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Abstract 

Cutaneous metastasis can arise from an internal malignancy or due to primary malignant skin tumors. Most metastases 

present as painless dermal or subcutaneous nodules with intact epidermis. A zosteriform pattern of metastasis is rare, 

with only a few cases reported in the medical literature. Here, we report a case of a 71-year-old man who presented to 

our clinic with a one-month history of progressive, painful, fast-spreading, unilateral multiple ulcerative nodules over 

his left chest, initially misdiagnosed as herpes zoster. He had a history of left index finger squamous cell carcinoma 

(SCC) treated via ray amputation, lymph node resection, and radiation. A skin biopsy of an ulcerative nodule revealed 

findings consistent with metastatic SCC. Unfortunately, the patient died before appropriate treatment could be 

initiated. 
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Introduction 

Metastatic skin cancer is a rare complication in patients with internal or cutaneous malignancy.1 It is an important clue 

to tumor progression, or may even constitute the first manifestation of malignancy.2 Among the various possible 

topographic patterns of cutaneous metastasis, those that follow a dermatomal distribution and resemble herpes zoster 

(HZ) lesions are rarely reported.3-6 Here, we report a patient who presented to our dermatology clinic in 2021 with a 

zosteriform pattern of metastatic squamous cell carcinoma (SCC), initially misdiagnosed as HZ lesions. 

To the best of our knowledge, this is the first case to be reported in Oman and Arab world with SCC metastasizing 

in a zosteriform pattern. 

Case Report 

A 71-year-old male patient presented to our dermatology clinic with a one-month history of progressive, painful, fast-

spreading, unilateral skin lesions over the left chest region. He had a history of known hypertension and left index 

finger SCC treated via post-ray amputation, left axillary and supraclavicular lymph node resection, and radiation 

therapy.His initial histology report showed moderately differentiated SCC arising from overlying dysplastic 

epithelium. PET scan done initially and showed: soft tissue mass lesion involving cutaneous, subcutaneous and 

muscular plane of mid and proximal phalanx of left index finger,first and second metacarpophalangeal joints are 

metabolically active and suggestive of primary cutaneous malignancy. Matastasis to left axillary lymph node noted 

and no distant metastasis. Clinical examination revealed erythematous, nodular skin lesions with central crater-like 

ulcerations extending from the mid-back to the chest, along the left T4–T6 dermatomes [Figures 1A to C]. 



 
 

Figure 1: Clinical photographs of the torso of a 71-year-old man with (a) multiple hard nodules with a left-side 

dermatomal distribution along T4–T6, not crossing the midline, and (b and c) ulcerating nodules with a central crater-

like appearance and healthy-looking granulation tissue, without any evidence of discharge or active infection. 

Prior to presentation, the patient reported being seen at a local health center, wherein he was diagnosed with HZ 

and received a seven-day course of 1,000 mg of valacyclovir three times daily, with no improvement. A skin biopsy 

of one of the ulcerative nodules showed invasive nets and sheets of oval-to-polygonal cells separated by collagen, 

with a few squamous pearls and evidence of single-cell keratinization [Figures 2A and B]. In addition, the cells stained 

positive for p63 and epithelial membrane antigen [Figure 2C]. As a result, the patient was diagnosed with cutaneous 

metastasis of the primary SCC; unfortunately, he deteriorated quickly before medication could be initiated and died 

within a month of diagnosis. 

 

Figure 2: (a and b) invasive nest and sheets of oval to polygonal cells separated by collagen (original magnification 

= 5 ×, 20 ×, respectively). (c) Few epithelial pearls (arrows) (original magnification = 10 ×). (d) EMA positive (e) P63 

positive (original magnification = 20 ×). 
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Discussion 

Cutaneous metastases have been reported in approximately 0.7–9% of all cancers, most commonly arising from lung 

cancer in men and breast cancer in women.1,2 Those arising from primary malignant skin tumors represent 2% of all 

skin malignancies.1 Cutaneous SCCs are usually treated by surgical excision, with fewer than 4% metastasizing to 

other sites.7,8 Metastatic disease has been linked to several risk factors, such as male gender, immunosuppression, and 

age exceeding 80 years. Additionally, tumor-related factors contributing to metastasis include a diameter exceeding 

