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Introduction

Metastasis [Greek meta (aft er, beyond), and stasis (stop, stag-
nate)]1 is any neoplastic lesion arising from another nonconti-
guous neoplasia.
By cutaneous metastasis, we mean a neoplastic lesion involving 
dermis and/or subcutaneous cell tissue not contiguous to the 
primary tumor.
It must be diff erentiated from direct extension, that is the neo-
plastic lesion produced directly by the primary tumor mass;² 
thus, direct propagation occurs by contiguity of implantation, 
and is not a metastasis.
For disemination, a metastasis requires a lymphatic pathway 
and/or a hematogenous pathway.
By the lymphatic pathway, the neoplastic cells reach the skin 
directly (through the thoracic duct-subclavian vein-general 
circulation, with subsequent cutaneous permeation; or by re-
trograde via, due to obstruction of the lymphatic lumen by 
the tumor embolus, and subsequent centrifugal deviation to 
the skin.³
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By the hematogenous pathway, the tumor may disseminate 
through venous vessels to the left  heart cavity; it is less frequent 
by arterial pathway, not only due to the arterial wall structure, 
but also due to the higher intraluminal pressure.4-6

Th e mechanism to produce a cutaneous metastasis comprises 
several steps or stages:5-7

1.  Detachment of primary tumor.
2.  Invasion and intravasation of the neoplastic cell within the 

vessel.
3.  Passage through the blood and/or the lymphatic circula-

tory system.
4.  Stoppage (stasis) in a receptor bed vessel.
5.  Extravasation through the vessel wall, and invasion of the 

receptor tissue bed.
6.  Proliferation in the tissue.

Cutaneous metastases of internal neoplasias have a 0.8 to 8 per-
cent incidence.8 Th ey may be a tumor sign in advanced states, 
or the fi rst clinical manifestation of an unknown visceral neo-
plasia. We stress the importance of the dermatologist in the 
diagnosis of an unknown primary tumor through cutaneous 
metastasis.
Classic clinical forms of metastases are divided in: early, ery-
sipeloid or infl ammatory, and telangiectatic; and late, nodular 
and cuirass.
Th e atypical clinical variants include bullous, sclerodermi-
form, cicatricial, umbilical, dysmetabolic papula-like, zosteri-
form, and alopecic variants.9

Objectives

•  To calculate incidence of cutaneous metastases.
•  To identify clinical variants.
•  To determine proportion of cases wherein metastasis prece-

ded the primary tumor and was the sign that led to diagnosis.
•  To compare data and results with international and natio-

nal statistics.

Materials and methods

A retrospective and descriptive study was conducted on all pa-
tients with diagnosis of cutaneous metastasis of internal carci-
noma consulting the Dermatology Department of Policlínico 
Bancario in the period 1993-2008.

•  We analyzed:
·  triggering primitive tumor
·  gender
·  age
·  location
·  clinical aspect
·  number of metastasis

·  lapse between primary tumor detection and appearance 
of metastasis

·  survival aft er diagnosis of metastasis

•  Diagnosis were confi rmed by histopatological and immu-
nohistochemical studies for orientation on probable trigge-
ring tumor in patients with unknown primitive tumor.

Results

A total of 94 patients with diagnosis of cutaneous metastasis 
were studied: in 65 patients the primary tumor was in breast, 
9 in lung, 3 in kidney, 3 in stomach, 2 in colon, 2 in ovary, 2 in 
bladder, and 1 case in rectum, parotide gland, liver, esophagus, 
and osteosarcoma, respectively.
In the remaining 3 cases, metastasis preceded the primitive 
tumor.
Most aff ected age group ranged from 50 to 70 years. 
Predominant primary tumor appeared in breast (70 percent of 
the cases), followed in frequency by lung cancer (10 percent) 
(Chart 1).
Average lapse between primary tumor and metastasis ranged 
from 2 and 5 years (Chart 2).
Of the cutaneous metastases, 76 percent were in female pa-
tients, and breast cancer was the fi rst cause in women, with 65 
patients (94 percent of the cases). Following in frequency are 
ovary in 2 cases, and lung, rectum, and bladder in 1 case. In ma-
les (24 percent of the cases) most frequent was lung metasta-
sis with 8 cases (37 percent). Following in frequency are kidney 
and stomach with 3 cases each, colon with 2 cases, bladder, pa-
rotid gland, liver, esophagus, and osteosarcoma with one case 
each. Described in detail are age, location, number of lesions 
and clinical variant in the 2 dominant tumors: breast cancer 
and lung cancer.
Th e 65 breast cancer metastasis cases appeared in females, and 
the age of 76 percent of patients ranged from 50 to 80 (Chart 3).

