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Cutaneous metastatic carcinoma of the nose is a rare 
presentation associated with lung cancer. We report 
here 3 cases of cutaneous metastatic carcinoma of the 
nose that originated from lung cancer. Two men, age 
61 and 76 years, with lung cancers were referred for 
evaluation of a tumour on the tip of the nose. The third 
patient, a 57-year-old man, had developed a rosacea-
like tumour on the tip of the nose; although he had no 
history of internal cancer, whole-body positron-emissi-
on tomography–computed tomography revealed a pri-
mary lung cancer. Skin biopsies of all 3 cases showed 
metastatic squamous cell carcinoma, and all primary 
lung cancers were squamous cell carcinomas. Only 3 
patients are described here, and further reports are 
needed to substantiate this interesting phenomenon. 
When an elderly patient presents to dermatology with 
a tumour on the nose with or without known internal 
cancer, it is necessary to approach the diagnosis with 
caution. Key words: cutaneous metastases; lung cancer; 
nose; squamous cell carcinoma.
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The percentage of patients with internal cancers who 
develop cutaneous metastases ranges from 0.7% to 
9% (1). Cutaneous metastases from lung cancer occur 
in 1–12% of cases (2). The lung is the most common 
primary site (24%) of underlying malignancy in men, 
and the fourth most common primary site (4%) in wo-
men (3). Cutaneous metastasis can be the first sign of 
internal cancer and suggests a poor prognosis (4). Skin 
metastases on the nose have been reported infrequently. 
Cutaneous metastatic carcinoma of the nose tends to be 
misdiagnosed as rhinophyma, rosacea, furuncle, and 
haemangioma. 

We report here 3 cases of cutaneous metastatic carci-
noma of the nose arising from lung cancer, and review 
the literature and possible mechanisms.

CASE REPORTS

Case 1

In September 2010, a 62-year-old man with squamous 
cell carcinoma (SCC) of the lung was referred to our 
department for evaluation of a cutaneous tumour of 5 
weeks’ duration on the tip of his nose. He had smoked 
0.5 packs of cigarettes per day for the previous 40 
years. On physical examination, a round erythematous 
nodule measuring 1.7 × 1.5 cm with a central ulcer was 
observed on the nasal tip (Fig. 1A). The patient had 
been diagnosed with SCC of the lung 17 months before 
he presented to us and had received chemotherapy 
and radiation therapy. He also had thoracic vertebral 
lesions, which were thought to be metastatic, and was 
diagnosed with tumour-node-metastasis (TNM) stage 
IV disease. A skin biopsy from the nose showed meta-
static SCC, which was not connected to the epidermis 
(Fig. 1B). The subsequent clinical course included 
worsened respiratory symptoms and paraplegia due to 
bulky extra-osseous mass formation and spinal canal 
stenosis. The patient died 5 months after the diagnosis 
of the cutaneous metastasis. 

Case 2

In December 2010, a 76-year-old man with SCC of the 
lung presented with a hard, erythematous, telangiecta-
tic, protruding tumour on the nasal tip. He was a smoker 
with a 50 pack-year history. His medical history and 
family history were non-contributory. Upon a health in-
spection 4 months earlier, chest computed tomography 
(CT) and positron emission tomography–computed 
tomography (PET-CT) had revealed TNM stage IIIa 
lung cancer without distant metastasis. The results of 
laboratory examinations were within normal limits. 
Physical examination showed a round erythematous 
tumour measuring 2×1.7 cm and with telangiectasia 
on the surface of the nasal tip (Fig. 2A). A skin biopsy 
taken from the centre of the lesion showed irregular 
tumour nodules extending into deep dermis without 
epidermal connection, consistent with poorly differen-
tiated SCC (Fig. 2B). The patient received palliative 
radiation therapy and supportive care for his primary 
tumour, but refused chemotherapy. His illness worsened 
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Fig. 1. (A) Round erythematous, painless nodule with a central ulcer on the nasal tip. (B and C) Skin biopsy from the nasal tip shows poorly differentiated, 
metastatic squamous cell carcinoma (haematoxylin and eosin (H&E) stain; original magnification: B, ×20; C, ×200).

considerably, and he died one month after the diagnosis 
of his cutaneous condition. 

