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Abstract- Occurrence of cutaneous metastasis of gastrointestinal cancer is uncommon, with a reported fre-

quency of less than 5 percent.They can occur as the first sign of disease recurrence in a treated patient or as a 

sign of terminal disseminated cancer or rarely as the first manifestation of an occult malignancy. The cases 

reported here represent three different manifestation of cutaneous metastasis of gastrointestinal cancers. 
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Introduction 
 
Cutaneous metastasis of the abdominal malignancies is 
uncommon, presenting in fewer than 5% of patients and 
heralding a widespread disease and poor prognosis (1, 
2). 

Although skin metastases are generally an ominous 
sign of widespread terminal disease, they can occur in 
the early stages of the gastrointestinal cancers. Most 
often they appear after surgery of the gastrointestinal 
carcinoma as a small subcutaneous or intradermal nodu-
lar lesion. These usually asymptomatic nodules tend to 
be firm, rubber and not painful, they can mimic cysts, 
lipomas, neurofibromas, granulomas and rarely cellu-
litis(3). In rare cases such metastases may be the only 
sign of disease in the postoperative patient or the first 
manifestation of an unsuspected asymptomatic occult 
neoplasm in an otherwise healthy person. Occasionally 
patients present with skin metastases with no evidence 
of visceral involvement (4, 5). 

Herein we present three cases of different gastroin-
testinal cancer with cutaneous lesion as the sole site of 
metastatic disease. 

 
Case Report 

 
Case one 
An 80 years old man admitted in our department be-
cause of progressive dysphagia over the last four 
months. he was diagnosed to have T3N0M0 well differ-

entiated squamous cell carcinoma of lower third of 
esophagus (36 cm from incisor).Because of his age and 
his not suitable general condition he was treated only by 
50 gray external beam radiation (200 rad/20 frac-
tion).one month later, he was admitted again because of 
ulcerative and necrotic wound of second finger of his 
right foot ,amputation of this finger was done under re-
gional anesthesia (nerve block). His pathologic study 
confirmed metastatic squamous carcinoma. In further 
evaluation we couldn’t find any other site of metastasis, 
but his general condition deteriorated and he died in two 
months. 
 
 

 
Figure 1. Skin with metastatic adenocarcinoma. Hematoxylin  

and eosin staining. Original magnification ×40 
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Figure 2. Adenocarcinoma in the esophageal mucosa identi-

cal to that in the dermal infilteration . Hematoxylin and eosin 

staining, original magnification×200 
 
 
 
Case two 
A well being 62 years old woman presented with a small 
non painful subcutaneous nodule in left cheek which 
was appeared recently after a minor trauma. Biopsy of 
this nodule showed metastatic adenocarcinoma (Figure 
1, 2). History and physical exam was completely nor-
mal. Endoscopic examination of upper gastrointestinal 
tract revealed adenocarcinoma of lower third of  
esophagus and esophago-gastric junction. She was un-
dergone systemic chemotherapy, but in less than three 
months the liver and lung metastases were appeared and 
now she is in terminal phase of her disseminated  
disease. 

 
Case three 
A 55 years old man was referred because of partial in-
testinal obstruction due to a locally advanced adenocar-
cinoma of the right colon. CT scan of the chest and  
abdomen showed a large tumor adhere to abdominal 
wall with mesocolic lymph nodes enlargement. There 
was no liver or lung or Para aortic metastasis. On  
clinical examination he had a pigmented nevus like le-
sion 1 1 centimeter with small satellite on his right arm, 
his wife mentioned that this old lesion was enlarged  
recently. 

He was undergone radical right hemicolectomy with 
partial resection of the abdominal wall and also exci-
sional biopsy of the arm lesion. Pathologic study con-
firmed poorly differentiated adenocarcinoma with signet 
ring cells and metastatic skin involvement. Systemic 
chemotherapy was started early after surgery but rapid 
progressive dissemination of the disease occurred in four 
months and the patient died. 

Discussion 
 

Cutaneous metastasis from internal malignancy is un-
common but not rare and is reported most frequently 
after the fourth decade of life. Their frequency ranges 
between 0.7% and 10.4% of all patients with cancer. (1, 
2, 6-11). 

Cutaneous metastases can occur anytime in the 
course of malignancy. Especially in an extensively me-
tastatic disease, they may also represent failure of ongo-
ing therapy, reccurrence of neoplasm thought to have 
been eradicated, or the first manifestation of asympto-
matic unsuspected occult malignancy (12). 

