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Case Report
Fine needle aspiration cytology - a boon in the diagnosis of cutaneous
metastasis
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Abstract

Introduction: Cutaneous metastasis is an uncommon manifestation of visceral malignancy (0.8-5%) indicating a grave
prognosis. Cutaneous metastasis manifests as nodules, ulceration, cellulitis or fibrotic processes. Lesions are solitary or
multiple frequently found near the primary tumour. The most frequent organs presenting with cutaneous metastasis are
breast, skin (melanoma), lung, colon, stomach, upper aerodigestive tract, kidney and the uterus. On histopathology, they
can be classified as adenocarcinoma, squamous cell carcinoma, undifferentiated carcinoma and other miscellaneous
types.Case Reports:The present series involves 3 cases of cutaneous metastasis diagnosed on FNAC. First case of
osteosarcoma presenting as swelling in femoral region, second case as swelling in cervical region from cancer
oesophagus and third case presented with swelling over sternum from an unknown primary. Conclusion:FNAC is the
first line diagnostic procedure for diagnosis of cutaneous metastasis. It is inexpensive, simple and fast diagnostic tool
confirming clinical diagnosis.
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Introduction

Cutaneous metastasis are consider uncommon in invasive, excellent method for early diagnosis of
visceral malignancy but indicating poor prognosis [1- cutaneous manifestation. On the basis of this initial test
8,9,10]. Although it was observed that incidence of we can proceed for more advanced test in presence of
cutaneous manifestation increses with older age [13]. specific features indicating serious visceral malig-
Sometime they are the initial manifestation of visceral nancies [19,20].

malignancies. [1,13].Fine Needle Aspiration Cytology

(FNAC) is consider economic, easily available, non Here we report 3 cases of cutaneous metastasis.

Case Reports

A 21 Years male, known case of osteosarcoma of right proximal tibia operated with above knee amputation 2 years back
presented with a painless swelling in the right groin for 15 days. On examination, subcutaneous swelling was present in
the right femoral region measuring 2x2 cm firm, mobile and non-tender.

On FNAC, the smears showed malignant tumour cells in singles and fragments which were highly pleomorphic with
round to oval eccentric hyperchromatic irregular nucleus, 1-2 nucleoli and moderate amount of cytoplasm. Many
anaplastic tumour giant cells with occasional osteoclastic giant cells were seen.

Scanty homogenous eosinophilic material was seen in a hemorrhagic background along with few lymphocytes. Hence the
diagnosis of cutaneous deposits of osteosarcoma was made.
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Figure 2- Microscopy showing round to oval eccentric
hyperchromatic irregular nucleus (40X — H & E)
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Figure 3- Microscopy showing osteoclastic Figure 4- Microscopy showing anaplastic
giant cell (40X - H & E) tumour giant cell (40X — H & E)

A 50 years male presented with a swelling in upper part of chest along with pain abdomen since 1 month. On
examination, swelling was present over the upper end of sternum measuring 3x3 cm cystic- firm, fixed to the underlying
structures and muscle and was tender. On USG abdomen, hepatomegaly with well defined hypoechoic lesions was noted.
On FNAC of the swelling, smears showed features of adenocarcinoma deposits with atypical cells arranged in groups,
vague acini and singles. These cells had an increased N:C ratio with large nucleus with coarse nuclear chromatin, 1-3
nucleoli and moderate amount of cytoplasm. USG guided FNAC of the liver mass showed features of papillary
adenocarcinoma deposits.

Figure 6- Microscopy showingwith atypical Figure 7- Microscopy showingwith atypical cells arranged
cells arranged vague acini (10X — H & E) in groups with cells with large nucleus with coarse nuclear
chromatin, 1-3 nucleoli and moderate amount of cytoplasm
(40X — Wright’s stain)
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A 62 years male known case of CA oesophagus on chemotherapy presented with swelling over right side of neck since
one year. On examination, a hard irregular swelling measuring 5x3 c¢cm was present over right supraclavicular and
cervical region which was fixed and nontender. On FNAC, smears were cellular showing malignant tumour cells in
groups, acini and singles. These cells were pleomorphic with pleomorphic nucleus, coarse nuclear chromatin, prominent
nucleoli and moderate amount of cytoplasm. Background was hemorrhagic with mixed inflammatory cell infiltrates.

