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Skin metastases from a head and neck carcinoma: a prognostic factor ?
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Abstract. Skin metastases from a head and neck carcinoma: a prognostic factor? Background: Distant metastases in
head and neck cancer are often to the lung, and rarely to the skin sites.

Method: To ascertain that a skin metastasis indicates a poor prognosis, a review was conducted of patients with head and
neck cancer.

Results: Three out of seven patients had evidence of local recurrence at the time of development of the skin metastases,
and three out of seven had evidence of distant metastases.

The average survival time was 1 month after the development of skin metastases.

Conclusion: Skin metastases may represent the first clinical evidence of impending recurrence or distant metastasis. The
development of skin metastasis is associated with a poor prognosis. Current treatment options are limited in their effi-

cacity.

I ntroduction

The range in the literature for the
frequency of cutaneous metas-
tases from internal carcinomas
ranges from 0.7% to 10%.*% In
women, breast carcinoma is the
internal neoplasm that most fre-
guently leadsto skin metastasis; in
men, lung carcinoma, carcinoma
of the large intestine and carcino-
ma of the oral cavity are the most
frequent underlying tumours.®

Skin metastases from head and
neck cancer have also been report-
ed but they are rare.*®

Material and methods

A retrospective study was con-
ducted between January 1994 and
December 2002 on all head and
neck cancer patients treated at our
centre. The purpose of this study
was to investigate the clinical sig-
nification of skin metastases from
head and neck cancer.

Results

Between 1994 and 2002, seven
patients at our centre — five males
and two females — developed skin
metastases. Their average age was
56 years at the time of presenta-
tion. The sites of development of
the skin metastases included the
neck (n=5), the scalp (n = 1), the
chest (n = 2), the abdomen (n = 1)
and the right upper extremity
(n = 1). Two of the patients had
multiple skin lesions. The primary
tumour sites associated with the
development of skin metastases
arelisted in Table 1.

All the patients who developed
skin metastases were stage |11 (n =
3)and IV (n = 4).

Three patients were treated by
surgery followed by radiotherapy.
Two patients received radiothera-
py first, followed by salvage
surgery. Two patients were treated
with induction chemotherapy fol-
lowed by surgery and postopera-
tive radiotherapy.

Four of the seven patients treat-
ed had local and regiona control
of their disease at the time of
development of the skin metas-
tases. Three patients had evidence
of local recurrence and three had

Table 1
Sites of original primary tumour in patients developing skin metastases

Site of primary tumour | Average time for the development | Number of patients
of skin metatasis (n=7)
after initial diagnosis
e Oropharynx 9 months 3
e Orad cavity 24 months 2
e Larynx 36 months 1
e Hypopharynx 72 months 1
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Table 2
Patient staging in developing skin metastases
Patient | Age | Sex Primary TNM  |Stage Initial treatment Locoregiona | Site of skin | Delay Other localisation F.U.
tumour | Classification recurrence | metastasis in (dead)
site months
1 46 | H | Oropharynx TaN, 11 Surgery + Rx NO Neck 9 Pulmonary metastases | 11
2 56 | H | Oropharynx TsN, 11 Surgery + Rx NO Neck 7 1
3 51 | H | Oropharynx T.N, v Rx + Surgery YES Abdomen 10 2
4 46 | H Larynx TN, IV | Chemo + surgery + Rx YES Neck 36 9
5 75 | F | Ora cavity T:N; 11 Rx + Surgery YES Neck, chest 24 1
6 48 | F | Ord cavity T.N: IV | Chemo + surgery + Rx NO Scalp 24 Bone + pulmonary + 1
liver metastases
7 56 | H |Hypopharynx TN, v Surgery + Rx NO Neck, chest 71 Liver + pulmonary 1
upper metastases
extremity

evidence of distant metastases.
Treatment of the skin metastasis
involved local excision.

The skin metastases were |locat-
ed in the oropharynx of three
patients. The other sites were the
ora cavity (n=2), thelarynx (n=
1) and the hypopharynx (n = 1),
see Table 2.

The average time for the devel-
opment of skin metastases was
24 months after the initial diagno-
sis of the primary tumour. The
average survival time after the
development of skin metastases
was one month. The overal one-
year survival rate for patients
developing skin metastases was
0%.