Every cancer can cause skin metastases, but some do 
so more frequently than others. The most frequent pri-
mary nondermatological tumors associated with skin 
metastases include breast, lung and colorectal cancers. 
Skin metastasis from upper GI tract is relatively infre-
quent (7,8,11-13), esophageal cancer rarely metastasize 
cutaneousely. In a study of 7316 cancer patients with 
cutaneous metastases, there was no report of esophageal 
origin for any metastases (7) and in a study of 4020 can-
cer patients by the same authors only 3 metastases were 
of the esophageal origin (8).Most reported esophageal 
cancers were squamous cell carcinoma but there were 
some case reports of skin metastases from esophageal 
adenocarcinoma (14, 15). 

Cutaneous metastases from gastric carcinoma may 
be solitary or multiple and have been reported to appear 
on the head, eyebrow, neck, axilla, chest and fingertip 
(11).The commonest site of skin metastases is around 
the umbilical region usually referred to as the Sister 
Mary Josephs nodule (3). Dr .William Mayo’s surgical 
assistant, Sister Mary Josef, noted the association of the 
presence of an indurated umbilical nodule in the setting 
of gastric cancer with poor prognosis. 

Skin involvement from a primary colorectal tumor at 
the time of diagnosis was present in 0.05% of patients in 
the large retrospective study of Lookingbill(7).This 
study covered 7316 cancer patients and found 367(5%) 
skin involvement. When only patients with metastatic 
disease are considered, the frequency of skin involve-
ment was 9.6%. 

These authors distinguished between skin involve-
ment as the first clinical sign of latent cancer (0.8%) and 
skin metastases at the time of identification of the pri-
mary malignancy (1.3%). 

Lookingbill et al. (1972) in the second study exam-
ined the records of 4020 metastatic cancer patients, 420 
(10%) skin involvement was identified: most likely from 
melanoma, breast cancer and nasopharyngeal carcinoma. 
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In another study (16) covering 724 cases of metastatic 
malignancies, the most frequently observed cutaneouse 
metastatic cancers were breast (69%), colorectal (9%), 
malignant melanoma (5%), ovary (4%) in women and 
lung (24%), colorectal (19%), malignant melanoma 
(13%), oral cavity (12%) in men. Cutaneous metastatic 
disease as the first sign of internal cancer is most com-
monly seen with cancers of the lung, kidney and ovary. 

The most frequent site of skin metastases from gas-
trointestinal cancer is the skin of the abdominal wall. 
Scalp is also a common site for cutaneous metastatic 
disease. The extremities and the face are very rare sites 
for skin metastasis 

In a cohort study of 413 patients with metastatic co-
lon cancer, there were 18 patients (4.4%) with skin me-
tastases, of whom eleven having only local metastases, 
mostly in the abdominal incisions (8). Cutaneous metas-
tases occur in less than 4% of all cases (5, 17) and can 
emerge through lymphatic or hematogenous routes or by 
direct extension or by implantation during surgery. 

Metastatic spread of colonic adenocarcinoma ap-
pears to favor site of previous incisions of the perineum 
and abdomen (8, 12).There are few case reports of colon 
carcinoma presenting as a cutaneous metastasis in an old 
operative scar. (18, 19). Early recognition of tumour 
relapse from a suspicious skin lesion may lead to initia-
tion of treatment before widespread metastases occur. 

Sometimes cutaneous metastases disappear sponta-
neously probably because the skin provide a poor site 
for their growth, but often they serves as an indicator of 
widespread metastatic disease with poor prognosis. 

Survival after diagnosis of the skin metastases is 
very short, range from 1 to 34 months. Lookingbill et al 
found an average survival of 18 months in colorectal 
cancers with cutaneous metastases. In general, skin me-
tastasis is a poor prognostic sign. If the primary tumour 
is the lung, the cervix or the oesophagus most patients 
die within three months. In the case of colorectal cancer, 
however, skin involvement is not 

preterminal event. Treatment involves radiotherapy 
or excision and patients may survive up to a year (20). 

In our study like other case reports, the prognosis of 
the patients presenting with skin metastases is poor in 
view of the advanced and disseminated nature of the 
disease (6, 11, 13). 

Although metastatic skin cancers often require no 
more than symptomatic therapy and tend to respond to 
systemic chemotherapy, local treatment like surgery and 
/or radiotherapy may be considered. Rarely long-term 
survival after systemic chemotherapy has been reported 
(12, 21). 

In conclusion, in patients with internal malignancies, 
every skin nodules, nonhealing ulcers and persistent 
indurated erythema must be examined. Recognition of 
these cutaneous metastases can lead to diagnosis of an 
underlying malignancy, help in accurate staging of the 
disease and enable life-prolonging therapy and meaning-
ful palliation. 
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