Diagnosis of cutaneous adenocarcinoma deposits was made.

Figure 9- Microscopy showing malignant tumour cells
in groups with pleomorphic nuclei (40X — H & E stain)

Discussion

Cutaneous metastasis are consider uncommon in
visceral malignancy but indicating poor prognosis (0.8-
5%). It manifests as nodules, ulceration, cellulitis or
fibrotic processes. Lesions are solitary or multiple
frequently found near the primary tumour(1,8,9,10].

Chest and abdomen is the commonest site of cutaneous
metastases reported in the literature followed by head
and neck[1]. The most common malignancies to
metastasize to skin are lung followed by
Gastrointestinal tract, melanoma, RenalCell Carcinoma
and carcinoma of oral cavity in males.

Breast followed by colon, melanoma, lung,ovary and
sarcoma are the common primary sites in females [1,9].
Age ranges between 2-76 years [l1,12]. On
Histopathology, they can be classified as
adenocarcinoma, squamous cell carcinoma, undifferen-

Figure 10- Microscopy showing malignant tumour cells in
groups with pleomorphic nucleus, coarse nuclear chromatin,
prominent nucleoli and moderate amount of cytoplasm

(40X — Wright’s stain)

tiated carcinoma and other miscellaneous types[11].
Adenocarcinoma from various organs is the commonest
to metastasize to skin[1,10].

Lymphatic spread is most common route of
transmission to regional part of the body. While distant
spread occur by hematogenous spread [1,14].

Skin metastases are usually occur to chest in lung
malignancies that is close to primary tumor. Similarly
Abdomen skin & lower back skin involvement occur in
GIT & Renal tumour respectively. [1,15].

It is also very important that metastatic lesion to be
differentiated from primary skin tumour. Presence of
pools of extracellular mucin, signet cells and three
dimensional papillae represent metastases rather than
primary in case of adeno-carcinoma.
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Metastases is usually located in the deeper dermis and
subcutaneous tissue and theyare free from the overlying
skin[1,10]. In our study, the deposits presented as
cutaneous lesions. They are of diagnostic importance as
they can be the first manifestation of visceral
malignancy[5]. In our study, one case was of
osteosarcoma deposits and 2 cases were of
adenocarcinoma deposits.

Osteosarcoma tends to extend to the surrounding tissues
and metastasis through bloodstream occurs to lung,
other bones, pleura and heart[8]. Cutaneous metastasis
is rare. It is recomonded that skin nodules to be
identified by FNAC in these cases & malignant
chemotherapy to be included for treatment purpose [2].
Cutaneous metastasis is a finding indicating progress-
sivenessof the disease[3].

Cutaneous metastasis although rare is the first
presenting sign in occult primary. It is usually a sign of
terminal stage of malignant disease. Cytology helps in
early diagnosis and prompt initial evaluation and
treatment[7]. Many authors have been found that skin
manifestation are early sign of many cancers like
cancers of lung, kidney and ovary [16]. Even in many
cases it is not possible to identify primary source of
tumour even after autopsies[1,17,18]. Lymph node
metastasis occurs early in cancer oesophagus and is the
main reason for treatment failure. Blood borne
metastasis can be seen in liver, lung and adrenal
glands[8]. In Oesophagus carcinoma spread to skin as
metastasis is very uncommon only in Iss than 0.5 % of
cases. It is the oesophageal adenocarcinoma, which is
more prone to be associated with cutaneous
metastases[4].

Conclusion

FNAC should be consider supportive measure in
diagnosis of some diseses. Specially if it is located in
the skin of chest, abdomen, neck or lower back. It may
offer a clue to underlying malignancy in unsuspected
cases.
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