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Abstract

Esophageal cancer is the ninth most common malignancy.The incidence of
esophageal cancer varies greatly among regions of the world and occurs at a high

frequency in Asia and northern Iran.

We report the case of an 80-year-old man with esophageal squamous cell carcinoma
who initially presented with a metastatic scalp lesion. Esophagoscopy was performed
and a lesion was located in the mid-portion of the esophagus. Pathological and
immunohistochemical studies favored the diagnosis of a metastatic scalp lesion.
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Introduction

Esophageal cancer (EC) is the
sixth most common malignancy and
the ninth leading cause of cancer
deaths that is one of the deadliest
tumors in solid tumor oncology.!

Squamous cell carcinoma (SCC)
and adenocarcinoma (AC) are the
two main histological subtypes
identified in EC.? Squamous cell
carcinoma is mostly located in the
proximal and mid-esophagus? and is
predominant in most parts of the
world, including endemic areas of
China, southern Russia, northern Iran,
and Turkey.!

Risk factors for EC include
tobacco and alcohol use (mainly for
SCC), chronic esophageal irritation,

gastroesophageal reflux disease
(GERD), obesity, vegetables and
salted, smoked meats, zinc deficiency
and Molybdenum and infection with
human papilloma virus(HPV).!-3-4
Esophagography is often the initial
diagnostic test.’

In most cases due to the advanced
disease stage at diagnosis the only
possible remedy is surgery to reduce
symptoms and complaints, and to
improve quality of life.%’

The incidence of EC is highly
variable worldwide, and ranges from
approximately 20 per 100,000 in the
United States and Britain, 3 to 100
per 100,000 in northernlran and
southern Russia.!- 89

The main causes of AC is Barrett's
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esophagus and GERD during which the squamous
mucosa of the lower esophagus is replaced by
columnar epithelium which can increase the risk
of AC to 40 times that of normal subjects.® The
symptoms of EC vary with the stage of the disease.
Early-stage cancers may be asymptomatic or
mimic symptoms of GERD. Most patients present
with dysphagia and weight loss.!°

Common sites of metastases include the liver,
lung, bone, peritoneum, and non regional lymph
nodes. The brain is an uncommon site of
metastasis from the esophagus and stomach.!> 1!

Cutaneous metastases from internal
malignancies occur in 0.5% to 9% of cases. Such
cutaneous metastases occur at any age, but most
frequently arise in the 6™ and 7" decades of
life.112 They usually originate from cancers of
the breast, lung, and large bowel.” Cutaneous
metastases usually occur on the chest wall and
abdomen as asymptomatic nodular patterns.
Esophageal cancer rarely metastasizes to the skin.

We report the case of an 80-year-old man with
esophageal SCC who initially presented with a
metastatic scalp lesion. Esophagoscopy was
performed and a lesion was located in the mid-
portion of the esophagus. Pathological and
immunohistochemical studies favored the
diagnosis of a metastatic scalp lesion.

Case Report

An 80-year-old Iranian man presented with
an ulcerated macular scalp lesion (Figurel) in
addition to mild dysphagia and dyspepsia since six
months previous. The scalp lesion was a prominent
lesion with an ulcerated surface and mild central
necrosis. Excisional biopsy of the scalp lesion
was performed.

The patient underwent an endoscopic
examination, which revealed an ulcerated tumor
in the middle esophagus. Based on pathological
and immunohistochemical studies, we considered
one source for both the scalp lesion and tumor of
the middle esophagus. Both lesions were SCC.

Carcinoembryonic antigen (CEA) and CA 19-
9 levels were within normal limits. Liver and
renal function tests and hematologic exams were

Figure 1. The scalp lesion. (Hematoxylin & Eosin, 200><).

within normal range.

Computed tomography (CT) scan of the liver
and lungs as well as a bone scan were all negative
for metastases.

The patient underwent palliative surgery that
consisted of a transhiatal esophagectomy and gas-
troesophageal anastomosis, after which he
received adjuvant chemotherapy.

Pathologic Findings

Gross pathological examination of the
esophageal tumor revealed a poorly-
circumscribed, unencapsulated creamy-white,
firm solid mass that measured 12x5%4 cm.
Microscopic examination (Figure2) and immuno-
histochemistry (IHC) were performed on
formalin-fixed and paraffin-embedded tissues
from both specimens. Specimens were positive for
cytokeratin (Figure3), epithelial membrane
antigen, and p53 protein, along with an elevated
Ki-67 labeling.

According to the pathology, the surgical
margins of both specimens (scalp lesion &
esophagous) were free of tumor.

Figure2. Histological views of the esophageal tumor. (Hematoxylin
& Eosin, 200%)
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Figure3. Positive cytokeratin immunostaining of the esophageal
tumor. (Hematoxylin & Eosin, 200X)

Discussion

Esophageal cancer is one of the cancers
associated with a high mortality rate, yet seldom
metastasizes to the skin.

Cutaneous metastasis of EC is rare; metastasis
to the scalp is extremely rare. Herein, we have
described a case of metastatic skin cancer that
originated from esophageal SCC.
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