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ABSTRACT
Cutaneous metastasis of rectal cancer is rare. It typically
indicates widespread disease and poor prognosis. We report
an exceedingly rare case of rectal cancer with metastasis to
the skin and review the literature on cutaneous metastasis
of rectal cancer. A 47-year-old man presented with stage IV
unresectable adenocarcinoma of the rectum and received
palliative chemoradiation for local pain control. About a
year later he developed extensive skin lesions involving the
genital area, bilateral groin, and perineum. Biopsy specimen showed mucinous adenocarcinoma compatible with
rectal origin. Palliative treatment with radiation therapy
was initiated. The patient responded well to treatment and
is still alive more than a year after diagnosis of cutaneous
metastasis. Surgeons should maintain strong suspicion of
cutaneous metastases when patients with rectal cancer have
new or evolving skin lesions.

INTRODUCTION

Cutaneous metastasis of internal malignancies is rare,
occurring in 0.7%-9.0% of all malignancies.1,2 It usually
indicates intralymphatic and/or intravascular tumor dissemination with a poor prognosis. The neoplasms that
most often metastasize to the skin are the most frequently
occurring human cancers, such as breast cancer in women
and lung cancer in men. Other tumors with a high cutaneous metastatic potential include gastrointestinal tract
carcinomas.1,2
Similarly rare, cutaneous metastases from abdominal malignancies occur in less than 4% of patients.2,3 Those arising
from adenocarcinomas of the colon and rectum are even more
rare and typically signify widespread disease with a poor prognosis.2,3 Cutaneous metastases of rectal cancer usually occur
within the first 3 years of follow-up.3,4 Most cases occur late
in the course of the disease, but cutaneous metastases may
be the initial presentation of the internal malignancy. Rectal
carcinoma metastases to the skin have no distinctive features,
presenting most often as small subcutaneous or intradermal
nodules that measure 1 cm to 2 cm in diameter and tend to
coalesce. These nodules tend to be asymptomatic, firm, rubbery, and painless.4,5 Surgical intervention is not feasible, but
systemic chemotherapy and radiotherapy may help control

symptoms. Prognosis is poor and median survival of patients
after the appearance of cutaneous metastatic lesions is reported
to be approximately 3 to 18 months.5
We present a case of metachronous skin metastasis during chemoradiation treatment in a patient with advanced
rectal cancer. This case is different from others previously
reported because it is an exaggerated and uncommon
form of metastatic dissemination to the skin, with massive
soft tissue infiltration of the perineum. We also present a
comprehensive review of all reported cases of cutaneous
metastasis from rectal cancer and summarize the clinical
characteristics of these patients, the treatments they received, and their outcomes.

CASE REPORT

A 47-year-old man presented in December 2012 with a
10-month history of an approximately 10 cm × 15 cm mass
bulging from his anus and associated severe rectal pain,
weight loss of 23 kg (50 lbs), and change in bowel habits. A
biopsy of the mass revealed invasive mucinous adenocarcinoma. Colonoscopy could not be performed because of the
size of the rectal mass. Computed tomography scan of the
chest/abdomen and pelvis demonstrated a locally invasive
rectal mass, significant aortocaval and left inguinal lymphadenopathy (Figures 1 and 2), and bibasilar tiny nodules
consistent with metastatic disease. Biopsy findings of the
left inguinal lymph nodes were consistent with metastatic
mucinous adenocarcinoma. Given that the disease was, on
the basis of the American Joint Commission on Cancer tumor-node metastasis staging system, stage IV (T4N2M1b),
surgery was not feasible. The patient was referred to medical
and radiation oncology for palliative chemoradiation because
of his severe rectal pain.
In January 2013, a total dose of 5040 cGy was given, delivered in 28 fractions concomitant with XELOX (capecitabine
plus oxaliplatin). However, intravenous chemotherapy was
stopped because of significant neuropathy as well as poor
patient adherence. The patient refused any further chemotherapy. Given that his K-ras gene was not mutated, cetuximab was not administered. In September 2013, the patient
was reevaluated in the surgery clinic for possible palliative
resection. Repeat computed tomography scans showed
minimal improvement in the size of the tumor and the
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Figure 1. Computed tomography image of the rectal tumor and the left
inguinal lymphadenopathy (86 mm × 49 mm).

