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Case report 
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A B S T R A C T   

Background: Leser-Trelat sign is a rare paraneoplastic syndrome in which one main characteristic presented is an 
eruption of multiple seborrheic keratoses around different areas of the body. This syndrome has been associated 
with multiple gastrointestinal malignancies, especially adenocarcinoma of stomach and colon. 
Case report: We report a 70-year-old male who presented to the surgery clinic complaining of a persistent lower 
abdominal pain for the past 2 months. The pain was associated with weight loss and the gradual appearance of 
multiple seborrheic keratoses in his body. The patient was admitted to the hospital for further evaluation, a CT 
scan shows an 8.1 × 5.2 cm mass in the mid mesentery and laboratories shows anemia and positive fecal occult 
blood. The patient was scheduled for an exploratory laparotomy. During the surgery, a large mass was found 
arising from the ascending colon with invasion into the adjacent sigmoid colon. The mass was sent to pathology 
and shows a foreign body granuloma. In addition to the surgery, the patient undergoes an endoscopic evaluation 
to rule out a malignancy from the upper gastrointestinal system, no masses or lesions were found. 
Conclusion: This is the first case reported, as far as our knowledge, of a foreign body granuloma in the association 
of Leser-Trelat sign. Foreign body granulomas are associated with multiple cellular signaling and this could be 
the source of the association of the Leser-Trelat sign. Further evaluation is needed to have a better understanding 
of the association between the Leser-Trelat sign and the formation of a foreign body granuloma.   

1. Introduction 

Leser-Trelat sign (LTS) is a rare paraneoplastic syndrome, in which 
an abrupt eruption of multiple seborrheic keratosis occurs throughout 
different areas of the body, most notably the chest and back [2]. LTS has 
been related to young otherwise healthy individuals who harvest a 
gastrointestinal malignancy, most commonly gastric adenocarcinoma 
[2]. To date, have been no standardized criteria for the diagnosis of LTS 
in association to malignancy [1]. A relationship with the appearance of a 
benign neoplasm has not been described in the literature. It is thought 
that LTS can be caused by paraneoplastic syndrome, where a cascade of 

cytokines and growth factors are released by malignant neoplasms [2]. 
In this case report, we describe an adult man that presents an abrupt 
onset of seborrheic keratosis and a large intra-abdominal tumor, highly 
suspected for malignancy. Written informed consent was obtained from 
the patient for publication of this case report and accompanying images. 
A copy of the written consent is available for review by the Editor-in- 
Chief of this journal on request. This work had been compliances with 
the SCARE 2020 criteria [8]. 

Abbreviations: LTS, leser-trelat sign; FBG, foreign body granuloma. 
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2. Case report 

A 70-year-old man was referred to our outpatient surgical center due 
to persistent lower abdominal pain and unintentional weight loss (12 
pounds) since 2 months prior. His past medical history includes hyper-
tension, hypothyroidism, benign prostate hyperplasia, diverticulosis, 
rheumatoid arthritis, and seborrheic keratosis diagnosed by his derma-
tologist ten years ago. His past surgical history includes a laparoscopic 
appendectomy (15-years ago) and knee replacement (both performed in 
another institution). Screening colonoscopy performed 2 years prior, 
reported a tortuous sigmoid colon with diverticulosis and hypertrophic 
folds that made the endoscope impossible to advance. 

On evaluation, his abdominal pain was described as constant, dull, 
and of moderate intensity. It was associated with nausea, weight loss, 
non-bloody diarrhea, and abrupt worsening of his previously diagnosed 
skin lesions. Denied fever, chills, and vomiting. 

On physical examination, the patient was oriented and appeared in 
no acute distress. He had numerous waxy, slightly elevated, dark, and 
regular bordered skin lesions located in the chest, back, and abdomen 
(Image 1). The abdominal exam had positive bowel sounds and was 
depressible with localized tenderness in the lower quadrants. There 

were no signs of diffuse peritonitis such as guarding or rebound, there 
were no palpable masses or hernias and the rectal exam was unre-
markable. With these clinical findings, we decided to admit the patient 
for further workup. 

Laboratory analysis showed chronic microcytic anemia (11.5 mg/dl) 
and a positive fecal occult blood test. CEA and CA 19–9 were within 
normal limits. A CT scan of the abdomen and pelvis with PO and IV 
contrast was performed. It revealed a large (8.1 × 5.2 cm) mass arising 
from the small bowel mesentery, near the terminal ileum, with associ-
ated partial intestinal obstruction and severe inflammatory process 
suggestive of perforation (Image 2). A malignant neoplastic process was 
high in the differential diagnosis. On further imaging, there were no 
signs of metastatic spread. 