2.0 cm, perineuronal or deep tissue infiltration, destructive bone involvement, desmoplastic characteristics, and 

inadequate tumor differentiation.9-11 

Many patterns of cutaneous metastasis have been described, with the most frequent being the presence of multiple 

nodules.12 Less commonly observed patterns include alopecia neoplastica or erysipeloid/inflammatory, sclerodermoid, 

and bullous forms.6 Zosteriform distribution is another, extremely rare pattern of cutaneous metastasis, with only a 

few cases reported.3-6 This pattern of metastasis has two main aspects: one is its morphology, in which the lesions 

resemble herpetic vesicles, and the other is its dermatomal distribution. Indeed, many cases with this pattern are 

initially misdiagnosed as herpes zoster and treated with antiviral medications, much like the current case.13,14 A 

zosteriform pattern of metastatic cutaneous SCC may also be misdiagnosed as shingles.11 In most reported cases, the 

zosteriform metastatic pattern usually follows a previous diagnosis of malignancy; however, in some cases, it has 

preceded the diagnosis of the primary tumor.15,16 

Upon extensive review of the literature, we identified eight cases showing a zosteriform distribution of cutaneous 

metastasis from primary cutaneous SCC, including our own [Table 1].11,15-20 Metastatic skin lesions originating from 

primary skin cancers other than SCC were excluded. The age and gender of the affected patients, site of the primary 

tumor, presentation of the metastatic lesions, location of the skin lesions, and presence of pain are summarized in the 

table. The most common clinical presentation in these cases was nodules, with the chest wall being the most common 

site of the metastatic skin lesions.15-17,19,20 Most metastases developed on the same side of the body as the primary 

cancer.11,17,18 Spontaneous pain was reported in four cases, where they were initially misdiagnosed as HZ and treated 

with oral or intravenous acyclovir.11,17,19 



Table 1: Literature review of reported cases of metastatic squamous cell carcinoma with zosteriform distribution from the primary tumor.11,15-20 

Author and year 

of report 

Gender Age 

(years) 

Immune status Site of primary 

tumor 

Site of cutaneous 

metastases 

Clinical 

presentation 

Pain 

Buecker & Ratz 

(1984)15 

Male 65 Immunocompromised 

(renal transplant) 

Lower lip Right upper extremity to the 

right chest 

Nodule Unknown 

Shafqat et al. 

(1998)20 

Male 31 Immunocompromised 

(renal transplant) 

Lower lip and 

dorsum of the 

right hand 

Left anterior chest Nodule and papule Unknown 

Fearfield et al. 

(2000)19 

Male 56 Immunocompromised 

(HIV) 

Right eyelid and 

anterior chest 

Left chest Vesicles and ulcers Yes 

Kato et al. 

(2001)17 

Female 72 Immunocompromised 

(radiation) 

Lateral side of 

the right knee 

Right hip and thigh, along 

the L1–L3 dermatomes 

Ulcerated nodules, 

papule, and vesicle 

Yes 

Bauzá et al. 

(2002)18 

Female 71 Immunocompetent Right buttock Right groin, buttock, and 

outer aspect of right led 

Nodule and papules Unknown 

Kishan & Rao 

(2013)16 

Female 70 Immunocompetent Ulcer on hard 

palate of the oral 

cavity 

Left neck, on the C3 

dermatome 

Nodule, 

papulovesicles 

No 

Crevier-Sorbo et 

al. (2021)11 

Male 59 Immunocompetent Right ring finger Right axilla to the midline, 

along the T3 and T4 

dermatomes 

Papule with crusting 

and ulceration 

Yes 

Current case 

(2021) 

Male 71 Immunocompromised 

(radiation) 

Left index Left back to anterior chest, 

along the T4–T6 

dermatomes 

Ulcerated nodule 

and papule 

Yes 



The exact mechanism for this pattern of metastasis is still unknown. Various theories have been proposed, 

including hematogenous, lymphatic, and neural dissemination, surgical implantation, direct invasion from underlying 

structures, and Koebnerization at the site of a previous infection.11,16,21-23 Overall, the diagnosis requires a high index 

of suspicion in patients with a history of skin cancer or other malignancies who present with zoster-like lesions. 

Conclusion 

The possibility of metastatic carcinoma should be considered in any patient with a previous history of internal or 

cutaneous malignancy who presents with a zosteriform skin eruption. As the clinical appearance of the lesions 

frequently makes diagnosis difficult, a skin biopsy is essential for confirmation. 

References 

1. Jaros J, Hunt S, Mose E, Lai O, Tsoukas M. Cutaneous metastases: A great imitator. Clin Dermatol 2020;38(2):216-222. 

2. Souza BC, Miyashiro D, Pincelli MS, Sanches JA. Cutaneous metastases from solid neoplasms - Literature review. An Bras Dermatol 

2023;98(5):571-579. 

3. Kikuchi Y, Matsuyama A, Nomura K. Zosteriform metastatic skin cancer: report of three cases and review of the literature. Dermatology 

2001;202(4):336-338. 