Figure 2. Computed tomography image of the aortocaval lymphadenopathy
(87 mm × 48 mm).

retroperitoneal lymphadenopathy. However, in the absence
of tumor-related complications, we thought that palliative
surgery would be of no benefit to the patient in terms of
survival and quality of life. In April 2014, the patient returned to the surgery clinic and was found to have extensive
new skin lesions involving the genital area, bilateral groin,
and perineum (Figure 3). A biopsy of the skin lesion found
metastatic moderately differentiated adenocarcinoma, most
likely of rectal origin, infiltrating the skin and subcutaneous
tissue. Palliative radiation therapy was initiated. The patient
tolerated the additional radiation dose, and he had excellent local response to it. He is still alive more than a year
after the diagnosis of skin metastasis and has not shown any
disease progression.

from autopsy series. Reingold reviewed the autopsy findings
of 32 patients with cutaneous metastasis from internal carcinoma, excluding breast cancer.4 He found that the prevalence
of cutaneous metastasis was 32 cases out of 2300 internal
carcinomas studied. The most common primary site was
the lung (16 cases). The rectum was the site of the primary
tumor in only 1 case. The most common sites of metastasis
were chest skin and abdominal skin, with rectal carcinoma
cutis occurring in the right first toe, chest, and abdomen.
Lookingbill et al2,6 conducted two large retrospective
studies at Hershey Medical Center in Pennsylvania to analyze the relative frequencies of skin metastases according
to the type and location of the primary tumor and the site
of the cutaneous metastases. The first study,6 performed in
1990, reported on 7316 cancer patients, including 772 with
colorectal cancer. Cutaneous involvement was present at
the time of diagnosis in 4 patients (0.05% of patients with
colorectal cancer); clinical information was not available
for those patients, and it is not clear whether the primary
cancers were rectal or colonic. The second study,2 conducted
in 1993, examined the records of 4020 patients with metastatic disease, including 420 (10%) with skin metastases.
In the cohort of 413 patients with metastatic colon cancer,
18 (4.4%) had skin metastases. Eleven of the 18 had only
local metastases, most of them located in the abdominal
incision site.
We found 28 cases7-27 of cutaneous metastases from rectal
cancer in the English-language literature, including 2 case
series comprising 6 cases each18,20 (Table 1). The mean age
of patients was 55.5 years (range 29-79), 19 were men, and
adenocarcinoma was the underlying histology in all. Highrisk features such as mucinous (n = 7), signet ring cell (n = 4),
and poorly differentiated (n = 4) were present in 54% of
patients. Most of the patients presented with advanced-stage
disease (stage III in 10 patients and stage IV in 11 patients).
Surgical resection, either low anterior resection or

DISCUSSION

Metastases to the skin occur in the course of malignancy,
especially in extensive metastatic disease. They may represent failure of ongoing therapy or recurrence of a neoplasm
thought to have been eradicated; or, they may be the first
manifestation of asymptomatic, unsuspected occult malignancy. We present a case of extensive skin metastasis to the
perineum in a patient with unresectable rectal cancer receiving palliative chemoradiation. To date, there has been no
solid data about the incidence of cutaneous metastasis from
rectal carcinoma because most of the data have been obtained
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Figure 3. Perineal, bilateral groin, and genital skin metastases (86 mm ×
69 mm).
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Table 1. Cases of rectal cancer with cutaneous metastasis
Age,
years
79

Sex
F

68

F

49

F

50

Adani et al,11 2001
Tsai et al,12 2002

Author, year
Gray and Das,7
1989
Reed and Stoddard,8
1992
De Friend et al,9
1992
Kauffman and
Sina,10 1997

