
lthough malignant neoplasms that develop in
the lungs commonly metastasize to other areas
of the body, they usually do not metastasize to
the skin. In this report, a patient with a subun-

gual metastasis, as well as ocular metastases, from a
small cell lung carcinoma is described. Owing to the
specific site in which the subungual lesion developed
and its morphologic nature, it is unique among skin
metastases resulting from internal malignant tumors. 

CASE PRESENTATION

A 61-year-old nonsmoking white woman with a his-
tory of small cell lung carcinoma with metastases to the
brain was referred to our hospital for further evalua-
tion after she began treatment for her condition.

Previous Clinical Course

The patient’s initial symptoms, 2 months previously,
were left-hand numbness and weakness. She was subse-
quently taken to the emergency department of another
hospital. Computed axial tomography and magnetic
resonance imaging scans of her brain were taken at that
hospital and showed 2 metastatic lesions in the right
parietal cortex, each measuring 2 × 3 cm. Subsequent
imaging studies showed approximately 5 lesions in the
upper lobes of both of her lungs. She underwent neu-
rosurgery and radiotherapy for removal of the brain
lesions. Specimens of the brain lesions were examined,
and the evaluation revealed small cell carcinoma, the
histopathologic nature of which was identical to the
lung lesions. The patient was started on chemotherapy
with cisplatin and etoposide.

Continued Clinical Course

By the time the patient had presented to our hospi-
tal, she had received 4 cycles of cisplatin and etoposide.
However, new brain metastases developed, and the
lung carcinomas had spread to her right iris. Owing to

the ocular metastases, she developed photophobia and
blurred vision.

The results of a laboratory evaluation performed at
our hospital showed that the patient had a leukocyte
count of 1.5 × 103/mm3, a hemoglobin level of 8 g/dL, a
hematocrit of 26%, a platelet count of 186 × 103/mm3,
and normal results on a routine clinical chemistry analy-
sis, with exception of a lactate dehydrogenase level of
660 U/L. As she received more courses of chemothera-
py, she frequently developed absolute neutropenia, re-
quiring reverse isolation. No paraneoplastic manifesta-
tion was observed. 

Two months after the patient’s initial presentation to
our hospital, an area of black discoloration beneath her
right thumbnail was noticed. No ulceration, surround-
ing edema, or discharge was observed, and the lesion
was painless. There was no hyperpigmentation of peri-
ungual tissue, and no other skin lesions were noted. 

The subungual lesion increased rapidly in size over
the course of several days and eroded the thumbnail.
Radiographs of her right hand showed only periarticular
demineralization. A specimen of the lesion was taken via
an incisional biopsy procedure, and a histopathologic
evaluation of the tissue revealed metastatic small cell car-
cinoma (Figure 1). The lesion was surgically removed.

Meanwhile, the primary cancer had spread to the
patient’s spine, vertebrae, and proximal femur, and
further courses of chemotherapy failed. The patient
died approximately 4 months after the diagnosis of the
subungual metastasis.
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DISCUSSION
Cutaneous Metastases

Although it is generally believed that cutaneous me-
tastases from internal malignant neoplasms rarely devel-
op, their exact incidence is unknown. Such metastases
have been found in 0.2% to 9% of the subjects in some
autopsy studies.1 In 5 large-scale autopsy studies in par-
ticular, the incidence of skin metastases from internal
malignant tumors was approximately 2% (146 cases in
7196 necropsies).2

Cutaneous metastasis may occur by way of a subcuta-
neous neoplasm directly invading the skin; by way of
contiguous extension of the tumor cells through lym-
phatics, lymphatic emboli, or hemic emboli; or by acci-
dental implantation of the tumor cells. Although any
area of the skin may be affected, a cutaneous metastasis
usually develops near the primary tumor. Moreover, it
is unusual for any internal malignant tumor to metasta-
size to the skin of the hands or feet, and metastases to
the subungual area are even more rare. A subungual
lesion in a patient with a history of cancer, should alert
the clinician to the possibility of a metastatic lesion.
The differential diagnosis of a subungual lesion should
include a subungual hematoma, a primary subungual
melanoma, paronychia, a pyogenic granuloma, a glo-
mus tumor, a keratoacanthoma, a primary squamous
cell carcinoma, a primary epithelioma, a metastasis
from an internal neoplasm, and a chronic fungal infec-
tion.

Physical characteristics alone may not be enough to
distinguish benign and malignant subungual neoplasms;
in either case, tenderness, discharge, ulceration, or in-
flammation may be present—features that can also
cause them to be confused with infectious lesions.3

Moreover, a cutaneous metastasis from a renal cell car-
cinoma may clinically resemble a Kaposi’s sarcoma and
pyogenic granuloma. 