Due to these findings, we decided to take the patient to the operating 
room for an exploratory laparotomy. During laparotomy, a large solid 
tumor was encountered. The tumor arose from the cecum, invading the 
adjacent small bowel mesentery and sigmoid colon. A right hemi-
colectomy with primary anastomosis and a left partial colectomy with 
end colostomy and Hartmann's pouch procedure was performed. The 
mass was excised en-bloc and sent to pathology. The final pathology 
report was consistent with a large (12.5 × 4 cm) foreign body giant cell 

Fig. 1. (A) Back (B) Abdomen (C) Neck of the patient.  
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granuloma (Image 3). No signs of malignancy were detected and 12 out 
of 12 lymph nodes were negative. Due to high suspicion for other 
gastrointestinal malignancies, esophagogastroduodenoscopy (EGD) was 
performed to rule out gastric cancer and was found negative. During 
post-operative evaluation, no changes on the skin lesions were noted. 

3. Discussion 

Leser-Trelat sign is a rare cutaneous manifestation that is usually 
related to gastrointestinal malignancies [1]. The most common associ-
ation is gastric adenocarcinoma, but other gastrointestinal tract malig-
nancies, prostate cancer, and lymphomas have also been reported [2]. 
Nonetheless, in a minority of cases, a malignant process is not found, 
thus LTS is referred to as pseudo-leser-trelat sign [3]. 

The pathophysiology of the LTS is not well understood, but various 
theories including the roles of certain growth factors (human growth 

factor, EGF-alpha and EGFR) and inflammatory responses have been 
reported in the literature [1]. Some literature hypothesizes that tumor- 
derived epidermal growth factors induce epidermal proliferation and 
result in the rapid development of the characteristic skin lesions in LTS 
[4]. Furthermore, molecular genetics have shown that somatic fibroblast 
growth factor receptor 3 (FGFR3) and phosphatidylinositol 3- kinase 
catalytic subunit alpha (PIK3CA) are involved in the pathogenesis of 
seborrheic keratosis, but the precise mechanism is unknown [4]. 

Our patient, presented with an intra-abdominal neoplasm associated 
with an abrupt eruption of numerous cutaneous seborrheic keratosis 
similar to what happens in the LTS. The history and physical examina-
tion of our patient was suspicious of an underlying malignant process. 
Furthermore, the diagnostic workup revealed important information to 
suspect that this patient had a perforated tumor of the right colon. To 
our surprise the final pathology report was consistent with a giant cell 
foreign body granuloma. 

Fig. 2. CT scan showing inflammation on the small bowel.  

Fig. 3. A. Granulation tissue in low power. B. Giant cells and foreign body material. C. Giant cell engulfing foreign body.  
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Foreign substances that are introduced into the body can elicit an 
inflammatory process and form granulomas, these reactions can mimic 
malignant lesions [5]. Foreign body granulomas are usually associated 
with surgical material or undigested food [6]. Foreign body giant cell 
granulomas are formed in tissue when the size of the foreign particulate 
is too large to permit phagocytosis by macrophages [6,7]. Integrins 1 
and 2, have been identified as a mediator for adhesion during monocyte 
to macrophage development and IL-4 induces the formation of the 
granuloma [6,7]. Our patient had an appendectomy 2 years prior to the 
onset of symptoms and this could have been the trigger for the formation 
of a foreign body granuloma (FBG). 

We think that the simultaneous appearance of LTS and FBG may be 
secondary to the release of cytokines by the FBG that activates tumor- 
derived epidermal growth factors and induce epidermal proliferation, 
resulting in the rapid development of seborrheic keratosis. These 
cellular signaling pathways may be similar to the phenomenon we see in 
cancer patients, where the byproducts of the malignant neoplasm pro-
duce an uncontrolled proliferation of cytokines and growth factors, 
predisposing to the development of LTS. 

4. Conclusion 

This is the first case reported, as far as we know, where a giant cell 
foreign body granuloma presents with similar cutaneous manifestations 
of the Leser-Trelat sign. Foreign body granulomas are known to interact 
with multiple cellular signaling pathways, and this could be the source 
of its relationship with the Leser-Trelat sign. We think the cellular 
signaling pathways in FBG are similar to those ones found in malignant 
neoplasms of the gastrointestinal tract. This has led to the idea that FBG 
can provoke a cellular reaction that leads to LTS, and this is evidenced in 
the presentation of our case. Further molecular evaluation is needed to 
have a better understanding of the pathophysiologic mechanism behind 
the association of the Leser-Trelat sign and the formation of a foreign 
body granuloma. 
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