
Colorectal cancer (CRC) is a most common and lethal disease of the gastrointestinal tract [1]. CRC can usually spread by lymphatic 
and hematogenous routes. The most common metastatic sites are the regional lymph nodes, liver, lungs, and peritoneum [1]. 
Uncommon metastasis of CRC were described such as skin, muscles, skull and thyroid [2-6]. Involvement of unusual sites with 
metastasis frequently occurs in the presence disseminated disease. Thus, the patient presented with widespread metastasis had 
poor prognosis [4]. Although all types of tumors lead to metastasis to skull hematogenous route, breast cancer and lung cancers 
are associated with the highest rate, skull metastases of CRC are quite rare [5]. Parietal bone metastasis without vertebral bone 
metastasis from CRC is an unexpected situation. The most common presenting symptom of skull metastases is a visible, localized 
swelling of skull produced by growing tumor [7]. Herein, we report a case of patient with a visible, localized swelling of skull.  

A 44-year old man had diagnosed with adenocarcinoma of the rectum as a result of colonoscopic biopsy in July 2009. 
Fluoropyrimidine-based neoadjuvant chemoradiotherapy had performed. “Low Anterior Resection” was held in September 2009 
and after surgery 4 cycles adjuvant chemotherapy had admitted. The patient was followed in remission until February 2012. He 
had presented with a mass approximately 6 cm in diameter located his temporoparietal region in February 2012. The mass had 
grown rapidly in 4 or 5 months. Because of tumour diameter and pain, he had applied to Neurosurgery Department. Magnetic 
resonance imaging (MRI) showed a 6.0x4.0 cm mass, extending from bottom of scalp and epidural space (Figure 1). The mass 
had excised with parietal bone. After histopathological evaluation of parietal bone, the diagnosis was metastatic adenocarcinoma. 
Immunohistochemical analysis was positive for TTF-1, CK-19, CK-20 and CDX2. The specimens were negative for PSA, CK-7, 
CD10, surfactant. The final diagnosis was metastatic adenocarcinoma of CRC. He applied to Medical Oncology Department in April 
2012. Palliative radiotherapy was performed to parietal bone. After the radiotherapy to the parietal bone, infusional 5-fluorouracil, 
leucovorin, and irinotecan and bevacizumab (FOLFIRI-BEV) was planned but he refused chemotherapy. He applied to Medical 
Oncology Department because of neurological complaints in July 2012. After re-staging new metastatic lesions detected in lungs, 
brain metastasis. Bone scan revealed widespread skeletal metastasis. Palliative radiotherapy was performed to painful bone lesions. 
Due to poor performance status no chemotherapy applied and he had followed up with best supportive. The patient died 9 months 
after the diagnosis of parietal bone metastasis.
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The most common metastatic sites of colorectal cancer are the regional lymph nodes, liver, lung, and peritoneum. Parietal bone metastasis 
without vertebral bone metastasis from colorectal cancer is an unexpected situation. Herein, we report an unusual metastasis from 
colorectal cancer.
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Figure 1: MRI showed a 6.0x4.0 cm mass, extending from bottom of scalp and epidural space.

CRC is a most common disease of the gastrointestinal tract and the second most common type of primary cancer in both and 
women in the world [8,9]. The most common metastatic sites are the regional lymph nodes and visceral organs. Bone metastases 
typically occurs with other visceral organ metastasis. The most common metastatic bone lesions are shoulder, pelvis, femur and 
vertebral column. The average time of metastasis is approximately two years after primary tumour rejection. Five-year survival 
rates of metastatic rectal adenocarcinoma is approximately 6% [1,10].

Skeletal metastases with colorectal cancer occur in 5-10% of cases and usually after widespread metastatic disease. The most likely 
route for skeletal seeding is through Batson’s plexus, a valveless system of veins draining to the vertebral column. The usual pattern 
of metastasis is through the liver and lungs, thus making isolated skeletal metastases uncommon, at 1 -2%. [5,11,12]. The other 
unusual metastatic site is skull [5]. Although surgical excision of unusual metastasis such as skin, skull, scapula of colorectal cancer 
cannot influence the course of the underlying disease, the mean survival time and morbidity can be improved by surgery [12-14]. 

Onesti et al. reported scapula metastasis of CRC. The patient treated with chemoradiotherapy followed by chemotherapy with 
infusional 5-fluorouracil, leucovorin, oxaliplatin and bevacizumab (FOLFOX-BEV). After 12 cycles, the because of developing side 
effects, the regimen has changed to FOLFIRI. After chemotherapy, the patient underwent surgery [12]. 

Fahrtash et al. reported a cervical metastases of colorectal cancer with pathological fracture as an initial diagnosis. Palliative 
radiotherapy to the cervical spine in 10 fractions of 30 Gy has performed. After palliative radiotherapy, FOLFOX chemo regimen 
had started [15].

In this case, we present a parietal bone metastasis of rectal adenocarcinoma as an initial diagnosis of recurrence without vertebral 
bone metastasis after approximately 3 years. The rectal adenocarcinoma of this patient was diagnosed in 2009. Neoadjuvant 
chemoradiotherapy, low anterior resection and adjuvant had performed. He was followed-up until 2012 asymptomatically. He 
presented with a visible, localized, round subcutaneous nodules. This symptom is also most common symptom of the patient with 
presenting skull metastasis [7]. To date, only a few metastatic adenocarcinoma of gastrointestinal tract tumours to skull had been 
reported [5,16,17].

