Case Report

525

Transitional Cell Carcinoma Metastasis to Arm Skin from
the Renal Pelvis
Chin-Yew Lin, MD; Chiung-Tsung Lee1, MD; Jen-Seng Huang2, MD;
Liang-Che Chang, MD
Metastases of renal pelvic transitional cell carcinoma (TCC) to the skin and subcutaneous tissues are extremely rare. Similar to metastases from other genitourinary tract organs,
they commonly affect middle-aged or elderly men, generally herald a rapid progression, and
are associated with a poor outcome. Skin metastatic lesions present as painful or nontender
nodules, and a vascular or even a zosteriform appearance may occasionally be noted. The
latter is often confused with herpes zoster infection. The diagnosis is usually confirmed by
histopathological findings of biopsy specimens. Cutaneous metastases generally carry a dismal prognosis, with survival of only several months. We herein present a case of renal pelvic
TCC with cutaneous metastases to the bilateral arms and epigastric region 1.5 years after
diagnosis of the primary lesion. The patient's condition rapidly deteriorated, and she expired
4 weeks later. We present this rare case to highlight the possibility of cutaneous metastases
from renal pelvis TCC and with the hope to increase awareness of the rapidly fatal course of
such patients. (Chang Gung Med J 2003;26:525-9)
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T

ransitional cell carcinoma (TCC) of the genitourinary system rarely metastasizes to the skin.
Most reported cases originate from the urinary bladder rather than the renal pelvis. The incidence is
reported to be less than 1%, and ranges from 0.18%
to 2.0% for TCC of the urinary bladder.(1) The rate of
skin metastasis from renal pelvic TCC remains
unknown.(2) Overall, there is a male predominance,
mainly middle-aged or elderly men, with a lower
incidence for women.(3-5) It may occur at the time of
diagnosis, or appear months or even years after the
primary lesions are found.(6) Rarely, it may present
as the first symptom of the disease.(7) In general, survival time after the presence of skin metastases from
the genitourinary system is short.(1,5,6,8,9)
We present a rare case of renal pelvic TCC with
multiple cutaneous metastases involving the bilateral

arms and the epigastric region. The patient died of
the disease 4 weeks after the cutaneous metastases
were diagnosed.

CASE REPORT
A 68-year-old woman was admitted to our hospital presenting bilateral arm nodules and an epigastric mass. The lesions were tender, slightly firm, and
fixed. Excisional biopsies of lesions on both arms
revealed metastatic TCC (Fig. 1A, B).
One and half years before this admission, she
had undergone a right nephroureterectomy procedure
due to a renal pelvic tumor. The final diagnosis was
renal pelvic TCC, grade III, invading the renal
parenchyma (Fig. 2). No angiolymphatic vessel
invasion was found at that time, and the ureter was
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tumor free. One year after the operation, local recurrent lesions involving the duodenum, right psoas
muscle, and a portion of the pancreatic head were
found by abdominal computed tomography (CT)
scans. She then received palliative chemotherapy
with the regimen of 50 mg/m2 methotrexate (MTX)
and 50 mg/m2 cisplatin (CDDP) and palliative radiotherapy with a dosage of 180 cGy per fraction over
the unresectable recurrent lesions, including the paraaortic lymph nodes with accumulative doses up to
5040 cGy from August to October 2001. No complications were noted.
On this admission for the cutaneous mass, fur-

A

ther study using abdominal sonography and CT
showed multiple nodular lesions measuring up to 4
cm in diameter in the liver parenchyma. Few of
them showed central tumor necrosis. Transartery
embolization of the liver tumors with 3 ml lipiodol
was smoothly performed. In addition, the left kidney
was also invaded by tumor cells. Due to cardiomegaly and dyspnea, a 2-dimensional cardiac
ultrasonographic examination was performed.
Pericardial effusion (200 ml) and numerous pericardial nodular lesions were noted. Chest radiography
showed a soft tissue mass over the right lower lung
with bilateral pleural effusion. No further histologi-

B

Fig. 1 (A) Photomicrograph of a right arm nodular lesion revealing infiltrating sheets or nests of metastatic neoplastic transitional

cells (arrow) among desmoplastic stroma (H&E stain, 200Ű). (B) Microscopic features of a left arm nodular lesion displaying similar features as shown in Fig. 1A. Sheets of neoplastic cells are shown by the arrow (H&E stain, 200Ű).

