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Abstract

Cutaneous metastases from colorectal cancer are relatively uncom-
mon presenting in fewer than 5% of patients but they are very im-
portant to recognize as they signify disseminated disease and poor 
prognosis. We describe a case a 62-year-old patient diagnosed with 
scalp metastasis during his systemic chemotherapy treatment for a 
colorectal carcinoma stage IVb who underwent excisional biopsy of 
the metastatic lesion. The identification of cutaneous metastases from 
colorectal cancer can radically alter therapeutic plans as they typi-
cally indicate a wide spread disease. Although they can be observed 
at any stage of malignancy, early recognition can lead to accurate and 
prompt diagnosis and timely treatment.
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Introduction

Colorectal adenocarcinoma most frequently metastasizes to 
the liver, the peritoneum, the pelvis, the lung and bone [1]. Cu-
taneous metastases of colorectal adenocarcinoma are rare with 
an incidence of 5% in these patients, while skin involvement 
is even rarer [2, 3].

They can be developed on average 16.5 to 30.8 months 
after a formal diagnosis of colorectal cancer and the primary 
sites for metastases have been reported as follows: rectum 
(55%), sigmoid colon (17%), transverse colon (9%), rectosig-
moid (7%), cecum (4%), and ascending colon (4%) [4, 5]. Cu-

taneous involvement occurs mostly on the incision scars but is 
also seen on the skin of the extremities, head and neck, and pe-
nis by either lymphatic or hematogenous spread or by implan-
tation during surgery [6]. This manifestation of remote metas-
tasis from colorectal adenocarcinoma is more often detected in 
the settings of widespread disease. Thus, early recognition and 
diagnosis of the cutaneous metastatic lesion can severely alter 
the treatment and the prognosis of the disease [7].

Among cutaneous metastasis of colon cancer, scalp is one 
of the uncommon sites and has been reported in small case 
series and case reports [8-11]. We present a 62-year-old patient 
who developed a scalp metastasis during his palliative care 
follow-up for a stage IVb colorectal carcinoma.

Case Report

A previously healthy 62-year-old Caucasian male was referred 
to our department with a 6-month history of diarrhea and weight 
loss. He underwent colonoscopy which revealed an invasive, 
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doi: http://dx.doi.org/10.14740/wjon862w Figure 1. Abdominal CT scan revealed metastatic liver disease. 
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hemorrhagic, ulcerated mass of the rectosigmoid area causing 
obstruction. Serum tumor markers were CEA > 1,500 ng/mL 
and CA19.9 > 1,200 U/mL. Histological examination of the 
tumor revealed a G2 grading adenocarcinoma of the colon. CT 
scans of the thorax and abdomen detected metastatic disease 
of the lungs and liver (Fig. 1) respectively (stage IVb). Hence, 
a self-expanding stainless steel stent was successfully endo-
scopically placed. The patient began systemic therapy with 
FOLFOX plus bevacizumab. Four months later the stent was 
obstructed from tumor ingrowth and a new stent was placed 
(stent to stent) while a subsequent CT scan confirmed progres-
sion of disease. At that time, patient presented a cystic lesion 
of the scalp at the right temporal area (Fig. 2). Histological 
analysis of the excised lesion of the scalp revealed a metastatic 
medially differentiated adenocarcinoma, most likely originat-
ing from the large bowel, which infiltrated the subcutaneous 
tissue and the skin (Fig. 3). A palliative care was followed as 
he had rapid physical decline and he was discharged home un-
der a nursing care where he died 2 weeks later.

Discussion

Cutaneous metastasis in cancer patients with internal malig-
nancies can be diagnosed at the time of the initial presentation 
of the primary and during the clinical course. More often, it 
can be an indicator of cancer recurrence as they can be devel-
oped in more than 10 years after the initial cancer diagnosis in 
approximately 9% of patients. In patients with no evidence of 
primaries, cutaneous metastasis is most commonly seen as first 
sign in lung, kidney and ovary malignancies [12].

Data from the two pivotal studies conducted by Look-
ingbill et al showed that the frequency of skin involvement 
in cancer patients with widespread disease was 9.6%. Cutane-
ous metastases were present in 1.3% of patients at the time of 
identification of the primary. In colorectal cancer cutaneous 
involvement at the time of diagnosis was present in 0.5% of 
patients while 0.4% of patients were diagnosed because of cu-
taneous metastases [3, 13]. More recently, Rendi and Damian 
reported that only 0.5% of colorectal patients present cutane-

ous metastasis at the time of their initial diagnosis [14]. These 
authors found that cutaneous metastatic involvement was the 
first sign of the previously non-evident malignancy in only 
0.8% of all cancer patients (367 cases). Therefore, cutaneous 
metastasis is rarely a sign of initial presentation of internal ma-
lignancy and often serves as an indicator of widespread met-
astatic disease with poor prognosis [7]. Nevertheless, a few 
cases of cutaneous metastases from colon cancer have been re-
ported in the absence of liver involvement [15-17]. In patients 
with stage IV cancer, as our patient, the cancers most likely to 
appear on the skin in descending order of frequency include: 
breast, lung, kidney, colon, and stomach [12].