Histology
Adenocarcinoma

Stage
—

Primary cancer
treatment
Radiation

Interval,a
months
0b

Skin mets
location
Leg

Skin mets
morphology
Nodules

Skin mets
treatment
None

Survival
(follow-up
time in
months)
No (18)

Adenocarcinoma,
poorly differentiated
Adenocarcinoma

—

LAR

4

Perineum

Nodules

APR

—

III

LAR

7

Perineum

Nodules

WLE

—

M

Adenocarcinoma,
signet ring

IV

LAR+ACR

36

Multiple

Plaques

None

No (3)

70
47

F
M

III
III

APR + AC
APR + AC

36
11

Leg
Multiple

Nodules
Nodules

CR
C

Yes (14)
No (4)

Melis et al,13 2002
Damin et al,14 2003
Hayashi et al,15
2003
Sarid et al,16 2004

41
44
50

M
M
M

IV
II
—

NCR
LAR
LAR

1
6
4

Perineum
Groin
Perineum

Plaques
Zosteriform
Nodules

None
R
None

—
No (5)
—

60

F

III

NR+LAR+ACR

16

WLE

No (56)

69
70

M
M

II
IIIB

APR+ ACR
LAR+AC

5
24

Chest,
abdomen
Perineum
Back

Ulcers

Reuter et al,17 2006
Tan et al,18 2006

Plaques
Nodules

None
WLE, C

No (6)
—

Tan et al,18 2006
Kilickap et al,19
2006
Gazoni et al,20 2008

53
29

F
M

IIIB
IIIA

APR
LAR+APR+ ACR

10
14

WLE, CR
WLE + C

No (26)
Yes (4)

F

IV

Colostomy+CR

0b

Perineum
Chest wall,
axilla
Perineum

Nodules
Nodules

55

—

CR

No (3)

Gazoni et al,20 2008

66

M

IV

Colostomy+ CR

0b

Perineum

—

CR

No (4)

Gazoni et al,20 2008

68

M

IV

Colostomy+CR

0b

Thigh, axilla

—

CR

No (3)

Gazoni et al,20 2008
Gazoni et al,20 2008
Gazoni et al,20 2008
McWeeney et al,21
2009
Saladzinskas et al,22
2010
Ismaili et al,23 2011

72
65
78
72

M
M
M
M

Adenocarcinoma
Adenocarcinoma,
signet ring
Adenocarcinoma
Adenocarcinoma
Adenocarcinoma,
mucinous
Adenocarcinoma,
mucinous
Adenocarcinoma
Adenocarcinoma,
mucinous
Adenocarcinoma
Adenocarcinoma,
signet ring
Adenocarcinoma,
poorly differentiated
Adenocarcinoma,
poorly differentiated
Adenocarcinoma,
poorly differentiated
Adenocarcinoma
Adenocarcinoma
Adenocarcinoma
Adenocarcinoma

IV
IV
IV
III

Colostomy+CR
Colostomy+CR
Stent+CR
Ileostomy+NCR

0b
0b
0b
6

Perineum
Perineum
Perineum
Perineum

—
—
—
Nodules

CR
CR
CR
WLE

No (5)
No (7)
No (1)
—

64

M

IIA

NR+ LAR

42

Face

Ulcers

WLE

Yes (7)

50

F

IV

None

0b

Multiple

Zosteriform

None

No (1)

Balta et al,24 2012

46

M

IIIB

Colostomy

12

Perineum

Ulcers

None

—

de Miguel Valencia
et al,25 2013
Ozgen et al,26 2013
Akpak et al,27 2013
Dehal et al, 2015c

55

M

IIIB

NCR+APR+ AC

18

Multiple

Nodules

None

No (—)

65
47
47

M
F
M

IIA
IV
IV

NCR+LAR+ACR
APR
CR

18
36
1

Perineum
Perineum
Perineum

Nodules
Ulcers
Nodules

CR
WLE + CR
R

Yes (12)
—
Yes (12)

