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Abstract 

Introduction: Cutaneous metastases (CM) from various malignancies are uncommon with incidence of 0.8-4% and 

indicate disseminated disease with poor outcome. Metastatic adenocarcinoma to the skin occurs from gastro-intestinal 

tract, breast, lung and ovary and can be determined by high index of suspicion. Fine needle aspiration cytology is 

commonly employed for its diagnosis. CM from breast carcinoma to the chest wall are not very rare; however, distant 

CM are far less common occurring mostly within five years of its complete resection. Gastric adenocarcinoma presenting 

as CM is extremely rare, with 6% males and 1% females presenting likewise. Classically, these lesions appear as slow-

growing, painless, discrete hard nodules with intact overlying epidermis. Case Report: We describe three cases of CM 

from malignancies of two organs & diagnosed on FNAC – 1) A 65 year male who underwent complete resection for 

breast carcinoma 10 years ago, presented with chest wall metastasis, 2) A 42 year female presented with distant CM 

following complete treatment for breast carcinoma 4 years ago, and 3) A 52 year female presented with CM nodules over 

abdomen after 3 years of radical gastrectomy and adjuvant chemotherapy. Conclusion: CM can be the first sign of 

disseminated malignancy; primary or post-surgery. CM can also occur in response to chemotherapy. Post-surgery, such 

skin lesions could occur as part of dissemination from another organ malignancy (dual malignancy). FNAC is a cost-

effective, precise procedure for diagnosis of CM and also helps in differentiating these from various primary cutaneous 

malignancies and inflammatory conditions. 
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Introduction 

Cutaneous and subcutaneous metastases from internal 

malignancies arerare[1]. Incidence of such metastasis 

rises with advancing age, especially after the fifth 

decade of life [2]. Metastatic adenocarcinoma to the 

skin occurs from gastro-intestinal tract, breast, lung and 

ovary and its diagnosis can be determined by high index 

of suspicion[3]. Skin metastases are believed to be due 

to systemic spread and they represent terminal stage of 

malignant disease with limited survival period[4]. 

Cutaneous metastasis may occur as the initial 

manifestation of internal malignancy or late in the 

course of the disease. Furthermore, they can be the first 

sign of disseminated neoplasm or an important 

presenting feature of recurrence after successful 

therapy[5]. 

 

 

Metastasis to skin from breast carcinoma most 

commonly occur to the chest wall. However it is also 

seen at other sites like head and neck, scalp, abdomen. 

Gastric carcinoma is known for its propensity for 

recurrence in the tumour bed. Gastric adenocarcinoma 

presenting as CM is extremely rare, with 6% males and 

1% females presenting likewise.  

 

Cutaneous metastasis mainly present as solitary or 

multiple nodules or as plaques, papules and ulcers 

[6,7,8,9,10]. As an alternative to performing biopsies, 

fine needle aspiration cytology (FNAC) is fast, 

minimally invasive method that can be used to diagnose 

these cases. 
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Case Report 

Case-1: A 65 year old male patient presented with two swellings in the left lateral side of chest wall for the past 4 

months. He had undergone Modified radical mastectomy with adjuvant chemotherapy 10 years back for the infiltrating 

ductal carcinoma of the left breast. Ultrasonography of the abdomen was done one year back which revealed metastatic 

deposits in the liver. One swelling measured 11cm in diameter while the other measured 9cm in diameter. Both swellings 

were firm to hard, mobile and non-tender lying in the subcutaneous plane. There were focal areas of ulceration in the 

skin. No axillary lymph nodes were palpable. Clinically it was diagnosed as a case of disseminated neoplasm with 

cutaneous metastasis (figure 1). Fine needle aspiration cytology of the swelling revealed highly cellular smears showing 

atypical plasmacytoid cells with pleomorphic nuclei and dense eosinophilic cytoplasm. Cells were arranged in groups, 

sheets and singles. Numerous mitotic figures were seen (figure 2). A diagnosis of Metastatic Adenocarcinoma deposits in 

the chest wall was made.  

 

  Figure-1: Swelling in the left lateral side of chest wall          Figure-2: FNAC. High power, 40x; H & E: Atypical  

             plasmacytoid cells arranged in sheets and acini 

 

Case-2: A 42 year old female presented with a cutaneous swelling in the left supraclavicular region since 2 months. She 

was a known case of Ductal Carcinoma of the right breast who had undergone complete treatment with neoadjuvant 

chemotherapy and Modified Radical Mastectomy 4 years back, followed by adjuvant chemotherapy. The swelling 

measured 2cm in diameter. It was firm to hard, slightly mobile with minimal tenderness. No axillary lymph nodes were 

palpable. A clinical diagnosis of suppurative lesion was made. Fine needle aspiration cytology was performed which 

showed atypical cells arranged in sheets, clusters and acini, having hyperchromatic nuclei with indistinct nucleoli and 

moderate amount of cytoplasm. Nuclear overlapping was prominent. It was diagnosed as Metastatic Adenocarcinoma 

deposits in the skin (figure 3). 

