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Case Report 

Metastasis of the abdominal wall in a patient with diagnosis of 
pulmonary adenocarcinoma: An interesting finding 
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A B S T R A C T   

Tumors of the abdominal wall are rare, divided into benign and malignant lesions that are 
composed of primary tumors and by the parietal invasion of intra-abdominal tumors and meta
static parietal implants. In the case of metastases in the abdominal wall, the most frequent are 
metastases from neoplasms of colonic origin. The case described below is that of a 68-year-old 
patient with a history of stage IIA left lung adenocarcinoma who received partial response 
radiotherapy with an indication for chemotherapy, which she refused and lost follow-up.   

1. Introduction 

Tumors of the abdominal wall are rare; they are divided into benign lesions and malignant lesions which are composed of primary 
tumors and by the parietal invasion of intraabdominal tumors and metastatic parietal implants [1]. Metastasis of the abdominal wall 
has an incidence of approximately 0.7–9%, direct invasion and tumor implants in the abdominal wall can be due to tumors of various 
types and locations., the most common causes is secondary to neoplasms of colonic origin, gastric origin and implants of trocar holes, 
being metastasis of lung origin very rare [1–3]. Here, we describe a case of a metastasis of the abdominal wall in a patient with 
diagnosis of pulmonary adenocarcinoma. 

2. Case report 

68-year-old female patient, with a history of left lung adenocarcinoma stage IIA (T2bN0M0) who received radiotherapy with 
partial response with indication of chemotherapy, which she rejected. She lost follow up during 3 years, in the last chest x-ray with no 
evidence of disease progression. She was evaluated in an outpatient general surgery consultation due to the appearance of a 0.8 cm 
lesion in the abdominal wall on the right flank during the last 7 months that extends towards the dorsal region, which has progressed in 
size with an average growth of 1 cm per month associated with intense pain, inflammatory process in the skin and fetid discharge in the 
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last month due to skin and abdominal wall soft tissue ulceration with associated local infection. The lesion fetid discharge was taken to 
gram and culture with Staphylococcus aureus colonization. The lesion was not preceded by any abdominal symptoms like constipation, 
diarrhea, malena, or hematochezia. The physical examination documented a lesion located on the right flank, which extends towards 
the dorsal region, with measurements of approximately 6 × 5 cm, with irregular borders, poorly defined, with abundant fetid 
discharge, which caused a lot of pain (Fig. 1). 

Taking into account the functionality of the patient, added to her wishes not to receive further treatment, with the presence of 
intense pain and fetid discharge from the lesion, it was decided to take her to a toilet surgery. The patient was taken to a resection of the 
abdominal wall lesion without previous wedge biopsy, we found in the abdominal wall on the right flank extending towards the dorsal 
region a lesion of approximately 7 × 5 cm with irregular borders that involves the skin, the subcutaneous cellular tissue, the fibers of 
the latissimus dorsi muscle, innervated by intercostal nerves, and the evidence of compromise of the periosteum of the last right costal 
arch without the need of rib resection because this was a palliative and hygienic oncologic procedure. We made an ellipse-shaped 
incision that encompasses the entire lesion with resection margins of 3 cm from the superior, inferior, lateral and medial borders., 
due to the compromise of deep border in its upper part a resection R2 was made (Fig. 2). The block resection of the lesion was sent to 
pathology to perform histopathological studies. The patient was given a five days antibiotic endovenous therapy due to the associated 
soft tissue infection. 

The pathology report confirms the presence of an adenocarcinoma, with extensive necrosis, whose morphology and immunoprofile 
favored pulmonary origin with negative EGFR, ALK, ROS1 mutations. The tumor infiltrated the entire thickness of the specimen and 
ulcerated the skin. The superior, inferior, anterior and posterior margins were found without evidence of tumor involment, while deep 
margin was positive for tumor involvement. Immunohistochemistry was positive for TTF-1 and Napsin. In the postoperative period, 
the patient presented complete pain relief, with adequate healing of the surgical wound. Additionally, she was evaluated by oncology 
after 3 years of losing follow-up with the pathology report and a positron emission tomography scan (PET-SCAN) that confirmed bone 
metastases in the last left costal arch and brain involvement. Taking into account these findings and the desire not to perform addi
tional management, palliative treatment was indicated. 