Adenocarcinoma,
mucinous
Adenocarcinoma,
signet ring
Adenocarcinoma,
mucinous
Adenocarcinoma,
mucinous
Adenocarcinoma
Adenocarcinoma
Adenocarcinoma,
Mucinous

Interval between cancer treatment/diagnosis and skin metastasis presentation.
In those patients, skin metastasis was the first sign of the underlying malignancy. Therefore, there was no interval between the primary cancer diagnosis and the onset of the skin metastasis.
Described in this article.
— = data not reported; AC = adjuvant chemotherapy; ACR = adjuvant chemoradiation; APR = abdominoperineal resection; C = chemotherapy; CR = chemoradiation; F = female;
LAR = low anterior resection; M = male; mets = metastasis; NCR = neoadjuvant chemoradiation; NR = neoadjuvant radiation; R = radiation; WLE = wide local excision.
a
b
c
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abdominoperineal resection, was performed in 16 patients, with chemoradiation given either preoperatively
or postoperatively. Skin metastasis presented as a recurrence in 20 patients, with an average time to recurrence
of 18 months (range 1-42). Skin metastasis was the first
sign of the underlying malignancy in the remaining 8 patients. The perineum was the site of the skin metastases in
11 patients. Among the rest, skin metastases occurred at
multiple sites, with frequent involvement of the chest and
axillae. The face and extremities were infrequently involved.
Among reports describing morphology, skin nodules were
most common. Most patients (20/28) received treatment
for skin metastasis: excision with or without chemoradiation (n = 8), chemotherapy and/or radiation therapy alone
(n = 11), or abdominoperineal resection (n = 1). Vital status
was reported for 20 patients. Among these, 15 died. The
duration of follow-up was reported for only 19 patients.
The average time from skin metastasis diagnosis to death
was about 10 months (median 4, range 1-56).
Although cutaneous metastasis typically signifies
widespread disease and a poor prognosis, several cases of
isolated rectal metastases to the skin without evidence of
visceral disease have been reported.7,9,11,13,15-17,26,27 Also,
in a minority of patients, cutaneous disease may precede
metastasis to other organs. 14,18,19 In these cases, it is imperative that the skin lesion be detected early, biopsied,
and properly diagnosed. Alternately, skin metastasis
could be the first sign of an underlying advanced rectal
cancer.20,23 Gazoni et al20 reported a series of 6 patients
with concurrent diagnoses of advanced stage IV rectal
cancer and skin metastases. None survived more than 7
months after diagnosis, regardless of the treatment modality.20 Therefore, recognition of suspicious skin lesions as
possible harbingers of undiagnosed visceral malignancy
is important in treating patients with or without a history of cancer.
Several mechanisms of cutaneous metastasis have been
postulated. Kauffman and Sina10 suggested that metastatic
spread of adenocarcinoma to the skin and subcutaneous
tissue could be caused by lymphatic and hematogenous
spread, direct extension, or implantation during surgery.
They reported a case of adenocarcinoma of the rectum
with inflammatory metastases to skin on the thigh.
They were able to show through immunohistochemical
evaluation that the dermal vessels containing neoplastic
cells were both lymphatic and capillary vessels and thus
concluded that the tumor cells travelled to the skin via
lymphatics and blood vessels. All three mechanisms of
metastasis occurred in our patient. Considering that
skin metastases developed close to the primary cancer in
a setting of heavy nodal disease, the likely pathophysiology is a combination of intravascular and lymphatic
dissemination. However, the possibility of implantation
during the biopsy of the left inguinal lymph nodes cannot be excluded.
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CONCLUSION

Cutaneous metastases are a rare and usually signify
disseminated disease. Their presence warrants a thorough
metastatic workup. Clinicians treating patients with
internal carcinomas should look for skin involvement
even after a long asymptomatic period, paying special
attention to all skin nodules, nonhealing ulcers, and
persistent indurate erythema. Early detection and recognition of metastatic disease in the skin can dramatically
alter treatment and prognosis. A high index of suspicion
is recommended when new skin lesions are found in
cancer patients. Patient education plays a major role in
this early detection. Patients with a history of rectal carcinoma should be taught to inspect all areas of their skin
several times annually, to recognize the signs of cutaneous
metastases, and to take appropriate action if they find a
questionable lesion. It is extremely important that patients
with cancer receive regular dermatologic examinations
and that practitioners remain aware of the potential for
metastasis to the skin. v
Disclosure Statement
The author(s) have no conflicts of interest to disclose.
Acknowledgment
Leslie Parker, ELS, provided editorial assistance.
References