Clinically, the metastatic lesions do not have a uniformly 
characteristic appearance and they are often misdiagnosed 
mimicking simple cysts or benign connective tissue lesions 
such as pyogenic granuloma, granular cell tumor, a benign 
cyst, and benign subcutaneous nodule [18]. Therefore, atypical 
or persistent nodular lesions in patients with a history of sys-
temic malignancy should be considered for biopsy to rule out 
metastasis [11]. Cutaneous involvement of colorectal carcino-
ma seems to favor sites of previous incisions, as a colostomy 
site, but sometimes the skin of scalp or face may be affected, 
and in these cases, the nodules have cystic appearance. In rare 
instances, cutaneous metastases from colorectal carcinoma 
show other appearances, including erysipelas-like lesions, alo-
pecia neoplastica, and zosteriform pattern [19-22]. Alopecia 
neoplastica is a rare presentation of skin metastasis as single 
or multiple areas of cicatricial alopecia and is almost a unique 
presentation of metastasis from breast cancer [23].

Most metastatic adenocarcinomas from colon tumors can 
often be diagnosed or suspected based on histologic pattern 
alone resembling that of the primary tumor. In general, meta-
static lobular breast carcinomas and moderately differentiated 
colonic carcinomas with typical tumor necrosis are among the 
easiest to recognize. However, there are difficult cases that 
require clinicopathologic correlation and immunohistochemi-
cal studies. When pathologists use only hematoxylin and eo-
sin stain without clinical information, they can only correctly 
identify biopsied lesion specimens as metastatic in 66% of 

Figure 2. Gross photo of the metastatic lesion of the scalp. Figure 3. Histological section from skin specimen showing metastatic 
adenocarcinoma of a colon primary (H&E × 100). 



Articles © The authors   |   Journal compilation © World J Oncol and Elmer Press Inc™   |   www.wjon.org306

Cutaneous Metastatic Adenocarcinoma World J Oncol. 2015;6(1):304-307

cases and can only further identify the primary origin in 44% 
of cases [18]. A positive staining with CEA is highly sensitive 
for colon tumors but not specific as this pattern also can be 
seen with breast, liver, and lung carcinomas. A combined panel 
of CK20, CEA, mucin, CDX2 for colonic carcinomas will be 
helpful in this differentiation [19]. Thus, using these staining 
patterns in combination with a positive CEA staining pattern 
may be helpful in diagnosis of metastatic adenocarcinomas 
from colon tumors, when the primary cancer is unknown [14].

Several different pathways are thought to be important 
for the mechanism of cutaneous metastasis. These include 
hematogenous and lymphatic spread, direct contiguous tissue 
invasion, and iatrogenic implantation [19, 24]. Lymphatic and 
vascular routes are the most common pathways, although dif-
ferentiating the routes is difficult because they are intercon-
nected. Lymphatic spread is the most common pathway for the 
initial spread of carcinoma. This mechanism for metastasis can 
be viewed as a sequence of steps, including vessel formation 
(angiogenesis), cell attachment, invasion (matrix degradation 
and cell motility), and cell proliferation [5, 19, 25].

Treatment almost exclusively is aimed at improving the 
patient’s quality of life. Given the poor mean survival time, ex-
cision and removal of metastases may be warranted to enhance 
the patient’s quality of life minimizing social embarrassment. 
Simple excision is usually the treatment of choice. Wound care 
for ulcerated lesions should also be provided because of the 
risk of infection.

Skin metastasis from colorectal cancer has to be con-
sidered as a poor prognostic sign due to widespread disease 
with median survival of 4.4 months, although an average of 
18-month survival in 18 patients has also been reported in the 
literature [13, 26].

In conclusion, even though cutaneous metastases from 
colorectal carcinoma are rare, a high index of suspicion is nec-
essary for early detection as they may remain unnoticed for a 
long period. Diagnostic biopsy is essential as they indicate ex-
tensive disease and poor prognosis. Recognition of cutaneous 
metastasis can help both the clinician and patient, by means of 
appropriate management of the therapeutics plans due to more 
accurate staging of the disease.
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