Case 3

In August 2010, a 57-year-old man visited the derma-
tological department with a hard, tender, oval, erythe-
matous nodule with telangiectasia on the nasal tip (Fig. 
3A). He was a smoker with 38 pack-year history, but 
had no other relevant medical history. Over a 1-month 
period, the lesion had grown from a tiny papule to a 
tumour with diameter of 2 cm and had shown no im-
provement after treatment with antibiotics and topical 
steroids at a private clinic. A skin biopsy taken from 
the centre of the lesion showed irregular tumour islands 
in the dermis without connection to the epidermis 
(Fig. 3B). Metastatic SCC was suspected. Subsequent 
whole body PET-CT revealed lung cancer. The patient 
received radiation and chemotherapy for the primary 
tumour and metastasis. However, he also subsequently 
developed lesions on the tips of both middle fingers, 
which were thought to be metastatic, and his condition 
deteriorated. He died 9 months after starting treatment.

DISCUSSION

While internal malignancies generally disseminate 
to other organs, including the skin, distant cutaneous 

metastases are rare. They can appear as solitary or 
multiple lesions anywhere on the cutaneous surface. 
Cutaneous metastases may develop by direct extension 
from underlying structures, e.g. from lung and breast 
tumours, which are predominantly found on the anterior 
chest wall. Metastasis to the head and neck from distant 
sites is relatively uncommon (5).

Cutaneous metastases from lung cancer commonly 
appear as mobile or fixed, hard or flexible, single or 
multiple painless nodules. They vary in colour from 
flesh tones to red-purple, and blue-black and vary in 
diameter from 5mm to 6 cm (6). Multiple lesions are 
usually grouped. Lesions initially grow rapidly, and then 
more slowly, and may necrose or ulcerate (7). Metastasis 
to the skin is occasionally recognized as the first sign 
of lung cancer, before the primary tumour is diagnosed 
(8). In a large series of cases of skin metastases from 
lung malignancies, cutaneous metastasis preceded the 
primary lung cancer in 14% of cases (9). 

Cutaneous metastatic carcinoma on the nose is very 
rare, and has most frequently been reported associated 
with renal neoplasms (10, 11). To our knowledge, 
fewer than 10 cases of metastasis to the nose from pri-
mary lung cancers have been described in the literature 
(Table I). We evaluated 12 cases, including ours, and 
all except one were men. Clinical diagnoses at initial 
presentation included haemangioma, rhinophyma, and 
infectious diseases. In our cases (case 11 and 12), the 

Fig. 2. (A) Hard, erythematous, telangiectatic, protruding tumour on the nasal tip. (B and C) Skin biopsy from the nasal tip shows poorly differentiated 
metastatic squamous cell carcinoma (haematoxylin and eosin (H&E) stain; original magnification: B, ×20; C, ×200).
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lesions of the nose resembled rhinophyma. Although 
metastasis to the nasal tip as a first sign of lung cancer 
is particularly rare (9, 15), the conspicuous position 
of the nose may make patients more likely to visit the 
dermatology clinic earlier to report the lesion, while 
overlooking the signs and symptoms of concomitant 
systemic illness. Hence, nasal tip masses may be readily 
misdiagnosed as much more common conditions, such 
as rhinophyma, haemangioma, basal cell carcinoma, 
keratoacanthoma, and other cutaneous inflammatory or 
infectious diseases, especially when there is no history 
of internal malignancy. 

The most common histopathological type of cuta-
neous metastases from the lung is adenocarcinoma, 
followed by SCC or small cell carcinoma, and then large 
cell carcinoma (18). Metastatic SCC arising from the 
lung is frequently moderately or poorly differentiated 
(3). Among the 12 cases we evaluated, histopathological 
examinations showed 7 cases of poorly differentiated 
SCC, 1 adenosquamous cell carcinoma, 1 oat cell car-
cinoma, 1 anaplastic large cell carcinoma, and 1 large 
cell undifferentiated carcinoma. Coslett & Katlic (19) 
and Molina Garrido et al. (20) found that among primary 
lung tumours, those in the upper lobes of the lung tended 
to metastasize more frequently to the skin. 

Skin metastases from lung cancer suggest a poor prog-
nosis. Unfortunately, cutaneous metastases commonly 
accompany internal metastases at other sites, such as 
the brain, liver, bone and adrenal glands. Mean survival 

time after the discovery of metastasis is 5 months. Pa-
tients who found cutaneous metastases before internal 
malignancies have worse survival (approximately 3–4 
months) than patients who do not (18, 21). In most of 
the cases we reviewed, patients died within 3–9 months 
after the diagnosis of a cutaneous metastasis.