1. Gates O. Cutaneous metastases of malignant disease. Am J Cancer 1937
Aug;30(4):718-30. DOI: http://dx.doi.org/10.1158/ajc.1937.718.
2. Lookingbill DP, Spangler N, Helm KF. Cutaneous metastases in patients with
metastatic carcinoma: a retrospective study of 4020 patients. J Am Acad
Dermatol 1993 Aug;29(2 Pt 1):228-36. DOI: http://dx.doi.org/10.1016/01909622(93)70173-Q.
3. Gmitter TL, Dhawan SS, Phillips MG, Wiszniak J. Cutaneous metastases of
colonic adenocarcinoma. Cutis 1990 Jul;46(1):66-8.
4. Reingold IM. Cutaneous metastases from internal carcinoma. Cancer
1966;19(2):162-8. DOI: http://dx.doi.org/10.1002/1097-0142(196602)19:
2%3C162::AID-CNCR2820190204%3E3.0.CO;2-A.
5. Rendi MH, Dhar AD. Cutaneous metastasis of rectal adenocarcinoma.
Dermatol Nurs 2003 Apr;15(2):131-2.
6. Lookingbill DP, Spangler N, Sexton FM. Skin involvement as the presenting
sign of internal carcinoma. A retrospective study of 7316 cancer patients.
J Am Acad Dermatol 1990 Jan;22(1):19-26. DOI: http://dx.doi.org/10.1016/
0190-9622(90)70002-Y.
7. Gray M, Das S. An unusual presentation of colorectal carcinoma. Br J Clin Pract
1989 Sep;43(9):344-5.
8. Reed MW, Stoddard CJ. Cutaneous perianal recurrence of cancer after anterior
resection using the EEA stapling device. Ann R Coll Surg Engl 1992 Jul;74(4):301-2.
9. De Friend DJ, Kramer E, Prescott R, Corson J, Gallagher P. Cutaneous perianal
recurrence of cancer after anterior resection using the EEA stapling device. Ann
R Coll Surg Engl 1992 Mar;74(2):142-3.
10. Kauffman CL, Sina B. Metastatic inflammatory carcinoma of the rectum: tumor
spread by three routes. Am J Dermatopathol 1997 Oct;19(5):528-32. DOI: http://
dx.doi.org/10.1097/00000372-199710000-00107.
11. Adani GL, Marcello D, Anania G, et al. Subcutaneous right leg metastasis
from rectal adenocarcinoma without visceral involvement. Chir Ital 2001 MayJun;53(3):405-7.
12. Tsai HL, Huang YS, Hsieh JS, Huang TJ, Tsai KB. Signet-ring cell carcinoma of
the rectum with diffuse and multiple skin metastases—a case report. Kaohsiung
J Med Sci 2002 Jul;18(7):359-62.
13. Melis M, Scintu F, Marongiu L, Mascia R, Frau G, Casula G. Inflammatory
cutaneous metastasis from rectal adenocarcinoma: report of a case. Dis Colon
Rectum 2002 Apr;45(4):562-3. DOI: http://dx.doi.org/10.1007/s10350-004-6239-4.

