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Introduction
Cutaneous metastasis of malignant 
tumor is often a rare event and has been 
reported to occur in 0.7%–9% of patients 
with malignancy.[1] Skin is often an 
uncommon site of metastasis from internal 
malignancy. The presence of cutaneous 
metastasis implies a systemic spread of 
disease and poor prognosis with early 
fatal termination, with an average survival 
of 3–18  months.[2] Usually, there is a long 
time interval between the diagnosis of the 
primary malignancy and the recognition 
of the skin metastases. Here, we present a 
case of Krukenbergs tumor with metastasis 
to skin occurring earlier than the usual and 
subsequent detection of primary.

Case Report
A 47‑year‑old female patient presented to 
the oncology outpatient department with 
the previous history of pain abdomen and 
vomiting for which exploratory laparotomy 
and hysterectomy was done 1 month ago, and 
histopathology was reported as Krukenberg’s 
tumor. She was referred to dermatology 
for raised lesions over the lower abdomen 
since 10  days. On examination, there were 
multiple skin‑colored and erythematous 
papules coalesced to form plaques over 
lower abdomen, firm to hard in consistency, 
surrounding skin had a doughy feel [Figure 
1]. A  provisional diagnosis of cutaneous 
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Abstract
A 47‑year‑old female patient presented with painless skin colored and erythematous papules 
coalesced to form plaques over lower abdomen for 10  days. She had undergone exploratory 
laparotomy with hysterectomy and bilateral oophorectomy 1  month ago, and histopathology was 
reported as Krukenbergs tumor. She was getting evaluated for primary, when she was referred to 
dermatology. A clinical diagnosis of cutaneous infiltration of tumor was made, and biopsy was done 
from a representative lesion which showed features suggestive of metastatic poorly differentiated 
adenocarcinoma. In the majority of cases in the past, cutaneous metastasis is seen much later in the 
course of the disease. High degree of suspicion and histopathology was helpful in the diagnosis of 
underlying malignancy in our patient.
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infiltration of tumor was made. Biopsy 
of representative lesion showed diffuse 
infiltration of tumor cells in cords and singles, 
with pleomorphic round to oval nucleus, 
high N:C ratio and vesicular chromatin in 
the dermis, along with signet ring‑like cells 
and lymphoplasmacytic infiltrate around 
blood vessels suggestive of metastatic poorly 
differentiated adenocarcinoma [Figure 2]. 
Magnetic resonance imaging scan showed 
thickening of skin with multiple small 
enhancing nodules in subcutaneous plane 
around the surgical scar of anterior abdominal 
wall along with pulmonary metastasis. 
Upper gastrointestinal  (GI) endoscopy 
showed a friable hypertrophic growth at 
gastroesophageal junction, which on biopsy 
showed features suggestive of poorly 
differentiated adenocarcinoma [Figure 3]. 
The patient was started on chemotherapy, 
and unfortunately our patient succumbed 
to metastatic disease after 2  months of 
presentation.

Discussion
Cutaneous metastasis usually occur late in 
the course of malignancy. Occasionally, skin 
metastasis may be detected simultaneously 
or sometimes even before the diagnosis of 
a primary tumor. They occur mainly in the 
age group between 50 and 70  years.[3] The 
average time interval between the diagnosis 
of primary malignancy and skin metastasis 
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is approximately around 33  months. The average survival 
is 7.5  months following diagnosis, with around 50% of 
patients with skin metastasis die within the first 6 months.[4] 
The tumor cells spread to the skin through lymphatic and/
or hematogenous route. However, a direct extension to the 
skin or accidental implantation in surgical wounds and 
surgical tracts is reported as well.[2]

Cutaneous metastasis of esophageal adenocarcinoma are 
exceedingly rare and occur in only 1% of patients. They 
occur most commonly on the abdominal wall as local skin 
metastasis or seeding, most often after invasive procedures 
for diagnostic or therapeutic purposes.[5] Currently, 
adenocarcinoma occurs in more than 50% of all new cases 
of esophageal carcinoma, and its pathogenesis is linked to 
gastroesophageal reflux disease.[6]

