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ABSTRACT
Cutaneous metastases are a late event associated with poor prognosis. Here we report a case
of gastric carcinoma associated cutaneous metastasis in a patient who reported a history of an
unspecified malignancy under remission. This case report serves to highlight cutaneous
metastases as a rare late complications of malignancies, including those that may have been
previously considered in remission, associated with poor prognosis.

CASE REPORT
A 43-year-old well appearing JapaneseAmerican female was referred by a local
medical oncologist for evaluation of a new
onset truncal lesion. She reported a past
medical history of a previous malignancy that
was now in remission. No additional details
were available. Clinical examination revealed
an isolated mobile pink plaque on the upper
back (Figure 1). The lesion measured 19mm
and was asymptomatic, well circumscribed,
with no secondary changes. A punch biopsy
was obtained which showed malignant cells
infiltrating collagen bundles. The infiltrating
cells were arranged both individually and in
an “Indian file” like pattern (Figure 2). At
higher magnification, typical signet ring cells
with eccentrically located hyperchrormatic
nuclei were observed. Infiltrating cells stained
positive for CAM5.2 and negative for
estrogen receptor. A diagnosis of metastatic
gastric carcinoma (mGC) was established

and wide resection of the lesion with clear
margins was obtained. Unfortunately, she
succumbed to her disease within one year of
this diagnosis.

Figure 1. Asymptomatic lesions on the back.
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Figure 2. Hematoxylin and eosinophil staining with
infiltrating cells arranged individually and in an “Indian
file” like pattern.

DISCUSSION
In general, cutaneous metastases often
present at a late disease stage and are
associated with diffuse metastatic disease
and poor prognosis. Cutaneous metastases
occur in 0.6 to 10.4% of cancer patients.1 The
most common sources of skin metastases in
women are breast, colon cancer, and
melanoma whereas the leading causes in
men are melanoma, lung, and colon
cancer.2,3 Even more rarely, cutaneous
metastases are the initial presentation of
occult internal malignancy, occurring in only
0.8% of patients.4 In these cases, the most
likely primary malignancies are lung, kidney,
and ovaries.4 The mechanisms that
predispose
certain
malignancies
to
metastasize to skin are unclear. Gastric
cancer (GC) accounts for 6% of all skin
metastases in males and only 1% in
females.5
Although incidence rates have been
declining, GC is the fifth most common
malignancy in the world with about 1 million
new cases diagnosed annually and the third
most common cause of cancer related death
worldwide. The incidence of GC is highly

dependent on ethnicity, diet, and infection
history, in particular by H. Pylori and HPV.
Incidence is tenfold higher in Asia, Eastern
Europe and parts of Central and South
American countries than in Western
countries, possibly linked to the prevalence of
H. Pylori in those regions. Also, incidence is
twofold higher in men than women.4,6
Different risk factors are linked to GC of
different areas of the stomach: distal and
antral cancers are associated with H. pylori,
alcohol, and low fruit/high consumption of
process meats, which are common in East
Asia, whereas proximal cancers (cardia) are
linked to obesity and tumors of the
gastroesophageal junction with Barrett's
esophagus, which is more common in nonAsian countries.4,6 The survival rate for GC is
among the lowest of all solid malignancies: 5year survival rate of about 30% for GC and
3.1% for advanced GC. Analysis of the US
NCI's Surveillance, Epidemiology, and End
Results (SEER) showed median overall
survival of 6 months in patients younger than
44 years of age and of 3 months in patients
older than 75.4,6
Management of mGC is challenging.
Patients with locally advanced or mGC
should be started on systemic treatments as
these have been shown to increase survival
and quality of life as compared to supportive
care alone.7 Combinations of platinum and
fluoropyrimidines
with
or
without
anthracycline or taxanes are the preferred
treatments.4,6,7 Molecular targeting is also
being investigated. In particular, trastuzumab
has shown promising results in treatment of
Her-2 positive mGC. (7) The role of surgery
in mGC is controversial. In specific, the
REGATTA study showed no survival
advantage with palliative gastrectomy plus
chemotherapy
as
compared
to
chemotherapy alone, suggesting that
palliative resection yielded no benefits.
However, a subset analysis revealed that
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patients with GC in lower gastric bodies had
relatively favorable outcomes, suggesting
that surgical intervention may be beneficial
for some mGC patients.8

CONCLUSION
The appearance of new cutaneous lesions on
patients with a history of malignancy, even
remote, should be thoroughly investigated to
rule out cutaneous metastases. This case
report heightens the awareness of this rare
presentation associated with poor prognosis.

6. Karimi P, Islami F, Anandasabapathy S,
Freedman ND, Kamangar F. Gastric cancer:
descriptive epidemiology, risk factors, screening,
and prevention. Cancer Epidemiol. Biomark. Prev.
Publ. Am. Assoc. Cancer Res. Cosponsored Am.
Soc. Prev. Oncol. 2014;23(5):700–13
7. Gunturu KS, Woo Y, Beaubier N, Remotti HE, Saif
MW. Gastric cancer and trastuzumab: first biologic
therapy in gastric cancer. Ther. Adv. Med. Oncol.
2013;5(2):143–51
8. Fujitani K, Yang H-K, Mizusawa J, Kim Y-W,
Terashima M, Han S-U, et al. Gastrectomy plus
chemotherapy versus chemotherapy alone for
advanced gastric cancer with a single non-curable
factor (REGATTA): a phase 3, randomised
controlled trial. Lancet Oncol. 2016;17(3):309–18

Conflict of Interest Disclosures: None
Funding: None
Corresponding Author:
Fabrizio Galimberti, MD, PhD
Dr. Philip Frost Department of Dermatology and
Cutaneous Surgery, University of Miami Miller School
of Medicine
Miami, FL 33125
Email: fbrzgalimberti@gmail.com

References:
1. Alcaraz I, Cerroni L, Rütten A, Kutzner H,
Requena L. Cutaneous metastases from internal
malignancies:
a
clinicopathologic
and
immunohistochemical
review.
Am.
J.
Dermatopathol. 2012;34(4):347–93
2. Sittart JA de S, Senise M. Cutaneous metastasis
from internal carcinomas: a review of 45 years. An.
Bras. Dermatol. 2013;88(4):541–4
3. Wong CYB, Helm MA, Kalb RE, Helm TN, Zeitouni
NC. The presentation, pathology, and current
management strategies of cutaneous metastasis.
North Am. J. Med. Sci. 2013;5(9):499–504
4. 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;22(1):19–
26
5. Sitarz R, Skierucha M, Mielko J, Offerhaus GJA,
Maciejewski R, Polkowski WP. Gastric cancer:
epidemiology, prevention, classification, and
treatment. Cancer Manag. Res. 2018;10:239–48
November 2019
Copyright 2019 The National Society for Cutaneous Medicine

Volume 3 Issue 6
401

