association of acanthosis nigricans and
Leser-Trélat sign.

Regarding the association of this sign
with the various kinds of tumors and
their sites of origin, the sign has been
reported in relation to adenocarcinoma
and squamous carcinoma of the lung,’
Ieiomyosalrcoma,1 melanoma,
lymphomas, leukemia, and Sézary
syndrome.”™” ™ Only 1 case of
transitional cell carcinoma of the bladder
has been reported to date,” although
the most common tumors are
adenocarcinomas, with more than 50
case studies published. These include
adenocarcinoma of the stomach and
others of the gastrointestinal tract, as
well as breast tumors.'

The course of Leser-Trélat sign
usually runs parallel to that of the
underlying neoplasm, although in some
published cases, the lesions did not remit
with satisfactory treatment of the
neoplasm. In our patient, the lesions
disappeared after appropriate treatment
of both neoplasms, an outcome we
consider to be an additional argument
to believe that this was a true
paraneoplastic syndrome.
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10 the Editor:

Cutaneous metastases originating from
internal visceral neoplasms are rare, with
an incidence among cancer patients of

0.71% to 9%, according to published

series.” Only 6% of cutaneous metastases
secondary to solid visceral tumors are
caused by gastrointestinal carcinomas.’

We describe a 72-year-old man, ex-
smoker of 30 cigarettes/d, with a history

Actas Dermosifiliogr. 2007,98:213-8

of alcoholism (alcohol intake of about
80 g/d). He consulted for several episodes
of rectal bleeding, reporting the onset of
multiple subcutaneous nodules in the
last month, anorexia, and a weight loss
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Figure. Multiple subcutaneous nodules on
the neck, anterior and posterior parts of
the trunk, arm, and abdomen.

of about 22 kg. The physical examination
revealed multiple, rubbery subcutaneous
nodules on the head, front and back of
the trunk (Figure) and limbs. His
hemoglobin level was 8.8 g/dL and renal
and hepatic enzymes were normal.
Carcinoembryonic antigen (CEA) was
251 ng/mL (normal range, 0.2-4 ng/mL)
and cancer antigen (CA) 19.9 was above
120000 IU/mL (normal range, 1-35
IU/mL). The chest x-ray was normal,
whereas the computed tomography scan
of the abdomen showed massive ascites,
with thickening of the gastric wall, a
focal lesion of 1 cm in the right hepatic
lobe, and enlarged lymph nodes in the
pericaval region and between the aorta
and vena cava at the level of the renal
hila. A gastroscopy of the prepyloric area
revealed a mamelonated, ulcerated mass
surrounding the pylorus. Antral biopsy
showed adenocarcinoma infiltration, and
biopsy of the subcutaneous nodules from
the arm and chest was reported as
adenocarcinoma metastases. The
colonoscopy was normal.

The patient was treated with
docetaxel trihydrate, cisplatin, and 5-
fluorouracil. The size of the cutaneous
metastases decreased; however, he
presented multiorgan failure and died.
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The family did not consent to an
autopsy.

Cutaneous metastases tend to manifest
as round or oval nodules of 1 to 3 cm that
are raised above the skin surface.”” They
can appear at any age, are Uncommon in
visceral carcinomas, and generally oceur
in the final stage of neoplastic dlsease,
but may sometimes be the ﬁrst
manifestation of a malignant tumor.’

The appearance of cutaneous
metastases on a specific area of the body
depends on whether dissemination is
lymphatic or hematogenous, as well as
adhesion to target tissue and number
of circulating neoplastic cells. Metastases
probably develop on formation of
clusters of more than 6 or 7 neoplastic
cells because most circulating cells in
the bloodstream are eliminated by the
immune system. A prlmary metastasis
may give rise to secondary metastases.
Cutaneous metastases of the
gastrointestinal tumors are usually
located on the anterior wall of the
abdomen.” In our patient, the
cutaneous metastases appeared on the
head, anterior and posterior part of the
trunk, arms, and legs. A CA 19.9 level
above 1000 U/mL in the laboratory
workup indicates that the tumor is
irresectable in 90% of cases.’ H1gh
CEA is also associated with metastasis."
In the case described, the levels of CA
199 and CEA were elevated.
Chemotherapy may be beneficial in
some cases.’ In our patient, the disease
presented as generalized cutaneous
metastases, eventually leading to
diagnosis of the primary neoplasm.
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