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Cutaneous metastasis from colon cancer: an unusual and late 
presentation form to considerate
Metástasis cutánea de cáncer de colon: una forma de presentación inusual y tardía a 
tener en cuenta
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Abstract

Introduction: Colorectal cancer is a big health problem due to its high incidence and mortality. Cutaneous metastases are 
rare with an incidence < 5%. Clinical case: A male with a history of colectomy due to colon cancer, who 6 years later pre-
sented a cutaneous lesion. The biopsy reported colonic metastasis, so radical surgical resection was performed. The patho-
logical anatomy confirmed a moderately differentiated adenocarcinoma compatible with colonic metastasis. 
Discussion and conclusion: Cutaneous metastases are rare and when they appear they indicate an advanced disease, for 
that reason is important a high index of suspicion in patients at risk, for an early diagnosis.
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Resumen

Introducción: El cáncer colorrectal es un gran problema de salud por su alta incidencia y mortalidad. Las metástasis cutáneas 
son raras, con una incidencia < 5%. Caso clínico: Varón con antecedente de colectomía por neoplasia de colon que 6 años 
después presenta una lesión cutánea. La biopsia informa de metástasis colónica, por lo que se realiza resección quirúrgica 
radical. La anatomía patológica confirma un adenocarcinoma moderadamente diferenciado compatible con metástasis colóni-
ca. Discusión y conclusiones: Las metástasis cutáneas son raras y cuando aparecen nos indican una enfermedad avanza-
da, por lo que es importante un alto índice de sospecha en pacientes de riesgo para un diagnóstico precoz.
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Introduction

Colorectal cancer is a major health problem owing 
both to its high incidence and to its mortality. Accord-
ing to data from the World Health Organization, col-
orectal cancer is the third most common tumor in men 
(10% of total worldwide cancer) and the second most 
common in women (9.2% of total cancer worldwide). 
In Spain, colorectal cancer is currently the most com-
mon malignancy.

Colorectal cancer is spread by the lymphatic, peri-
toneal and hematogenous routes and by contiguity. 
The most frequently affected organ by hematogenous 
dissemination is the liver, and it is estimated that ap-
proximately half the patients with colorectal cancer will 
develop liver metastases sometime during the course 
of the disease1.

On the other hand, cutaneous metastases from col-
orectal cancer are rare, with an incidence lower than 5%. 
In general, skin metastases occur in between 0.7% and 
5% of patients with some visceral neoplasm, and can 
occur in up to 10% in patients with metastatic cancer2.

We discuss the case of a male patient with colon 
neoplasm with a single skin lesion in the abdominal 
wall.

Clinical case

Eighty-six-year-old male patient with a medical his-
tory of hypertension, chronic ischemic heart disease, 
and a surgical history of left nephrectomy due to a 
renal tumor (1998), left hip prosthesis, subtotal colec-
tomy due to sigmoid colon neoplasm, and adeno-
matous polyposis (2012), hepatic metastasectomy for 
a synchronous lesion in segment VIII (2012) and peri-
tonitis due to intestinal perforation (2013). He attended 
a control visit and referred the presence of a skin 
lesion in the abdomen, 6  years after the first colon 
neoplasm surgery. On examination, a nodular, oval-
shaped, raised, hyperpigmented 3 × 2-cm skin lesion 
that was soft on palpation and non-painful, was ob-
served on the abdominal wall at the left flank (Fig. 1). 
Blood tests with tumor markers showed no noticeable 
alterations. In the last control tomography, no new 
lesions consistent with relapse were observed.

Initially, a biopsy of the lesion reported the presence 
of moderately differentiated adenocarcinoma, consis-
tent with metastasis of colonic origin. Given this 
finding, radical surgical excision of the lesion was 
performed. Pathological anatomy examination of the 

surgical specimen confirmed it was a moderately 
differentiated adenocarcinoma, consistent with metas-
tasis of colonic origin. The tumor completely occupied 
the dermis and reached the superficial subcutaneous 
cellular tissue; the lateral and deep surgical margins 
were free of neoplastic infiltration (Fig. 2).

Discussion

Cutaneous metastases from colorectal cancer ac-
count for 2% of all skin tumors, and often appear to-
gether with metastases to other organs. The cancers 
that most frequently metastasize to the skin are mel-
anoma, breast cancer and upper respiratory tract can-
cer, with colorectal cancer being a very rare source 
of cutaneous metastases1. The finding of cutaneous 
metastases at primary tumor presentation occurs in 
approximately 1.3% of cases3. Cutaneous metastases 
occur in approximately 5% of colorectal cancers4.

The most frequent sites of colorectal cancer cuta-
neous metastases are the abdomen (usually in areas 
close to the primary tumor and are due to direct ex-
tension or local implantation during surgery in the 
area of surgical incision), the limbs, the perineum, the 
head, neck and penis, either by lymphatic or 

Figure 1. A: panoramic view of the skin lesion located in the abdomi-
nal wall left lateral region (arrow). B: raised, hyperpigmented 3 × 2-cm 
nodular skin lesion. C: surgical specimen after radical excision, with 
margins free of neoplastic infiltration.

A B

Figure 2. Histological findings. A: vision at 10×: epidermis and super-
ficial dermis, free of neoplastic infiltration (above the dotted line). 
B: vision at 20×: reticular dermis intense tumor infiltration. Moderately 
differentiated adenocarcinoma (star).
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hematogenous dissemination, or by direct implantation 
during surgery3,4.