Breast 70%

Lung 10%

Unknown 3%

Stomach 3%

Kidney 3%

Bladder 2%

Ovary 2%

Colon 2%

Osteosarcoma 1%

Esophagus 1%

Liver 1%

Parotid gland 1%

Rectum 1%

Chart 1. Primary tumor. 
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Single presentation form was found in 42 cases, and multiple 
lesions in 25 patients.
Lesions were located in mammay area in 34 cases, chest 18, 
back 10, arm 6, presternal 6, ribs 5, fl ank 5, axilla 5, scalp 3, cla-
vicular area 1, pubis 1, leg 1 and neck, 1 case.
In 56 percent of cases, lesions involved the mammary (34 cases) 
and the chest (18) area. Th e age was divided in decades, with a 
dominance ranging from 50 to 80 years (76 percent) (Chart 3).
Predominant clinical variant was nodular, with 39 cases corres-
ponding to 54 percent of the total. Th e rest of variants are des-
cribed in Chart 4, with predominance of erysipeloid (10 ca-
ses). Variants not described in the literature are: eczematous, 
pagetoid, or granuloma annulare-like.
In some patients two clinical forms appeared simultaneously or 
during the course of the disease. Cases 17 and 18 combined no-
dular and erysipeloid variants, case 55 combined nodular and 
telangiectatic variants, case 28 combined erysipeloid form and 
two years later nodular and telangiectatic forms, case 65 combi-
ned nodular clinic form and herpetiform some years later. Lung 
cancer metastasis amounted to 9, 8 of which were in males.
Th e age of onset was: 41 to 50 years 1 case, 51 to 60 years 3 ca-
ses, 61 to 70 years 4 cases, 71 to 80 years 1 case, maintaining 
dominance in males between 50 and 70 years.
Single clinical forms were seen in 6 cases, and multiple in 3 
cases. Th eir locations were: scalp 4 cases as predominant site, 
back 2, face 2, toe, shoulderblade area, neck and arm 1 case.
Th e nodular form was the most frequent clinical variant (70 
percent of the cases). Other variants were in plaque, alopecic 
and telangiectatic.

0

5

10

15

20

81-9071-8061-7051-6041-50 31-40 

N
um

be
r o

f c
as

es
 

Age

Chart 3. Breast cancer metastasis. Incidence per age. 

Dysmetabolic papule  1%

Pagetoid 1%

Annular 1%

Eczematoid 3%

Sclerodermiform 3%

Alopecic 3%

Herpetiform 3%

Bullous 3%

Telangiectatic 4%

Cuirass 10%

Erysipeloid 14%

Nodular 54%

Chart 4. Breast cancer metastases. Clinical features. 
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Chart 2. Lapse between primary tumor and metastasis. 

TABLE OF VALUES FROM CHART 2.

Up to 1 year 9 cases

Up to 2 years 11 cases

Up to 3 years 23 cases

Up to 4 years 19 cases 

Up to 5 years 28 cases

More than 5 years 7 cases 

Unknown 3 cases 

TABLE OF VALUES FROM CHART 3. 

31 to 40 years 2 cases

41 to 50 years 8 cases

51 to 60 years 15 cases

61 to 70 years 14 cases 

71 to 80 years 20 cases 

81 to 90 years 6 cases

VALUES OF CHART 4. 

Nodular 39 cases

Erysipeloid 10 cases

Cuirass 7 cases

Telangiectatic 3 cases

Bullous 2 cases

Herpetiform 2 cases 

Alopecic 2 cases

Dysmetabolic papule 1 case 

Sclerodermiform 2 cases

Annular 1 case 

Eczematous 2 cases 

Pagetoid 1 case 
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Figure 3. Metastasis located on thumb tip originated from a liver carcinoma.

Follow-up was completed in 88 cases, 75 patients 
evolved to death: 39 patients died in the fi rst year 
(52 percent of the cases) and 16 patients in the se-
cond year (21 percent of the cases).

