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Metastatic lung cancer presenting as cutaneous

nodules
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68-year-old woman who had recently
stopped smoking presented to the emer-
gency department; she had experienced
chest-wall pain for a few days, along with breath-
lessness and dry cough for a few weeks. On exami-
nation, she had three cutaneous lesions (Figure
1A) and a monophonic wheeze with reduced air
entry at the left lung base. Chest x-ray (Figure 1B)
and computed tomography (Figure 1C) were con-
sistent with a left upper lobe mass and metastases
in the skin, adrenal glands and vertebrae. Mag-
netic resonance imaging (MRI) confirmed verte-
bral metastases (Figure 1D). Biopsy from a cutane-
ous lesion showed poorly differentiated
carcinoma. A clinical diagnosis of metastatic lung
cancer was made. The patient received palliative
radiotherapy to the left lung and chest-wall
metastasis only, as the cutaneous metastasis in
this position was just above the breast tissue.
Cutaneous metastasis from internal cancers is
uncommon. A meta-analysis that included more
than 20 000 patients with cancer reported an over-
all rate of 5.3% for all cancers.? A 25-year single-
centre United States Cancer Registry study of 401
patients with skin metastases found that breast
cancer was the most common primary cancer
(32.7%), followed by bronchus and lung cancer
(13.2%).2 Other studies have found similar associa-
tions.>* The chest is the most common site of cutaneous metastasis
and pain the most common symptom.*® Primary sarcomas, muscle
lymphomas and benign diseases — including muscle hemangiomas,
intramuscular ganglia and myxomas — must be considered in the dif-
ferential diagnosis. MRI is useful in distinguishing these; biopsy is
essential for definitive diagnosis.® Treatment should be tailored to the
patient’s age, global health status, and nature and extent of the pri-
mary tumour, with surgical resection being reserved for patients with
better prognosis, isolated lesions and a long disease-free interval.®

Figure 1: Advanced metastatic lung cancer in a 68-year-old woman, presenting with a cutaneous
metastatic nodule (A) on the right shoulder measuring 3 cm across; two other similar lesions were
found overlying the left breast and the right flank. Biopsy from the latter showed poorly differenti-
ated carcinoma. Chest x-ray (B) showed a left hilar shadow that had been absent on a previous
chest x-ray eight months earlier. Computed tomography (C) showed infiltrative consolidation in
the left lung and a cutaneous lesion in the left chest wall (arrow). Magnetic resonance imaging (D)
showed multiple vertebral metastases and pathological fracture of T7 vertebra (arrow).
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