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Inflammatory Carcinoma Masquerading as Erythema Annulare

Centrifugum
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A case of inflammatory carcinoma, or carcinoma erysipela-
todes, clinically resembling erythema annulare centrifugum is
reported. The cutaneous inflammatory carcinoma was due to
metastasis by a signet-ring cell adenocarcinoma, probably of
gastrointestinal origin. This is the third reported case of in-
flammatory carcinoma with signet-ring cell infiltration. Cancer
patients with atypical or unusual inflammatory dermatoses
should be evaluated by skin biopsy because of the possible
association with the internal neoplastic process. Key word:
Metastatic inflammatory carcinoma.
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The association of cutaneous metastasis with clinical signs of
inflammation was tirst described by Kiittner in 1924 and desig-
nated “erysipelas carcinomatosum™ (1). In 1931, Rasch sug-
gested the name “carcinoma erysipelatodes acutum”™, to em-
phasize the acute, inflammatory appearance of the lesions (2).
Carcinoma erysipelatodes, or inflammatory carcinoma, is clin-
ically characterized by the development of red, warm, in-
durated cutaneous plaques suggesting an acute inflammatory
process, such as cellulitis. On histopathology there is lym-
phatic spread of tumor cells within the dermis.

CASE REPORT

A 32 year-old white man reported swelling of the left groin for 1 year
and progressive left leg lvmphedema of several months™ duration.
There was no history of smoking or alcohol use. On physical exam-
ination, left lower extremity edema and two firm palpable inguinal
lvmph nodes were noted. Significant laboratory evaluation showed an
albumin of 3.3 g/dl, a carcinoembryonic antigen (CEA) of less than 1
ng/ml and nondetectable levels of both human chorionic gonadotropin
(HCG) and a-fetoprotein (AFP). Computed axial tomography dem-
onstrated enlarged inguinal nodes. a 2 cm hemangiomatous liver le-
sion in the left lobe, bilateral hydroceles, and a partially undescended
atrophic left testicle. Doppler ultrasound of the lower extremities
showed no evidence of deep vein thrombosis. The diagnosis of lym-
phedema praecox or Milroy's disease was considered. and a lymphan-
giogram was performed which demonstrated no filling proximal to the
inguinal arca.

The patient’s lymphedema became progressively worse and 10
months later axillary lymph nodes were noted. Magnetic resonance
imaging at that time showed small bilateral pleural effusions, bilateral
hydroceles and persistence of the hepatic lesion, but no lymphadeno-
pathy. Serum HCG was increased at 7.8 mciw/ml, but CEA was less
than 1 ng/ml. A left axillary lymph node biopsy demonstrated signet-
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ring cell adenocarcinoma that stained positively for mucin with alcian
blue. In addition. immunoperoxidase cell markers were positive for
both CEA and HCG, but negative for AFP. Air contrast barium
enema and upper gastrointestinal series with small bowel follow-
through were both negative.

While tumor histology was that of an adenocarcinoma. because of
positive staining for HCG, elevated serum HCG. and lymph node
metastasis in association with the finding of a partially undescended
left testicle, a germ cell neoplasm was suggested. Whereas adenocarci-
noma of unknown primary responds poorly to treatment and has a
poor prognosis, cis-platinum-based chemotherapy for germ cell tu-
mors may achieve long-term disease free intervals. With this presum-
ptive diagnosis. the patient was given 2 cycles of PEB (cis-platinum 20
mg/m* % 5 days, etoposide 100 mg/m® x 5 days, bleomycin 30 Units
IV). When the enlarged lymph nodes did not significantly decrease in
size following this treatment protocol. he was considered a treatment
failure and given 1 cycle of FAM (mitomycin 10 mg/m”, adriamycin 30
mg/m°, 5-fluorouracil 600 mg/m?).

At the time of our initial examination 2 months later. pertinent
physical findings included generalized edema, enlarged supraclavic-
ular and axillary lymph nodes, and on the lower extremities multiple
annular and polyeyclic blanchable. erythematous plagues with a trail-
ing rim of scale (Fig. 1). These plaques were confluent on the ab-
domen but did not progress further in size. The clinical differential
diagnoses included erythema annulare centrifugum and erythema gy-
ratum repens. An excisional biopsy was performed of a representative
lesion from the left medial calf. Histopathology revealed numerous
aggregates of neoplastic cells within the lymphatic channels of the
superficial and deep dermis (Fig. 2). Signet-ring cells were present.
The neoplastic cells were characterized by lumina formation. An
alcian blue stain demonstrated marked accumulation of intracellular
mucin within the signet-ring cells, These findings substantiated a diag-
nosis of inflammatory metastatic signet-ring cell adenocarcinoma.