Nonetheless, when a subungual lesion is present,
dark pigmentation of the surrounding subungual space
(Hutchison’s sign) should lead to the consideration of
a malignant melanoma. A neuroblastoma may appear
as multiple, firm, nontender, mobile, bluish, subcuta-
neous nodules, described by the term blueberry muffin.1

Metastatic lesions from thyroid or renal cell carcinomas
may be pulsatile.1

Any discharge from a subungual lesion should be
cultured for pathogenic organisms, and a radiograph
of the digit should be obtained to rule out bony in-
volvement. Once an infection and primary bone lesion
have been ruled out, an incisional biopsy procedure
should be performed to obtain a tissue specimen from
the nail bed. The specimen should be evaluated histo-

logically and microbiologically. In some cases, radio-
therapy, chemotherapy, wide local excision, or ampu-
tation of the finger has been used to treat cancerous
lesions of the subungual area.3–6

Certain internal malignant tumors show a particu-
lar tendency for cutaneous metastasis. In one series of
female patients with cutaneous metastases, breast can-
cer was found to be the primary malignancy in 67% of
the patients. In another series of male patients with
cutaneous metastases, the most commonly occurring
primary malignant neoplasms, in order of decreasing
prevalence, were bronchogenic carcinomas, adeno-
carcinomas of the gastrointestinal tract, malignant
melanomas, and squamous cell carcinomas of the oral
cavity.7

Among malignant neoplasms of the lungs, in partic-
ular, adenocarcinomas show the greatest tendency to
metastasize to cutaneous sites, whereas large cell car-
cinomas show the least tendency. Small cell and squa-
mous cell carcinomas of the lungs are intermediate 
in their tendency to metastasize.8 In a series of
1084 patients with lung cancers, 34 (3.1%) developed
cutaneous metastases.9 The most common sites of skin
metastases resulting from malignant neoplams in the
lungs are the chest, abdomen, back, upper extremities,
face, and scalp.8 A literature review showed no reports
of subungual spread from a small cell carcinoma of the
lung and only 1 case of subungual spread from a ma-
lignant tumor of the lung, in general.10 (The tumor
was an epidermoid carcinoma of the right main
bronchus.)

In general, the prognosis of a patient with a cuta-
neous metastasis from an internal malignant neoplasm
is extremely poor, and for some patients, a skin 
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Figure 1. Micrograph of a tissue specimen of the case patient’s
subungual lesion showing small cell disease (hematoxylin-eosin,
original magnification ×200).



metastasis may be the first indication of cancer. This is
likely to be the case for patients with lung and renal
cancers and, rarely, with breast cancers.7 The appear-
ance of a skin metastasis indicates advanced and ag-
gressive disease. The occurrence of such a metastasis is
generally a preterminal event, particularly when the
primary lesion is in the lung. It has been suggested that
the emergence of skin metastases in a patient with a
lung carcinoma signifies that the primary tumor has
reached a size of 1 to 2 cm in diameter.11,12 In most
studies, life spans after the appearance of a skin metas-
tasis range between 3 and 5 months.1

Ocular Metastases

Metastases to the eye result from fewer than 1% of
internal malignant neoplasms. In approximately 25%
to 30% of cases of internal malignant tumors resulting
in eye metastases, the eye lesions are bilateral.13 The
most common site of ocular metastases is the posterior
portion of the choroids, followed by the orbit, iris, and
ciliary body.14 Breast and lung tumors are the most
common primary neoplasms leading to eye metastases.
Patients with anterior uveal metastases may experience
blurred vision, a visible mass, red eye, and photopho-
bia. Clinically, it is very important to differentiate be-
tween a metastatic lesion and a primary malignant
melanoma of the eye. Metastatic lesions are typically
more flat and multifocal and often bilateral. Metastatic
lesions typically grow much more rapidly. Also, rupture
through Bruch’s membrane is very unusual for meta-
static lesions.

Occurrences of metastatic lesions in the eye are pre-
terminal events when the primary tumor is a carcinoma
of the lung.15 A survival time ranging between 5.2 to
6.3 months has been reported in relation to primary
lung tumors with metastases to the eye.16,17

CONCLUSION

Metastases developing in unusual sites, such as the
nailbed and iris, represent unique and interesting phe-
nomena. Special care must to taken to delineate their
histologic nature, their pathophysiology, the pattern of
the disease to which they relate, and the type of treat-
ment needed. The appearance of a skin lesion or an
eye complaint by a patient with a history of cancer
must be viewed with great suspicion, and a biopsy spec-
imen of the cutaneous lesion must be obtained and
carefully evaluated. HP
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