Discussion

Skin metastases can be diagnosed
at three stages in the evolution of
atumour. In the mgjority of cases,
they are observed during the fol-
low-up of the treated patient,
where the occurrence of skin
metastases accompanied by other
localization indicates an
unfavourable prognosis. In our
study, all the skin metastases were
observed during follow-up but
they were not aways associated
with alocal recurrence and/or dis-
tant metastases. Sometimes they

were diagnosed simultaneously
with the primary, and in some
cases they can be the first sign of
an unknown primary.

Looking for metastasis in the
skin of the trunk demands a
thorough clinical examination®
during follow-up. When a skin
metastase is diagnosed, other
examinations are necessary to
exclude a recurrence.

Cutaneous metastases from
laryngeal carcinoma may present
as non-tender firm nodules or as
sclerodermoid lesions,” or they
may mimic an inflammatory
process.®

As aready pointed out, skin
metastases from laryngeal cancer
are rare. Horiuchi and Tagami*
found a dozen reportsin the litera-
ture between 1950 and 1990. They
described one case from a supra-
glottic tumour with metastasis on
the abdominal wall. No skin
metastases from head and neck
tumours were mentioned in alarge
series of 724 patients from Brow-
stein and Helwig.® Christeler
reported one case of scalp metasta-
sis, accompanying one on the
back, from laryngeal carcinoma;
an autopsy study of 144 head and
neck cancers, 53 of which were
located in the larynx, mentioned
only two skin metastases.*

Zbaren and Lehmann® do not
mention any skin metastases in a
group of 101 autopsied head and
neck patients, nor do Kotwall et
al.® in a series of 832 patients,
including 146 patients with laryn-
geal cancer. On the other hand,
Papac* reported seven patients
with skin metastases from a
head and neck cancer group of
169 patients. He found no correla-
tion between the several different
metastatic sites with the anatomical
location of the primary. In alarge
review of 420 patients with skin
metastases, Lookingbill et al.
reported four patients with a lar-
ynx primary metastatic to the trunk.

In our experience, only seven of
135 patients treated for a stage I11
or IV laryngea or hypopharyngeal
cancers presented metastases in
the skin during the follow-up.

The site of skin metastases in
squamous cell carcinoma of the
head and neck is variable, and
includes the neck, chest, scalp,
face, lips, axilla, back, arms and
digits® with the most common
being the neck and chest. In our
study, the sites of development of
the skin metastases included the
neck (n = 5), the scalp (n = 1),
the chest (n = 2), the abdomen
(n = 1) and the upper extremity
(n=1).
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The exact mechanism of skin
metastases in squamous cell carci-
noma of the head and neck is
incompletely understood. Several
possibilities exist. The skin metas-
tases may evolve through three
possible mechanisms, as outlined
by Kmucha and Troxel*®: namely
direct spread, local spread, and
distant spread. Direct spread
involves the extension of the
tumour aong various tissue
planes in proximity to the primary
tumour. Local spread can be
ascribed to spread through dermal
lymphatics with resultant implan-
tation in the skin. The disruption
of the normal lymphatic drainage
system secondary to surgical exci-
sion of the primary tumour and/or
radiation therapy may cause the
entrapment of tumour cells within
the skin. Distant metastasis is
thought to involve hematogenous
spread. Pulmonary circulation and
filtration can be theoretically
bypassed via the azygous venous
and vertebral venous system via
Batson's plexus, alowing skin
implantation. The disruption of
the normal venous drainage path-
ways, chiefly the internal jugular
vein, as a result of surgical ater-
ation may contribute to this mode
of spread. Skin metastases can
also occur via the pulmonary cir-
culation itself, with those tumour
cells that survive the filtration
process achieving successful
metastasis to distant skin sites.

In general, prognoses for
patients with skin metastases are
poor, and their life expectancy
from the appearance of the skin
nodules to death varied between
3 months and 7.2 months. The
one-year survival rate from the

time of development of skin
metastases® was 0%. The current
study showed an average survival
time of one month after the diag-
nosis of skin metastases and a
one-year survival rate of 0%.

Conclusions

Skin metastases are uncommon in
squamous cell carcinoma of the
head and neck. The development
of skin metastases may be the first
indication of impending local or
regional disease recurrence. All
patients developing skin metas-
tases have a uniformly poor sur-
vival rate. The development of
skin metastasesis similar in sever-
ity to the development of other
distant metastases. Current treat-
ment options are limited in their
efficacity.
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