
VOL. 105 NO. 1   I  JANUARY 2020  E29WWW.MDEDGE.COM/DERMATOLOGY

CASE LETTER

To the Editor:
Melanoma is the third most common skin cancer. It is 
estimated that 18% of melanoma patients will develop 
skin metastases, with skin being the first site of involve-
ment in 56% of cases.1 Of all cancers, it is estimated that 
5% will develop skin metastases. It is the presenting sign 
in nearly 1% of visceral cancers.2 Melanoma and non-
melanoma metastases can have sundry presentations. 
We present a case of metastatic melanoma with multiple 
keratoacanthoma (KA)–like skin lesions in a patient with 
a known history of nonmelanoma skin cancer (NMSC) as 
well as melanoma. 

A 76-year-old man with a history of pT2aNXMX 
melanoma on the left upper back presented for a routine 
3-month follow-up and reported several new asymptom-
atic bumps on the chest, back, and right upper extremity 
within the last 2 weeks. The melanoma was removed 
via wide local excision 2 years prior at an outside facility 
with a Breslow depth of 1.05 mm and a negative sen-
tinel lymph node biopsy. The mitotic rate or ulceration 
status was unknown. He also had a history of several 
NMSCs, as well as a medical history of coronary artery 
disease, myocardial infarction, and ventricular tachycardia 
with cardiac defibrillator placement. Physical examination 
revealed 5 pink, volcano-shaped nodules with central 

keratotic plugs on the upper back (Figure 1), chest, and 
right upper extremity, in addition to 1 pink pearly nodule 
on the right side of the chest. The history and appearance 
of the lesions were suspicious for eruptive KAs. There was 
no evidence of cancer recurrence at the prior melanoma 
and NMSC sites.

A deep shave skin biopsy was performed at all 6 sites. 
Histopathology showed a diffuse dermal infiltrate of 
elongated nests of melanocytes and nonnested melano-
cytes. Marked cytologic atypia and ulceration were pres-
ent. Minimal connection to the overlying epidermis and a 
lack of junctional nests was noted. Immunohistochemical 
studies revealed scattered positivity for Melan-A and  
negative staining for AE1, AE3, cytokeratin 5, and cyto-
keratin 6 at all 6 sites (Figure 2). A subsequent meta-
static workup showed widespread metastatic disease in 
the liver, bone, lung, and inferior vena cava. Computed 
tomography of the head was unremarkable. Magnetic 
resonance imaging of the brain was not performed due to 
the cardiac defibrillator. The patient’s lactate dehydroge-
nase level showed a mild increase compared to 2 months 
prior to the metastatic melanoma diagnosis (144 U/L vs 
207 U/L [reference range, 100–200 U/L]). 

The patient had no systemic symptoms at follow-up 
5 weeks later. He was already evaluated by an oncologist 
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FIGURE 1. A pink, volcano-shaped nodule with a central keratotic 
plug on the upper back.
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and received his first dose of ipilimumab. He was BRAF-
mutation negative. He had developed 2 new skin metas-
tases. Five of 6 initially biopsied metastases returned 
and were growing; they were tender and friable with 
intermittent bleeding. He was subsequently referred to 
surgical oncology for excision of symptomatic nodules as 
palliative care. 

Although melanoma is well known to metastasize 
years and even decades later, KA-like lesions have not 
been reported as manifestations of metastatic mela-
noma.4,5 Our patient likely had a primary amelanotic 
melanoma, as the medical records from the outside facility 
stated that basal cell carcinoma was ruled out via biopsy. 
The amelanotic nature of the primary melanoma may have 
influenced the amelanotic appearance of the metastases. 
Our patient had no signs of immunosuppression that 
could have contributed to the sudden skin metastases.	

Depending on the subtype of cutaneous metasta-
ses (eg, satellitosis, in-transit disease, distant cutane-
ous metastases), the location prevalence of the primary 
melanoma varies. In a study of 4865 melanoma patients 
who were diagnosed and followed prospectively over a 
30-year period, skin metastases were mostly locoregional 
and presentation on the leg and foot were dispropor-
tionate.1 In contrast, the trunk was overrepresented for 
distant metastases. Distant metastases also were more 
associated with concurrent metastases to the viscera.1 
Accordingly, a patient’s prognosis and management will 
differ depending on the subtype of cutaneous metastases.

Eruptive or multiple KAs classically have been 
associated with the Grzybowski variant, the Ferguson-
Smith familial variant, and Muir-Torre syndrome. It was 
reported as a paraneoplastic syndrome associated with 
colon cancer, ovarian cancer, and once with myelodys-
plastic syndrome.3 Keratoacanthomas are being classified 
as well-differentiated squamous cell carcinomas and 
have metastatic potential. A biopsy is recommended to 
diagnose KAs as opposed to historically being monitored 
for resolution. A skin biopsy is the standard of care in 
management of KAs. 

In addition to being associated with Muir-Torre syn-
drome and classified as a paraneoplastic syndrome,3 erup-
tive KAs can occur following skin resurfacing for actinic 
damage, fractional photothermolysis, cryotherapy, Jessner 
peels, and trichloroacetic acid peels.6 A couple other 
uncommon settings include a case report of an arc welder 
with job-associated radiation and multiple reports of 
tattoo-induced KAs.7,8 There is the new increasingly com-
mon association of squamous cell carcinomas with BRAF 
inhibitors, such as vemurafenib, for metastatic melanoma.9 

In a 2012 review article on cutaneous metastases, 
Riahi and Cohen10 found 8 cases of cutaneous metas-
tases presenting as KA-like lesions; none were meta-
static melanoma. All were solitary lesions, not multiple 
lesions, as in our patient. The sources were lung (3 cases),  
breast, esophagus, chondrosarcoma, bronchial, and  
mesothelioma. The most common location was the 

upper lip. Additionally, similar to our patient, they behaved 
clinically as KAs with rapid growth and keratotic plugs and 
were asymptomatic.10

Metastatic melanoma may mimic many other cutane-
ous processes that may make the diagnosis more difficult. 
Our case indicates that cutaneous metastases may mimic 
KAs. Although multiple KA-like lesions can spontane-
ously occur, a paraneoplastic syndrome and other under-
lying etiologies should be considered. 
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FIGURE 2. A, Histopathology showed a diffuse dermal infiltrate of 
elongated nests of melanocytes and nonnested melanocytes with a 
mitotic figure (H&E, original magnification ×40). B, Marked cytologic 
atypia and ulceration were seen with minimal connection to the 
overlying epidermis as well as a lack of junctional nests (H&E, original 
magnification ×10). 
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