The mechanism of lung cancer metastasis to the nose 
has not yet been fully elucidated. Baston (22) suggests 
that tumour cells could be transported to the nose by the 
pulmonary vascular and lymphatic circulation, and the 
almost valveless vertebral venous plexus. Metastasis of 
lung carcinoma to acrometastasis-prone sites such as the 
finger-tips (23), or to the vulva (24), or penis (25) may 
occur by a similar mechanism. Interestingly, our third 
patient also had metastatic lesions on both middle finger 
tips. The mechanisms of metastasis to these unusual 
sites are controversial, but are summarized as arterial 
embolism and retrograde venous and lymphatic spread. 
For pulmonary carcinoma, arterial embolism is the 
more likely route of dissemination. A tumour embolus 
may enter the pulmonary veins, gaining access to the 
systemic circulation through the left atrium and then 
entering the cavernous body into the blood supply to 
the site (25). Metastasis to the nasal tip also has been 
reported from chordoma, kidney tumour, hepatocellular 
carcinoma, seminoma, leukaemia, breast cancer, and 
cervix cancer (26). Another possible mechanism of nasal 
tip metastasis is that when the intrathoracic pressure 
is greatly increased, blood-borne emboli pass through 

Fig. 3. (A) Hard tender oval erythematous nodule with 
telangiectasia on the nasal tip. (B) Skin biopsy from 
the nasal tip shows poorly differentiated, metastatic 
squamous cell carcinoma (haematoxylin and eosin 
(H&E) stain; original magnification: B, ×400).

Table I. Reported cases of cutaneous metastasis to the nose from lung cancer

Patient (Ref.) Age, years/sex Initial diagnosis Lung histopathology Other distant metastases Prognosis

1 (12) 76/F Haemangioma Oat cell carcinoma Thoracic vertebrae Died in 3 months
2 (12) 67/M Rhinophyma Squamous cell carcinoma Terminal ileum Not described
3 (13) 71/M Rosacea Squamous cell carcinoma Scalp, lung, brain Died immediately
4 (14) 65/M Cellulitis Adenosquamous cell carcinoma Bone Died in several weeks 
5 (15) 58/M Clown nose Not described None Died in 3 months
6 (16) 63/M Tumour Anaplastic large cell carcinoma Nasal septum Died in 2 weeks
7 (17) 59/M Mass Squamous cell carcinoma Brain Not described
8 (8) 64/M Furuncle Large cell undifferentiated carcinoma Lymph nodes Died in 6 months 
9 (9) 74/M Folliculitis Squamous cell carcinoma Lymph nodes, adrenal gland Died in 3 months

10 (our case) 62/M Tumour Squamous cell carcinoma Vertebrae Died in 5 months
11 (our case) 76/M Rhinophyma Squamous cell carcinoma None Died in 1 month
12 (our case) 57/M Rhinophyma Squamous cell carcinoma Finger tips Died in 9 months
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venous plexi and drift upwards to the venous sinuses 
of the skull. The pterygoid plexus, cavernous sinus, 
and pharyngeal plexus communicate with the vertebral 
system, and may transport tumour cells to the nose (27)

In conclusion, when dermatologist encounters a tu-
mour on the nose of a patient, with or without known 
internal cancer, cutaneous metastasis may be conside-
red as one of the differential diagnoses and should be 
investigated by skin biopsy.
The authors declare no conflicts of interest.

REFERENCES

1. Spencer PS, Helm TN. Skin metastases in cancer patients. 
Cutis 1987; 39: 119–121.

2. Rosen T. Cutaneous metastases. Med Clin North Am 1980; 
64: 885–900.

3. Brownstein MH, Helwig EB. Metastatic tumors of the skin. 
Cancer 1972; 29: 1298–1307.

4. Lookingbill DP, Spangler N, Helm KF. Cutaneous metas-
tases in patients with metastatic carcinoma: a retrospective 
study of 4020 patients. J Am Acad Dermatol 1993; 29: 
228–236.