77

REVIEW ARTICLE
Cutaneous Metastasis of Rectal Cancer: A Case Report and Literature Review

14. Damin DC, Lazzaron AR, Tarta C, Cartel A, Rosito MA. Massive zosteriform
cutaneous metastasis from rectal carcinoma. Tech Coloproctol 2003
Jul;7(2):105-7. DOI: http://dx.doi.org/10.1007/s10151-003-0019-3.
15. Hayashi H, Shimizu T, Shimizu H. Scrotal metastases originating from colorectal
carcinoma. Clin Exp Dermatol 2003 Mar;28(2):226-7. DOI: http://dx.doi.
org/10.1046/j.1365-2230.2003.01232_4.x.
16. Sarid D, Wigler N, Gutkin Z, Merimsky O, Leider-Trejo L, Ron IG. Cutaneous
and subcutaneous metastases of rectal cancer. Int J Clin Oncol 2004
Jun;9(3):202-5. DOI: http://dx.doi.org/10.1007/s10147-004-0389-1.
17. Reuter J, Bruckner-Tuderman L, Braun-Falco M. Epidermotropic scrotal
metastasis of colorectal cancer. Int J Colorectal Dis 2007 Sep;22(9):1133-4.
DOI: http://dx.doi.org/10.1007/s00384-006-0140-7.
18. Tan KY, Ho KS, Lai JH, et al. Cutaneous and subcutaneous metastases of
adenocarcinoma of the colon and rectum. Ann Acad Med Singapore 2006
Aug;35(8):585-7.
19. Kilickap S, Aksoy S, Dinçer M, Saglam EA, Yalçin S. Cutaneous metastases of
signet cell carcinoma of the rectum without accompanying visceral involvement.
South Med J 2006 Oct;99(10):1137-9. DOI: http://dx.doi.org/10.1097/01.
smj.0000221633.71021.ac.
20. Gazoni LM, Hedrick TL, Smith PW, et al. Cutaneous metastases in patients with
rectal cancer: a report of six cases. Am Surg 2008 Feb;74(2):138-40.

21. McWeeney DM, Martin ST, Ryan RS, Tobbia IN, Donnellan PP, Barry KM.
Scrotal metastases from colorectal carcinoma: a case report. Cases J 2009 Jan
31;2(1):111. DOI: http://dx.doi.org/10.1186/1757-1626-2-111.
22. Saladzinskas Z, Tamelis A, Paskauskas S, Pranys D, Pavalkis D. Facial skin
metastasis of colorectal cancer: a case report. Cases J 2010 Jan 15;3:28. DOI:
http://dx.doi.org/10.1186/1757-1626-3-28.
23. Ismaili Z, Dekhay S, Moussaoui A, Jahid A. Primary gastric, duodenal, and
rectal signet ring cell carcinoma revealed by cutaneous metastasis. Endoscopy
2011;43 Suppl UCTN:E209-10. DOI: http://dx.doi.org/10.1055/s-0030-1256399.
24. Balta I, Vahaboglu G, Karabulut AA, et al. Cutaneous metastases of rectal
mucinous adenocarcinoma mimicking granuloma inguinale. Intern Med
2012;51(17):2479-81. DOI: http://dx.doi.org/10.2169/internalmedicine.51.7802.
25. de Miguel Valencia MJ, Fraile González M, Yagüe Hernando A, et al.
[Cutaneous metastases of rectal cancer]. [Article in Spanish]. An Sist Sanit
Navar 2013 Sep-Dec;36(3):557-61.
26. Ozgen A, Karakaya E, Bozdoğan N. Scrotal skin metastasis from rectum
adenocarcinoma. Rare Tumors 2013 Dec 5;5(4):e60. DOI: http://dx.doi.
org/10.4081/rt.2013.e60.
27. Akpak YK, Dandin Ö, Gün I, Atay V, Haholu A. A rare case of vulvar skin
metastasis of rectal cancer after surgery. Int J Dermatol 2014 Jun;53(6):e337-8.
DOI: http://dx.doi.org/10.1111/ijd.12230.

Juvenile Delinquents
In the community of living tissues, the uncontrolled mob of
misfits that is cancer behaves like a gang of perpetually wilding
adolescents. They are the juvenile delinquents of cellular society.
— Sherwin B Nuland, MD, 1930-2014, American surgeon and author,
professor of bioethics, history of medicine, and medicine
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