As a conclusion, physicians should keep unusual metastasis of colorectal cancer in mind involvement of unusual sites with 
metastasis frequently occurs with the other visceral organs in the presence disseminated disease. Because unusual metastasis with 
the other visceral organs behave more aggressive. 

         SAJ Case Rep 2

                                                                               Volume 1 | Issue 1
 
ScholArena | www.scholarena.com

                    

Discussion 

1. Gubitosi A, Moccia G, Malinconico FA, Gilio F, Iside G, et al. (2009) Unusual metastasis of left colon cancer: considerations on two cases. Acta Biomed 80: 80-2.
2. Camci C, Türk HM, Büyükberber S, Karakök M, Koruk M, et al. (2002) Colon carcinoma with synchronous subcutaneous and osseous metastasis: a case report. 
J Dermatol 29: 362-5.

References

https://www.ncbi.nlm.nih.gov/pubmed/19705627
https://www.ncbi.nlm.nih.gov/pubmed/12126074


4. Hobdy EM, Ciesielski TE, Kummar S (2003) Unusual sites of colorectal cancer metastasis. Clin Colorectal Cancer 3: 54-7.
5. Firat C, Aytekin AH, Erbatur S, Aydın NE, Selcuk EB (2012) Atypical presentation of skull metastasis from rectal adenocarcinoma as an initial symptom of 
recurrence. Case Rep Med  2012: 794354.
6. Shahidi-Dadras M, Rahimi H (2011) Facial metastasis from colon cancer. Arch Iran Med 14: 64-5.
7. Yoshida D, Chen MN, Awaya S, Nakazawa S (1993) Cranial metastasis of hepatocellular carcinoma in a female--case report. Neurol Med Chir (Tokyo) 33: 839-44.
8. Siegel R, Naishadham D, Jemal A (2013) Cancer statistics. CA Cancer J Clin 63: 11-30.
9. Jemal A, Bray F, Center MM, Ferlay J, Ward E , et al. (2011) Global cancer statistics. CA Cancer J Clin 61: 69-90.
10. Hatoum HA, Abi Saad GS, Otrock ZK, Barada KA, Shamseddine AI (2011) Metastasis of colorectal carcinoma to the testes: clinical presentation and possible 
pathways. Int J Clin Oncol 16: 203-9.
11. Maccauro G, Spinelli MS, Mauro S, Perisano C, Graci Cet al. (2011) Physiopathology of spine metastasis. Int J Surg Oncol 2011: 107969.
12. Onesti JK, Mascarenhas CR, Chung HW, Davis AT (2011) Isolated metastasis of colon cancer to the scapula: is surgical resection warranted? World J Surg Oncol 
9: 137.
13. Sarid D, Wigler N, Gutkin Z, Merimsky O, Leider-Trejo L, et al. (2004) Cutaneous and subcutaneous metastases of rectal cancer. Int J Clin Oncol 9: 202-5.
14. Attili VS, Chandra CR, Dadhich HK, Sahoo TP, Anupama G, et al. (2006) Unusual metastasis in colorectal cancer. Indian J Cancer 43: 93-5.
15. Fahrtash F, Chan  D, Colebatch A, Rutovitz J (2011) A very unusual presentation of metastatic colon cancer. ISRN Oncol 2011: 531803.
16. Aydin VM, Cekinmez M, Kizilkilic O, Kayaselcuk F, Sen O, et al. (2005) Unusual case of skull metastasis secondary to pancreatic adenocarcinoma. Pathol Oncol 
Res 1: 182-3.
17. Gil-Arnaiz I, Martínez-Trufero J, Pazo-Cid RA, Felipo F, Lecumberri MJ, et al. (2009) Skull metastasis from rectal gastrointestinal stromal tumours. Clin Transl 
Oncol 11: 625-7.

SAJ Case Rep                                3

                                                                               Volume 1 | Issue 1
 
ScholArena | www.scholarena.com

                    

3. Hasegawa S, Sakurai Y, Imazu H, Matsubara T, Ochiai M, et al. (2000) Metastasis to the forearm skeletal muscle from an adenocarcinoma of the colon: report of 
a case. Surg Today 30: 1118-23.

https://www.ncbi.nlm.nih.gov/pubmed/12777193
https://www.hindawi.com/journals/crim/2012/794354/
https://www.ncbi.nlm.nih.gov/pubmed/21194266
https://www.ncbi.nlm.nih.gov/pubmed/7512232
https://onlinelibrary.wiley.com/doi/10.3322/caac.21166/pdf
https://www.ncbi.nlm.nih.gov/pubmed/21296855
https://www.ncbi.nlm.nih.gov/pubmed/21069550
https://www.hindawi.com/journals/ijso/2011/107969/
https://www.wjso.com/content/9/1/137
https://www.ncbi.nlm.nih.gov/pubmed/15221607
https://www.ncbi.nlm.nih.gov/pubmed/16790947
https://www.hindawi.com/journals/isrn.oncology/2011/531803/
https://www.ncbi.nlm.nih.gov/pubmed/16195774
https://www.ncbi.nlm.nih.gov/pubmed/19776004
https://www.ncbi.nlm.nih.gov/pubmed/11193747