Discussion

Most frequent was breast cancer metastasis, with 
76 percent of the total of cases and 94 percent 
for females. In males, predominant primary tu-
mor was in lung, with 37 percent of the patients. 
These figures are similar to those found in the 
literature.1,7,10

In contrast, colon cancer metastasis stated as se-
cond in frequency both in females and males was 
displaced by those originated in ovary and stomach, 
respectively.1,10

Time lapsed between primary tumor diagnosis and 
metastasis detection was from 2 to 5 years.
Th e age group wherein most cases were recorded 
was between 50 and 70 years. Data is consistent 
with the literature.1-3,9

All primitive tumors were described by other 
authors, except osteosarcoma.11-16

Multiple metastases are defi ned as lesions found in 
various body sites. Taking into account this concept, 
42 cases were found as single variant and 25 with 
multiple lesions in breast cancer metastasis; 6 pa-
tients with single lesions and 3 with multiple lesions 
in lung cancer metastasis.
Reviewed data indicate higher incidence in multi-
ple lesions, because they do not take into account 
the above described concept, and consider that mul-
tiple metastases occur when there is more than one 
lesion.3,7,17

Most frequent location of breast cancer metastasis 
was on chest and breast, with 56 percent of the total 
cases. Following in frequency are the back and the 
scalp.
Lung cancer metastases were located on scalp in 34 
percent of patients.
Among the rare locations we highlight: one breast 
cancer metastasis located on a leg, one lung can-
cer metastasis located on a toe18,19 (Figure 1), a le-
sion on palm of the hand (Figure 2) with origin in 
a renal carcinoma, and two lesions located on a foot 
sole and thumb tip with origin in a liver carcinoma 
(Figure 3).
Of the clinical variants of breast cancer metasta-
sis we point out the nodular form as the most fre-
quent, followed by the erysipeloid form. The two 
cases with herpetiform clinical features had breast 
cancer as primary tumor and were preceded by an 

Figure 1. Lung cancer metastasis located on a toe. 

Figure 2. Renal carcinoma metastasis in palm of the hand.
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hemorragic and ulcerated type aggressive herpes 
zoster, and then metastatic nodes appeared on it 
in linear distribution.20-23

As rare variants, 2 cases are mentioned with bullous 
clinical presentation 24 (Figure 4). We point out va-
riants not described in the literature: pagetoid or 
bowenoid (Figure 5); eczematous, where lesions 
were seated on the mastectomy scar and extended to 
the breast and arm of the other side; and granuloma 
annular-like, which clinical features were found re-
ported as “annulare centrifugum type”.25

The clinical in cuirass variant, described in pa-
tients with years of survival to the primary tumor, 
generally begins with nodular forms that with 
time converge as a cuirass.26-29

Of the 7 cases with this metastasis variant stands 
out a female patient showing lesions extended on 
all the chest and abdomen (Figure 6).
We do not consider sclerodermiform and in cui-
rass as synonyms.
The alopecic forms were only found on scalp.30,31

Patients with nodular forms evolved to the cuirass 
form.32

The number of clinical variants was greater than 
the 65 cases found, because some patients showed 
2 clinical forms simultaneously or during the di-
sease evolution.
Primary tumors causing metastasis in the umbi-
lical area were stomach, colon and ovary, in data 
consistent with the literature.33-36

Rectum adenocarcinoma metastasis appeared as 
an inflammatory plaque located in abdomen, in 
a similar way to uterus or stomach metastasis.16,37

Noteworthy was the extention of a metastatic le-
sion in a patient with primary bladder tumor of 
erysipeloid type involving abdomen, flank and 
both thighs.38

Parotid gland cutaneous metastasis are rare.39 The 
case shown in the case material appeared as an ex-
tensive infiltrated hemorragic plaque in cuirass 
involving left side of the face, ear, neck and chest, 
whereon multiple nodes developed (Figure 7).
Esophagus carcinoma metastasis involved the 
floor of the mouth; the tumoral mass exten-
ded forward and behind the lower incisives40,41 
(Figure 8).
We reported one case of penis metastasis of an os-
teosarcoma. Lesions of nodular aspect were distri-
buted on the gland (Figure 9). Cutaneous osteo-
sarcoma metastases are exceptional, and no geni-
tal location has been published so far.
In 3 patients, the cutaneous metastasis led to 
diagnosis of unknown primary tumor. Diagnosis 

Figure 4. Bullous clinical appearance of a breast adenocarcinoma metastasis.