5. Brady LW, O’Neill EA, Farber SH. Unusual sites of metas-
tases. Semin Oncol 1977; 4: 59–64.

6. Dreizen S, Dhingra H, Chiuten D, Umsawasdi T, Valdivieso 
M. Cutaneous and subcutaneous metastases of lung cancer. 
Postgrad Med 1986; 80: 111–116.

7. Vila Justribo M, Casanova Seuma JM, Portero L, Egido R. 
Skin metastasis as the lst manifestation of bronchogenic 
carcinoma. Arch Bronconeumol 1994; 30: 314–316.

8. Rubinstein RY, Baredes S, Caputo J, Galati L, Schwartz 
RA. Cutaneous metastatic lung cancer: literature review 
and report of a tumor on the nose from a large cell undif-
ferentiated carcinoma. Ear Nose Throat J 2000; 79: 96–97.

9. Camarasa Escrig A, Chiner Vives E, Sancho Chust JN. 
Clown nose as an initial manifestation of squamous-cell 
lung carcinoma. Arch Bronconeumol 2009; 45: 60–61.

10. Friedman I, Osborn DA. Metastatic tumors in the ear, nose, 
and throat region. J Laryngol Otol 1965; 79: 576–591.

11. Bernstein JM, Montgomery WW, Balogh K. Metastatic 

tumors to the maxilla, nose, and paranasal sinuses. Laryngo-
scope 1966; 76: 621–650.

12. Gault Dt, Subbuswamy SG. Metastatic tumors of the nasal 
tip. Br J Plast Surg 1985; 38: 570–574.

13. Nesi R, Lynfield Y. Rhinophymalike metastatic carcinoma. 
Cutis 1996; 57: 33–36.

14. Gal TJ, Kerschner JE. Pulmonary metastasis to the nasal 
tip. Otolaryngol Head Neck Surg 1997; 117: 139.

15. De Simoni I, Iacovelli P, Lunghi F, Peris K, Chimenti S. 
Clown nose as a first manifestation of lung carcinoma. Acta 
Derm Venereol 1997; 77: 406–407.

16. Viera Mota A, Correia O, Azevedo F, Mesquita-Guimaraes 
J. Nasal tip metastasis revealing a Pancoast tumour. Br J 
Dermatol 1998; 138: 559–560.

17. Hammert WC, Champagne L, Heckler FR. Metastatic 
squamous cell carcinoma of the nasal tip: a case report. J 
Oral Maxillofac Surg 1999; 57: 186–189.

18. Mollet TW, Garcia CA, Koester G. Skin metastases from 
lung cancer. Dermatol Online J 2009; 15: 1.

19. Coslett LM, Katlic MR. Lung cancer with skin metastasis. 
Chest 1990; 97: 757–759.

20. Molina Garrido MJ, Guillén Ponce C, Soto Martínez JL, 
Martínez Y Sevila C, Carrato Mena A. Cutaneous metas-
tases of lung cancer. Clin Transl Oncol 2006; 8: 330–333.

21. Hidaka T, Ishii Y, Kitamura S. Clinical features of skin 
metastases from lung cancer. Intern Med 1996; 35: 459–462.

22. Baston OV. The function of the vertebral veins and their role 
in the spread of metastases. Ann Surg 1940; 112: 138–149.

23. Flynn CJ, Danjoux C, Wong J, Christakis M, Rubenstein 
J, Yee A, et al. Two cases of acrometastasis to the hands 
and review of the literature. Curr Oncol 2008; 15: 51–58.

24. Rocconi RP, Leath CA, Johnson WM, Barnes MN, Conner 
MG. Primary lung large cell carcinoma metastatic to the 
vulva: a case report and review of the literature. Gyn Oncol 
2004; 94: 829–831.

25. Zheng FF, Zhang ZY, Dai YP, Liang YY, Deng CH, Tao Y. 
Metatstasis to the penis in a patient with adenocarcinoma 
of lung, case report and literature review. Med Oncol 2009; 
26: 228–232.

26. Itin PH, Heitzmann F, Stamm B. Metastasis to the nasal 
tip from a cervical carcinoma. Dermatology 1999; 199: 
171–173.

27. Kataoka A, Nishida T, Tomioka Y, Hirai N, Ohbuchi M, Ya-
kushiji M. A metastasis to the nasal tip from a cervical car-
cinoma – a case report. Kurume Med J 1998; 45: 127–131.

Acta Derm Venereol 93