4. Chaudhary S, Bansal C, Husain A. Literature meta-analysis of zosteriform cutaneous metastases from melanoma and a clinico-histopathological 

report from India. Ecancermedicalscience 2013 Jun;7:324. doi:10.3332/ecancer.2013.324. 

5. Kuritza V, Pei S. Zosteriform cutaneous metastases from urothelial carcinoma: Report of a rare case and literature review. J Cutan Pathol 2023 

Oct;50(10):890-896. 

6. Rao R, Balachandran C, Rao L. Zosteriform cutaneous metastases: a case report and brief review of literature. Indian J Dermatol Venereol Leprol 

2010;76(4):447. 

7. Moreno-Ramírez D, Silva-Clavería F, Fernández-Orland A, Eiris N, Ruiz de Casas A, Férrandiz L. Surgery for cutaneous squamous cell 

carcinoma and its limits in advanced disease. Dermatol Pract Concept 2021 Oct;11(Suppl 2):e2021167S. 

8. Møller R, Reymann F, Hou-Jensen K. Metastases in dermatological patients with squamous cell carcinoma. Arch Dermatol 1979 Jun;115(6):703-

705. 

9. Tokez S, Venables ZC, Hollestein LM, Qi H, Bramer EM, Rentroia-Pacheco B, et al. Risk factors for metastatic cutaneous squamous cell 

carcinoma: Refinement and replication based on 2 nationwide nested case-control studies. J Am Acad Dermatol 2022 Jul;87(1):64-71. 

10. Que SK, Zwald FO, Schmults CD. Cutaneous squamous cell carcinoma: Incidence, risk factors, diagnosis, and staging. J Am Acad Dermatol 

2018 Feb;78(2):237-247. 

11. Crevier-Sorbo G, Cernii A, Cepoi A. Metastatic zosteriform cutaneous squamous cell carcinoma. CMAJ 2021 Oct;193(39):E1536. 

12. Betlloch-Mas I, Soriano-García T, Boira I, Palazón JC, Juan-Carpena G, Sancho-Chust JN, et al. Cutaneous metastases of solid tumors: 

demographic, clinical, and survival characteristics. Cureus 2021 Nov;13(11):e19970. 

13. Williams LR, Levine LJ, Kauh YC. Cutaneous malignancies mimicking herpes zoster. Int J Dermatol 1991 Jun;30(6):432-434. 

14. LeSueur BW, Abraham RJ, DiCaudo DJ, O’Connor WJ. Zosteriform skin metastases. Int J Dermatol 2004 Feb;43(2):126-128. 

15. Buecker JW, Ratz JL. Cutaneous metastatic squamous-cell carcinoma in zosteriform distribution. J Dermatol Surg Oncol 1984 Sep;10(9):718-

720. 

16. Kishan KH, Rao G. A rare case of zosteriform cutaneous metastases from squamous cell carcinoma of hard palate. Ann Med Health Sci Res 

2013 Jan;3(1):127-130. 

17. Kato N, Aoyagi S, Sugawara H, Mayuzumi M. Zosteriform and epidermotropic metastatic primary cutaneous squamous cell carcinoma. Am J 

Dermatopathol 2001 Jun;23(3):216-220. . 



18. Bauzá A, Redondo P, Idoate MA. Cutaneous zosteriform squamous cell carcinoma metastasis arising in an immunocompetent patient. Clin Exp 

Dermatol 2002 May;27(3):199-201. 

19. Fearfield LA, Nelson M, Francis N, Bunker CB. Cutaneous squamous cell carcinoma with zosteriform metastases in a human immunodeficiency 

virus-infected patient. Br J Dermatol 2000 Mar;142(3):573-574. 

20. Shafqat A, Viehman GE, Myers SA. Cutaneous squamous cell carcinoma with zosteriform metastasis in a transplant recipient. J Am Acad 

Dermatol 1997 Dec;37(6):1008-1009. 

21. Brownstein MH, Helwig EB. Spread of tumors to the skin. Arch Dermatol 1973 Jan;107(1):80-86.  

22. Maki Y, Kimizuka Y, Murakami K, Sato K, Sasaki H, Yamamoto T, et al. Zosteriform skin metastasis caused by retrograde lymphatic migration 

of metastatic squamous cell lung carcinoma. BMC Pulm Med 2021 Jan;21(1):41. 

23. Williams DC, Livingston R. High aggressive herpetiform squamous cell carcinoma. Plast Reconstr Surg Glob Open 2015 Sep;3(9):e522. 


