
margin (the anatomopathological analysis showed  
poor-differentiated signet-ring cell adenocarcinoma). 
Then, the patient was evaluated by the service of clini-
cal oncology for neoadjuvant therapy, and was sub-
mitted to chemotherapy protocol with 5-fluorouracil 
and radiotherapy at the dose of 45 Gy for five weeks. 
Eight weeks later, the patient was admitted again for 
re-staging, complaining of eventual vomiting and the 
presence of subcutaneous nodules under the right 
costal margin. Computed tomography (CT) showed 
pelvic and retroperitoneal lymphadenomegaly, colon 

wall thickening, especially at the splenic flexure, in-
filtration of perirectal fat and tumor in the upper rec-
tum. The patient presented subocclusion during the 
hospitalization period, with vomiting and interrupted 
eliminations via sigmoidostomy. A palliative surgery 
was planned, aiming at relieving obstructive symp-
toms by a new transit bypass or a tumor resection. At 
laparotomy, extensive peritoneal carcinomatosis was 
observed, with adhesions and complete immobility of 
loops, making it impossible to perform a new bypass. 
Peritoneal and right hypochondium cutaneous biopsies 
were performed and after surgical recovery the patient 
was sent for outpatient palliative therapy. After the pa-
tient was discharged from hospital, we received the 
anatomopathological analyses of the cutaneous lesion, 
which showed poor-differentiated signet-ring cell ad-
enocarcinoma in both samples (Figures 1 and 2). The 
patient was supposed to come back within seven days 
to start chemotherapy, but she died at home on the fifth 
day after discharge. About six months elapsed between 
clinical presentation and death.

DISCUSSION

Cutaneous metastases of colorectal tumors are 
infrequent. Some case series report this occurrence in 
around 4 to 5% of patients with colorectal cancer2, 
most cases at the site of surgical incision for tumor 
resection. Cutaneous metastases far from the surgical 
site are even more unusual, corresponding to only one 
third of skin metastatic lesions, i.e., around 1.3% of all 
metastases; in the case reported here, we performed 
midline incisions, while the cutaneous lesion was in 
the right hypochondrium. The most common site of 
cutaneous metastases from the surgical wound is usu-
ally the abdominal region, followed by the pelvis and 
the back3.

The aspect of cutaneous metastatic lesions is 
completely unspecific. In general, they are small le-
sion, smaller than 2 cm, hardened and painless2, al-
though occurrences of ulcerated lesions have been 
reported4,5 and even lesions with inflammatory charac-
teristics6. Our patient presented two hardened and mo-
bile lesions of around 1 cm, causing skin raise, similar 
to small lipomas. 

The presence of cutaneous metastatic lesions 
usually represents a widely spread disease, and its 

Figure 1. Optical microscopy with hematoxylin-eosin stain showing 
cutaneous metastases of signet-ring cell colorectal adenocarcinoma.

Figure 2. Enlarged illustration of optical microscopy with 
hematoxylin-eosin stain showing a signet-ring cell.
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presentation as initial manifestation of the disease 
is extremely uncommon3, being typically a follow-
up finding. Lookingbill7 observed that survival 
in these cases may achieve up to 18 months, al-
though the most common is a shorter period. Long 
survival after surgical treatment of cutaneous le-
sions with curative purpose, as the one reported by 
Sarid2, are exceptions.

Another aspect to be pointed out in this case is 
the tumor histology. Signet-ring cells are more com-
mon at other sites of gastrointestinal tract, an atypi-
cal occurrence in colorectal tumors – around 0.5 to 
2.0% of the cases. Such patients tend to be younger – 
many of them under 50 – when compared to those with 
other histological types. Also frequent is the presenta-
tion in late stages, with TNM classification usually III 

or IV8,9, many of them with peritoneal carcinomatosis 
at diagnosis or during the disease progress. Early di-
agnosis is rare, usually occuring at routine screening 
colonoscopy10.

CONCLUSION

The presence of cutaneous metastases of colorec-
tal tumors is a rare occurrence, representing an ex-
tremely advanced disease. This study reported a case of 
fast clinical progress, with no response to the proposed 
treatment, in which the cutaneous metastases appeared 
when the disease was already widely spread. Anyway, 
the assistant physician should be alert to complaints of 
cutaneous lesions in patients being treated for such neo-
plasms, aiming at a proper staging.
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