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Rapid Cutaneous Metastases from  
a Rectal Primary: A Case Report

Introduction
This case report discusses the rapid metastases of a rectal 

carcinoma to the skin and liver soon after curative resection of 
primary tumour. Cutaneous metastases from gastrointestinal 
malignancy are rare, and has been observed in 4-6% of colorectal 
adenocarcinoma cases [1,2]. When these cancers do metastasise to 
the skin, they mostly present as firm, painless and discrete nodules 
[2].

There are several mechanisms of cutaneous metastasis in theory, 
ranging from direct implantation to lymphatic or haematogenous 
spread [3,4]. There are at least 25 case reports in English literature 
on cutaneous colorectal metastasis to date.

 This case is rare because it was stage 3 colorectal 
adenocarcinoma with curative resection, and developed cutaneous 
metastasis within 5 weeks of original surgery, leaving one to 
suspect that metastasis can present that early and quickly even 
after curative surgery.

Further studies and tumour type behaviour is needed in future 
to determine these high risk colorectal adenocarcinoma with 
potential of early widespread metastases.

 
Case Report

The patient was a 47 year old lady with severe learning 
difficulties due to cerebral palsy with a performance status of 
four, due to contractures of the upper and lower limbs, rendering 
her immobile. She was admitted under the emergency surgery 
team with a single episode of rectal bleeding and a palpable rectal 
mass. She underwent examination under anaesthesia and flexible 
sigmoidoscopy. Histology from biopsies confirmed a moderately 
differentiated adeno carcinoma of the rectum.

A staging CT and MRI scan revealed a tumour in the left lateral 
position involving the mid and lower rectum extending into 
muscularis propria. No extra luminal disease or lymphadenopathy 
was identified. Final radiological staging was Duke’s stage B, 
T2N0M0. She underwent surgery with curative intent during the 
same admission. 

The patient had an APER due to technical reasons caused by her 
limb contractures. Post-operative histology showed a tumour size 
of 47mm, 3 out of the 20 lymph nodes sampled were found to be 
positive. One lymph node was found very close to the circumference 
margin anteriorly at 0.1mm, thus making it a R1 resection. The 
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Abstract

The development of cutaneous metastases from gastrointestinal malignancies are rare, but they have been previously reported secondary to 
primary colorectal adenocarcinoma in relation to advanced disease. This case report describes a phenomenon of rapidly developing cutaneous and 
liver metastases within weeks, from a stage 3 rectal adeno carcinoma operated with curative intent. 

A literature review of similar cases was made and contrasted to the rapidity and stage of this aggressive tumour. The current guidelines are also 
reflected on, as well as the rate of recurrence with different modalities of treatment. 
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longitudinal margins were clear. Histology showed perineural 
invasion but no evidence of vascular invasion. Final staging was 
moderately differentiated adenocarcinoma rectum with focal areas 
of poor differentiation, Dukes C1, T2N1M0 (Figure 1A). It was 
decided that the patient was not for further adjuvant treatment due 
to performance status. 

Figure 1: A: Moderately differentiated adenocarcinoma of the 
rectum. B: Skin showing a solid dermal nodule comprising 
poorly differentiated adenocarcinoma cells. C: Liver which 
is infiltrated by poorly differentiated adenocarcinoma. D: 
CK20 immuno histochemistry on the liver shows strong 
cytoplasmic expression. E: CDX2  immuno histochemistry 
on the liver shows patchy strong nuclear expression.

The patient had a smooth recovery and was awaiting social 
input. However, five weeks post operatively she was found clinically 
to be septic with a raised white blood cell count and C-reactive 
protein. She was treated empirically with antibiotics for suspected 
sepsis.

Figure 2A: Multiple Liver Metastases.

Figure 2B: Two cutaneous Metastatic nodules.

Clinically, she developed two enlarged lymph nodes in the 
posterior triangle of the neck, left supra clavicular fossa and left 
axilla. ACT scan was performed to look for source of sepsis the 
scan showed, enhancing nodules in the subcutaneous fat and in 
the gluteal muscles with multiple hypoechoic liver lesions and 
peritoneal deposits, suspected to be metastatic disease (Figure 2).

Figure 2C: Deep subcutaneous metastatic deposits.
 

Biopsy of a liver and skin lesion were performed. Both 
histology samples were reported as being poorly differentiated 
adenocarcinoma (Figure 1B & 1C). Immuno histochemistry showed 
the tumour cells expressed CK20 and CDX2 (Figure 1D & 1E). They 
were negative for CK7. These were in keeping with metastatic 
poorly differentiated adenocarcinoma from a colorectal primary. 

The patient was seen by the palliative team after discussion 
with her family and was moved to a hospice where she passed 
away due to metastatic disease within 8 weeks after the surgery 
for moderately differentiated adenocarcinoma stage 3, where 
prognosis is normally in years.

Discussion
A study by Abrahms, et al. [5] observing the metastases 

at autopsy in 1000 patients found that the commonest site of 
metastasis for rectal carcinoma is the liver 47% followed by the lung 
at 38%. Only 3% were found to have skin metastasis [1,5]. Brown 
and Clark quotes 58.8% of their patients with rectal cancer have 
no metastases, though they reflected on the fact that a significant 
number of their patients did not survive long past resection or 
colostomy formations [6]. 

 Risk of extra-nodal metastases is up to 20% for stage I and II 
colorectal cancers within 5 years of surgery [7]. Isolated tumour 
cells in regional lymph nodes have been implicated [8], and it is 
recommended that at least 12 to 15 lymph nodes be sampled for 
regional staging [9]. 

There have been other cases of rectal adenocarcinoma with 
cutaneous metastasis in the literature. Our case is unique as the 
patient developed cutaneous metastasis within five weeks of curative 
surgery. A similar case reported in the literature which describes 
a 55 year old gentleman with T3N2M0 rectal adenocarcinoma 
presenting 18 months following surgery and chemotherapy, with 
subcutaneous metastatic nodules [10]. A similar phenomenon 
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described by Wang et al. [11] in a 76 year old lady with T4aN1Mx 
poorly differentiated adenocarcinoma with lymph node metastasis, 
also developed subcutaneous nodules on the patient’s back [11]. 
This occurred within one month of surgery, in this case report the 
patient already had locally advanced T4 disease with unmapped 
metastasis, necessitating neo adjuvant chemotherapy which was 
not administered due to impending bowel obstruction. Another 
case reporting a 44 year old lady who presented with a number of 
well defined, painless subcutaneous nodules which were found to 
be metastases , from a primary T4 N2 M1 ,sigmoid adenocarcinoma 
[12].

Current guidelines do not recommend adjuvant chemotherapy 
for stage 2 disease [13]. A retrospective study observing patients 
with T1 and T2 disease treated by local excision alone found that 
37% of patients with T2 disease, had a recurrence at 54 months 
post op, with the average time being 18 months [14,15]. 

This case is unique in that metastases to both skin and 
liver occurred within 5 weeks of curative surgery for a stage 3 
predominantly moderately differentiated rectal adenocarcinoma 
which developed rapidly following surgery. The exact mechanism 
to which cutaneous metastases from rectal carcinoma occurs is 
uncertain, and further research is needed to determine the risk 
factors for this. 
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