3. Discussion 

Tumors of the abdominal wall are rare. They are divided into benign lesions and malignant lesions [1]. The most frequent benign 
lesion that compromises the abdominal wall is endometriosis, which usually appears as a secondary process to gynecological-obstetric 
surgical scars in women of childbearing age, presenting as a cyclically painful nodule located in the thickness of the scar. The diagnosis 
is made by histological studies; however, the use of images helps to determine the characteristics of the lesion. Treatment is a wide 
surgical resection with margins of healthy tissue in the surgical specimen to avoid recurrence [2–4]. 

On the other hand, malignant lesion is composed of primary tumors and by the parietal invasion of intraabdominal tumors and 
metastatic parietal implants [1]. Among the primary tumors, the most frequent tumor is desmoid tumor, which corresponds to less 
than 3% of all soft tissue tumors and 0.03% of all neoplasms [5], which in the majority of the cases appear in young women, during 
pregnancy or followed by child-birth, which suggests a hormonal factor involved, also is associated with familiar adenomatous pol
yposis (Gardner syndrome) [6,7]. This lesion is followed by soft tissue sarcomas, which represent less than 1% of all malignant tumors 
in the adult population, they are usually sporadic and of unknown etiology, with one characteristic which is there are multiple his
tological subtypes and not all of them involve the abdominal wall [8]. Finally, there is dermatofibrosarcoma protuberans, which has an 
incidence of approximately 0.8–4.5 cases per million habitants per year, which corresponds to 1–6% of soft tissue sarcomas, which 
affects young male adults between 20 and 50 years [9,10]. All of the lesions mentioned above require a histological diagnosis made by 
a prior biopsy and an image ideally an magnetic resonance imaging (MRI) to plan surgical management, in which ideally a block 
resection should be performed in all cases [6–9]. 

The incidence of metastasic abdominal wall lesions is approximately 0.7–9%, direct invasion and tumor implants in the abdominal 
wall can be due to tumors of various types and locations. The most common causes of metastasis in the abdominal wall is metastases of 
neoplasms of colonic origin, gastric origin, and in some cases and with the emergence of laparoscopic surgery, incidence of metastases 

Fig. 1. Lesion located on the right flank, which extends towards the dorsal region, with measurements of approximately 6 × 5 cm, with irregular borders, poorly 
defined, with abundant fetid discharge, which caused a lot of pain. 
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in the implants of trocar holes has been reported from 0.7 to 1.3% [11]. Metastases from lung cancer are uncommon with a reported 
overall prevalence of 2.3%, the major sites of metastases include the liver (33–40%), adrenal glands (18–38%), brain (15–43%), bone 
(19–33%), kidney (16–23%) and abdominal lymph nodes (29%) [11–14]. Currently, there are no reports in the literature of pulmonary 
adenocarcinoma coursing with abdominal wall metastasis. In the case of metastasis in the abdominal wall, the image of choice for the 
diagnosis and for the planning of surgical management is and MRI, although a computed tomography scan (CT scan) can provide useful 
information. Also, in most of the cases a biopsy should be performed to confirm the diagnosis [11–17]. 

In the case of our patient, taking into account her comorbidities, the functional deterioration secondary to the neurological 
sequelae of the cerebrovascular accident, the physical examination findings, added to her desire to not to perform additional man
agement, it was decided to perform a toilet surgery. During the surgical procedure, an R2 resection was performed, the lesion was 
excised in block with negative section margins except for the deep margin which was positive for tumoral cells. Pathology confirmed 
the presence of an adenocarcinoma with immunohistochemistry which was positive for TTF-1 and Napsine which favor its pulmonary 
origin. Currently the patient is being followed up by clinical oncology with the intention of palliative management, with complete pain 
relief. 

This case demonstrates that although metastasis of the abdominal wall is a rare condition it should be taken into account as a 
diagnosis in the presence of a lesion in the abdominal wall summed up to the history of a neoplasm. Additionally, this case shows that 
patient management must be individualized, and in some cases, patient can benefit only from a toilet surgery and palliative treatment, 
relieving the patient symptoms and improving the quality of life. 

4. Conclusion 

Metastasis of the abdominal wall secondary to pulmonary adenocarcinoma is a rare condition in which surgical treatment is the 
mainstay of management along with supportive neoadjuvant therapy if needed. The preoperative study with images and biopsy in 
most of the cases is of vital importance to make a proper diagnosis and guide the surgical approach. However, some patients, as in our 
case, can benefit from a toilet surgery and palliative treatment. 
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Fig. 2. Ellipse-shaped incision that encompasses the entire lesion with resection margins of 3 cm from the superior, inferior, lateral and medial borders., due to the 
compromise of deep border in its upper part a resection R2 was made. 
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