In a study conducted by Hu et al.5, primary tumor 
sources of metastases were reported to be the follow-
ing: rectum 55%, sigmoid colon 17%, transverse colon 
9%, rectosigmoid colon 7%, cecum 4% and ascending 
colon 4%5.

Cutaneous metastases from colorectal cancer usu-
ally occur within the first 2 years after resection of the 
primary colorectal tumor, and often do it simultaneous-
ly with metastases to the liver, peritoneum, and lung3,6.

Metastases occur when neoplastic cells detach 
from a primary tumor and spread to other places. The 
mechanism for the production of cutaneous metastases 
is variable and several routes have been implicated in 
their development. The hematogenous and lymphatic 
routes are the most common, although differentiation 
between both is difficult because they are intercon-
nected. Lymphatic dissemination is the most common 
route for initial spread of most malignant tumors. Di-
rect implantation of tumor cells can be produced by 
tumor fragments mechanical transport by surgical in-
struments during surgery or other invasive proce-
dures, but this rarely occurs7.

Cutaneous metastases clinical presentations are 
varied and nonspecific, with the most common form 
being dermal or subcutaneous nodules of 1-2 cm in 
diameter that are painless, indurated, mobile, single 
or multiple, with no changes in the overlying epider-
mis. Occasionally they may show rapid growth, bul-
lae or fibrotic processes, or ulcerate and cause 
cellulitis1,3.

Given the rarity of these lesions, and since they do 
not have a uniform appearance at presentation, it is 
not uncommon for them to initially be misdiagnosed 
as simple cysts or benign connective tissue lesions, 
pyogenic granulomas, granular cell tumors, benign 
cysts, neurofibromas or lipomas. Therefore, in the 
presence of atypical or persistent nodular lesions in 
patients with a history of malignant neoplasms, a bi-
opsy should be considered in order to rule out the 
possibility of metastasis2,4.

Thus, if cutaneous involvement of a malignancy is 
suspected, there are two ways to obtain tissue for 
diagnostic confirmation: by biopsy or fine-needle as-
piration, with the latter perhaps being faster and more 
efficient1. The diagnosis is based on morphological 
and histological aspects and on immunohistochemis-
try examination of the cutaneous lesion, together with 
a comparison with the morphology and histology of 
the primary tumor3. Morphohistological characteristics 

of metastatic lesions in general resemble those of the 
primary tumor. However, metastases are often more 
anaplastic.

In general, cutaneous metastases can be classified 
as adenocarcinoma, squamous cell carcinoma, undif-
ferentiated carcinoma and other types. Most skin me-
tastases from colorectal tumors are well differentiated, 
and they are often mucin-secreting adenocarcinomas. 
They usually have a nodular configuration and are 
located in the dermis, with subsequent dissemination 
to the epidermis and subcutaneous tissue2. When 
tumors are poorly differentiated or anaplastic, immu-
nohistochemical detection tests, such as CK7, CK20, 
CK19, CDX2, CEA and mucin, are highly useful4,6.

The treatment of cutaneous metastases from col-
orectal cancer is limited and there is no standardized 
therapeutic strategy. Although the treatment of meta-
static colorectal cancer has been based on systemic 
chemotherapy, surgical resection in selected patients 
with cutaneous metastases offers the only possibility 
of long-term survival3. For isolated lesions, Nesseris 
et al.2 suggested wide local excision with subsequent 
reconstruction. However, Wong et al.8 proposed the 
typical resection with a 1-cm margin of healthy skin, 
and in some areas of high esthetic importance or 
when the treatment is palliative, excision with much 
more limited margins can be performed.

For patients with multiple cutaneous metastases or 
unresectable lesions, systemic chemotherapy may be 
considered. However, there is no optimal chemother-
apy regimen. Established chemotherapy treatments 
include 5-fluorouracil (5-FU), capecitabine, irinotec-
an, oxaliplatin and cisplatin. Combinations of irinote-
can and 5-FU, oxaliplatin and 5-FU and leucovorin 
(LV) (FOLFOX), or 5-FU/LV with irinotecan (FOLFIRI), 
have increased survival to over 20 months. Sequen-
tial treatment of patients with FOLFIRI followed by 
FOLFOX, or with FOLFOX followed by FOLFIRI, has 
increased median survival times to 21.5 months and 
20.6  months, respectively2. Radiotherapy, polyche-
motherapy, isolated infusion of extremities, interferon 
alfa injections, cryotherapy, laser ablation, radiofre-
quency ablation, 5% imiquimod cream and onco-
gene-targeted therapy are treatments that are also 
used, but without scientific evidence demonstrating 
their efficacy3.

Therefore, the finding of a cutaneous metastasis is 
indicative of an advanced stage of colorectal cancer, 
with life expectancy after cutaneous metastases diag-
nosis ranging from 1 to 34  months. Therefore, the 
treatment will generally be palliative and aimed at 
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improving patient quality of life2. The most important 
is early detection and treatment of colorectal cancer 
in order to prevent or reduce the occurrence of dis-
seminated skin metastases and thus increase life ex-
pectancy of these patients6.

Conclusions

In conclusion, cutaneous metastases from colorec-
tal cancer have a low incidence, but when they occur, 
they usually indicate an advanced disease and, there-
fore, a poor prognosis. The key point is early diagno-
sis, which requires a careful physical examination and 
a high index of suspicion in at-risk patients, since 
these injuries can go unnoticed for prolonged periods. 
If cutaneous metastasis are suspected, it is essential 
for a biopsy to be obtained in order to confirm the 
diagnosis, and thus stage the disease and consider 
the best therapeutic management, which can be med-
ical or surgical.
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