A

B

Fig. 2 (A) Photomicrograph of the renal pelvis showing the presence of neoplastic cells resembling high-grade transitional cell car-

cinoma (arrow). The malignant cells have invaded the renal parenchyma. The renal stroma shows increased chronic inflammatory
cell infiltration and mild fibrosis. A remnant glomerulus can be seen (arrowhead) (H&E stain, 100Ű). (B) Higher magnification of
microscopic features reveals solid nests (arrow) of tumor cells with pleomorphic nuclei and a moderate amount of eosinophilic
cytoplasm. Chronic inflammatory cell infiltrates are present within the thin fibrous septa (H&E stain, 200Ű).
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cal examination was made in any lesions. The
patient's condition rapidly deteriorated, and she
expired 4 weeks after the occurrence of the cutaneous metastases.

DISCUSSION
TCC of the genitourinary tract with cutaneous
metastases is a rare condition, especially in the case
of TCC of the renal pelvis. The most frequent
metastatic sites are regional lymph nodes, such as the
iliac, obturator, and hypogastric nodes in urinary
bladder TCC. (7,8,10,11) Distant metastases to lungs,
bones, liver, kidneys, peritoneum, heart, and brain
are also commonly seen.(10,12) The mechanisms of
metastasis include direct implantation via lymphatic
channels, as well as hematogenous spread.(5,8,10)
The patterns of metastatic cutaneous lesions
vary enormously. They are generally solitary or multiple in appearance. Brownstein et al. described 3
clinical features of metastatic cutaneous lesions,
including a nodular type, inflammatory type (carcinoma erysipelatoides), and sclerodermoid type.(13) In
addition, a rarer zosteriform lesion has also been
documented.(2,9,12,14) An associated epidermal nevus or
a painful, vascular-appearing cutaneous nodule may
occur on occasion.(9,15)
Metastatic skin lesions from genitourinary TCC
are always located on the head, face, neck, trunk,
abdomen, suprapubic region, or extremities.(2,7-9,13,16)
Occasionally, scrotal skin and even ocular region
involvement has also been reported.(10,17) Our case
revealed solitary, hard, firm nodular lesions over the
skin of the bilateral arms and epigastric region.
Diagnosis is usually established by microscopic
examination of excisional biopsy specimens. There
is one case report of tumor diagnosis by fine needle
aspiration cytology alone, however. (11) Among
reported cases, cutaneous metastases of TCC almost
exclusively show high-grade differentiation of histological grading at the primary genitourinary
sites.(1,5,7,11,16) Furthermore, the invasiveness of malignant cells into the renal parenchyma, as in our case,
with or without angiolymphatic involvement, may
increase the possibility of cutaneous metastasis.(2,6)
To date, there are no definitive clinical laboratory data available for early detection of the lesion. In
spite of aggressive treatment, patients inevitably die
within a short time from the disease after cutaneous
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metastases occur. Currently, no effective treatment
can be recommended.
TCC of the renal pelvis has a similar epidemiology, clinical features, and pathologic findings to
those of TCC of the bladder.(3,4) The prognosis is
usually indicated by histological grading, stage, and
multiplicity of the tumor. (18) Our patient showed
TCC of the renal pelvis with grade III differentiation
and direct invasion of the renal parenchymal and
stromal tissue but without lymphatic involvement at
the primary site. One year after the nephroureterectomy, local recurrence had progressed and involved
the pancreas and liver. Eventually, skin metastases
developed. Hematogenous or lymphatic spread is a
reasonable pathway for our case, although lymphatic
invasion was not initially identified in the resected
kidney. As described in previous reports, the prognosis is extremely dismal, and survival times are normally measured in months rather than in years. Our
patient survived for 4 weeks after the appearance of
the cutaneous metastases.
In conclusion, skin metastases may occur at any
time after the initial diagnosis at the primary site.
They should be considered to be a late event and represent an extremely rare complication in the case of
advanced genitourinary tract TCC, especially that of
the renal pelvis. Their occurrence is a sign of short
survival.
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