 

 

Figure-3: FNAC. High power, 40x; H & E: Scattered atypical cells forming vague acini 
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Case 3: A 52 year old female presented with multiple, discrete nodules over the abdominal wall since 3months. She was 

a case of Gastric Adenocarcinoma for which she had undergone radical gastrectomy with adjuvant chemotherapy 3years 

back. The nodules were firm to hard in consistency, mobile and non-tender, largest measuring 1.5cm in diameter (figure 

4). No inguinal lymph nodes were palpable. Fine needle aspiration cytology revealed cellular smears showing atypical 

cells arranged in singles, groups and vague acini. Cells had hyperchromatic nuclei with prominent nucleoli, moderate 

amount of cytoplasm and distinct cell borders (figure 5). A diagnosis of Metastatic Adenocarcinoma in the skin was 

made.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

         Figure 4: Sub-cutaneous nodules over abdominal wall             Figure-5: FNAC. High power, 100x; Wright’s  

                stain: Atypical cells in singles and vague acini 

Discussion 

Cutaneous Metastasis of internal malignancies is a rare 

occurrence seen in 0.6 – 10.4% of all patients and it 

represents 2% of all skin tumors [11]. It can occur 

secondary to direct extension or either by lymphatic 

route to regional sites or by haematogenous spread to 

distant sites [4]. It is important to differentiate 

metastatic lesions from primary adnexal tumors and 

primary squamous cell carcinoma of the skin. 

 

Cutaneous metastasis usually occurs close to the site of 

primary malignancy. Most common sites of metastasis 

to skin are chest, abdomen, head and neck [5,12]. A 

study by Bansal et al concluded that Adenocarcinoma 

of various organs is the commonest to metastasize[4] 

which is also seen in present case series. The most 

common malignancy to present as skin metastasis in 

males is lung carcinoma while in females it is breast 

carcinoma[12]. Skin metastasis commonly presents as 

solitary or multiple discrete, firm nodules [11] which 

may be mobile and minimally tender. This clinical 

picture is seen in present case series also where in the 

metastatic breast and gastric carcinoma present as 

nodules in the skin. Cutaneous metastasis from breast 

carcinoma is not very rare, reported in about 23.9% 

cases[13]. They occur mostly over the chest wall like in 

the male patient in the current case report. Less 

common sites include the head and neck. In present  

 

 

report the female patient with recurrent breast 

carcinoma presented with a supra-clavicular nodule. 

Cutaneous metastasis present as nodular lesions which 

appear within five years of complete treatment of the 

primary according to Di Giorgi et al [13]. In the present 

case series, the male patient presented with recurrence 

of breast carcinoma after 10 years of complete 

treatment (figure 1) while the female patient with breast 

carcinoma presented with a metastatic skin nodule 4 

years after treatment. 

 

Cytological picture reveals clusters of atypical epithelial 

cells arranged in singles, groups or glandular pattern as 

stated by Shelke et al[14]. A similar picture along with 

numerous plasmacytoid cells was obtained on FNAC of 

both metastatic recurrent breast carcinoma cases (figure 

2,3). 

 

Gastric carcinomas usually metastasize to the liver, 

peritoneum and regional lymph nodes. Incidence of 

cutaneous metastasis is less than 1%. Usual presentation 

of metastatic gastric adenocarcinoma of stomach to skin 

is in form of nodule at the umbilicus, precisely known 

as Sister Mary Joseph nodule. A less frequent pattern is 

in form of multiple, discrete, slow growing nodules 

over the abdominal wall according to Betke et al[15]. In 

the present case series, a female patient presented with 
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cutaneous metastasis to abdominal wall 3 years after 

complete treatment of gastric adenocarcinoma                 

(figure 4). 

 

According to Narsimha et al, FNAC smears are cellular 

showing pleomorphic round to oval cells with vesicular 

nuclei and eosinophilic cytoplasm arrangedin glandular 

or papillary pattern with few signet ring cells and mucin 

background [16]. Third case in this series revealed a 

similar picture with large round to oval cells arranged in 

vague acinar pattern (figure 5). 

 

Cutaneous metastasis is considered a poor prognostic 

sign with minimal survival rate[17]. Cutaneous lesions 

may be the first sign of disseminated primary 

malignancy. These may occur as a response to 

chemotherapy and may also indicate failure of therapy 

leading to recurrence of a cancer assumed to have been 

completely treated. Rarely these may occur due to 

presence or a start of another malignant process (dual 

malignancy) [18]. 

 

Fine needle aspiration cytology is important in easily 

accessible and palpable lesions. Such metastatic lesions 

on the skin are clear and accessible. FNAC thus, is a 

fast, cost-effective and minimally invasive technique for 

early and accurate diagnosis of cutaneous metastasis. 

Hence, it helps in implementation of prompt 

management [19,20,21]. 

Conclusion 

Clinical diagnosis of CM may not be precise. They may 

be misleading to give a false sense of disease free state, 

especially in cases which present many years later after 

complete treatment. Hence, FNAC is an important and 

quick tool to diagnose cutaneous metastasis of internal 

malignancies helping to initiate appropriate 

management at the earliest. 
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