Subsequently. computed axial tomography of the chest showed a
2.5 em left axillary node and a small left pleural effusion. An axillary
lymph node biopsy of the enlarged node revealed the continued pres-
ence of foci of adenocarcinoma. Despite the fact that the patient was
given 2 courses of cis-platinum 50 mg/m” and etoposide 150 mg/m”
over the next 2 months, there was no change in the skin lesions. the
pleural cffusions worsened, and the patient died 1 month later.

DISCUSSION

Inflammatory carcinoma is a rare form of cutaneous metastasis
by an internal carcinoma with localization to the superficial
lymphatic system. This results in the development of erythe-
matous, circinate plaques that may clinically resemble an acute
infectious process, such as cellulitis or erysipelas. Lesions of
carcinoma erysipelatodes are due to capillary congestion from
retrograde tumor spread and subsequent lymphatic obstruc-
tion within the dermis, panniculus. deep lymphatics and lymph
nodes, resulting in lymphedema.

The term inflammatory carcinoma is misleading in that
these lesions are not composed of a significant inflammatory
infiltrate. The most common cause of inflammatory carcinoma
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Fig. 1. Annular erythematous plaque of inflammatory carcinoma.

is breast carcinoma; yet this form of metastasis occurs in only
1-4% of these cases (3). Such spread has also been reported in
carcinomas of the lung (4, 5). pancreas (6), stomach (7-9),
rectum (10), cervix (11. 12), parotid gland (13). ovaries (14),
as well as with melanoma (15). Our patient is the third re-
ported case of inflammatory carcinoma with signet-ring cell
infiltration (8, 9).

[nflammatory carcinoma characteristically has a circinate
morphology with the most common pattern being a well-cir-
cumscribed, warm. red, indurated plaque. Ingram (4) has
noted that in carcinoma erysipelatodes secondary to breast
carcinoma, ringed plaques with a centrifugal pattern of spread
are common. This unique morphology is correctly attributed

to tumor spread being restricted to vascular zones. and not
direct penetration of the tissue by metastatic tumor cells. This
mechanism may also account for the annular, crescentic.
ringed. and polycyclic lesions seen in the cutaneous lym-
phoma, mycosis fungoides.

Erythema gyratum repens, erythema annulare centrifugum
and necrolytic migratory ervthema all have variable associ-
ations with internal malignancy. The paraneoplastic gyrate
erythemas may be partially due to the abnormal patterns of
lymphatic and vascular drainage secondary to tumor infil-
tration of these structures.

Because of the findings in our patient, we recommend that
metastatic carcinoma be included in the differential diagnosis

Fig. 2. Dilated superficial lymphatic space with lumina formation by
signet-ring cells. Dermal collection of pleomorphic cells and cells
characterized by enlarged. clear cytoplasmic space with eccentrically
placed nuclei (hematoxylin and eosin, original magnification x 40).
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of figurate erythemas. Proven evidence of cutancous spread
may change both the prognosis and treatment of the these
patients, since it represents distant metastasis. This is espe-
cially significant in our patient because signet-ring cell carci-
noma carries a much worse prognosis than other gastrointesti-
nal carcinomas, commonly developing a decade earlier in life
that other colorectal carcinomas (16). Furthermore, the diag-
nosis of signet-ring cell carcinoma may be delayed because
gastrointestinal carcinoma is relatively rare and does not com-
monly occur in young people. For these reasons, patients with
signet-ring cell adenocarcinoma commonly present with late
stage disease (16). In a similar case, an ovarian carcinoma
which had metastasized to the abdominal wall was clinically
felt to be erythema annulare centrifugum but on biopsy dem-
onstrated lymphatic tumor spread (17). In patients with sus-
pected or proven cancer, atypical or unusual inflammatory
dermatoses may, in fact, be neoplastic in origin.
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