The biologic basis of cutaneous metastasis is incompletely 
understood. It occurs as a complex interaction among 
genetic factors, epigenetic events, and host responses.[4] 
The tumor needs to detach from the primary tumor, invade 
a blood or lymphatic vessel, circulate in them, extravasate, 
reattach in a distant site, finally, survive and proliferate at 
the secondary site.[1] Studies have shown that tumors have 
a selective ability to metastasize to a certain site. They may 
be the first manifestation of unsuspected occult malignancy 
or an indicator of recurrence of malignancy after treatment 
or failure of ongoing therapy.[3]

Metastatic cutaneous lesions may have a variety of 
presentation, but most of them fall under one of three 
main types of lesions nodules, plaques, and inflammatory 
telengiectatic lesions.[7] They usually present as painless 
nodule within the dermis and subcutaneous tissue with 
an intact, uninvolved elevated epidermis. Skin metastasis 
in esophagogastric carcinoma may occur as cutaneous 
nodules, infiltrated skin plaques, cellulitis, carcinoma 
erysipeloides, carcinoma en cuirasse, or as large 
cauliflower‑like papillomatous mass.[4]

According to histopathology, they are divided as 
adenocarcinoma, squamous cell carcinoma, undifferentiated 
carcinoma, and other miscellaneous types.[8] A large 
number of tumor cells are seen in the deep reticular dermis 
and subcutaneous tissue, forming glands, clusters or strands 
of tumor cells in an abundance of fibrous stroma. Tumor 
cells are seen in lymphatic and blood vessels, and also 
lining up between the collagen bundles. The epidermis is 
usually separated from the tumor cell in the dermis, with a 
tumor‑free grenz zone. They usually react to mucicarmine, 
alcian blue, periodic acid Schiff, CDX2, CK7, CK20, 
carcinoembryoic antigen, and epithelial membrane antigen. 
In most cases, the histological features of cutaneous 
metastasis resemble the underlying primary.[4] Cutaneous 
lesions are easily accessible for histopathology, and skin 
biopsy from the suspected metastasis helps in confirmation 
of diagnosis. Although they do not determine the site of 
primary tumor may produce some clues which are helpful 

in diagnosis. For example, in our case, the presence of 
signet ring‑like cells in the histopathology of skin biopsy 
acted as a confirmatory in evaluation for primary indicating 
that it is from the GI tract.

The outcome of the cutaneous metastasis varies depending 
on the primary malignancy but the presence of cutaneous 
infiltration by the tumor cells signifies widespread disease 
and a high mortality rate. Esophageal carcinoma has one 
of the highest mortality rates of all cancers.[6] Esophageal 
carcinoma is usually diagnosed at an advanced stage, when 
the cure is almost unlikely. It carries a poor prognosis with 
a 5‑year survival rate of around 8% and a median survival 
of 9 months.[5]

Conclusion
It is very uncommon for cutaneous seeding to present at 
the time of diagnosis of internal malignancy. This case 
highlights the importance of high degree of suspicion 

Figure  3:  (a) Endoscopic view of gastroesophageal junction: Friable 
hypertrophic growth, which on biopsy showed features suggestive of 
poorly differentiated adenocarcinoma. (b) Endoscopic view of fundus of 
the stomach
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Figure 2: (a) Low power: Dermis shows diffuse infiltration of tumor cells. 
Lymphoplasmacytic infiltrate around blood vessels. (b) High power: Dermal 
tumor cells are present in cords and singles, with pleomorphic round to 
oval nucleus, high N:C ratio, and vesicular chromatin. Signet ring‑like 
cells are present
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Figure  1:  (a) Erythematous to hyperpigmented infiltrated nodules and 
plaques, showing peau dæorange appearance. (b) Close up view
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and histopathology leading to diagnosis of underlying 
malignancy in cutaneous metastasis. If appropriate 
treatment is done following diagnosis of cutaneous 
metastasis it may relatively prolong patient survival.
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