Figure 5. Pagetoid or bowenoid variant of a breast adenocarcinoma metastasis.

Figure 6. In cuirass breast carcinoma metastasis.



•  Survival less than 2 years aft er diagnosis of metastasis.

In our case material, we highlight:
•  Rare locations: palm of the hand, fi ngers and toes.
•  One location, not found in the literature, glans metastasis of osteosar-

coma
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of lung cancer was reached through a scalp lesion; 
and in the two other cases, metastases on chest 
and axilla came from a breast cancer.
Different theories have been suggested to explain 
the affinity of metastasis for scalp. Perhaps it oc-
curs because it is a nonmobile, highly irrigated 
area.2,3,7,42-44

Of the 94 cases, 11 were located on scalp, with 
alopecic and nodular clinical forms; 5 cases had a 
lung primary tumor, 3 a breast tumor, 2 a kidney 
tumor, and one case a bladder tumor.
Histological study of the lesions may lead to the 
diagnosis of the primary tumor: the adenocarci-
noma is related to breast, lung, digestive tract and 
ovary neoplasias. In the case of an epidermoid 
carcinoma, it may be in lung, esophagus and oral 
cavity. If it is a undifferentiated or anaplastic tu-
mor, it may be in lung or breast.46,47

Diagnosis presumption is confirmed by immuno-
histochemical techniques45 (Table 1).
Follow-up was completed in 88 cases, 75 patients 
evolved to death: 52 percent of patients died in 
the first year, and 21 percent died in the second 
year. These facts correlated with the data found 
in the literature, since 73 percent of patients 
died in the 2 years subsequent to the metastasis 
diagnosis.3,29,48

Conclusions

Our fi ndings are similar to those found in the reviewed 
literature:
•  Higher incidence of cutaneous metastasis in fe-

males.
•  Predominant primary tumor:

·  Females: breast cancer
·  Males: lung cancer

•  Most aff ected age group: between 50 and 70 
years.

•  Most frequent location: on chest

Figure 7. Parotid gland adenocarcinoma metastasis.

TABLE 1. IMMUNOHISTOCHEMISTRY FOR DETECTION OF UNKNOWN PRIMARY TUMOR.

Vim CK 7 CK 20 CA 15.3 CA 19.9 Renal CA 125 Hep. CEA TTF-1 Alpha fp Thyroglobulin

Breast duct cancer - + - + -/+ - -/+ - + - - -

Colon adenocarcinoma - - + + + - -/+ - + - - -

Pancreas adenocarcinoma - + + + + - -/+ - + - - -

Renal carcinoma + -/+ - + - + - - + - - -

Serous ovary cancer - + - + - - + - - - - -

Mucinous ovary cancer - + + + + - + - + - - -

Liver carcinoma - - - -/+ - - - + - - + -

Thyroid cancer + + - + + - + - -/+ + - +

Lung adenocarcinoma -/+ + - + + - - - + + - -

Vim: vimentin. CK: citokeratin. TTF-1: Thyroid transcription factor. Alpha fp: alpha fetoprotein. Renal: anti-renal cancer cell Ab (clone 66-4C2). Hep: anti-hepatocyte Ab (clone OCH 1E5). 
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Figure 8. Esophagus carcinoma metastasis in fl oor of the mouth.

Figure 9. Osteosarcoma metastasis in penis.

•  Not described clinical variants: granuloma an-
nulare-like, pagetoid and eczematous.

•  Th e importance of a dermatologist in diagnosis 
of unknown primary tumor through cutaneous 
metastasis.

References

1. Viglioglia PA. Metástasis cutáneas de cáncer interno. Piel, 

Edición Argentina 1995; 9:117-126.

2. Lookingbill D, Spangler N, Helm KF. Cutaneous metastasis 

in patients with metastatic carcinoma: a retrospective stu-

dy of 4020 patients. J Am Acad Dermatol 1993; 29:228236.

3. Magnin PH, Garrido E. Metástasis cutáneas en 239 pacien-

tes con cáncer visceral. La Prensa Médica Argentina 1990; 

77:1-15.

4. Román C, Armijo M. El proceso metastático. II: Disemina-

ción tumoral directa, linfática y hemática (1a. parte). Actas 

Dermatosifi liogr 1999; 90:277-290.

5. Román C, Armijo M. El proceso metastático. III: Extravasa-

ción y proliferación en el órgano diana. Acta Dermatosifi -

liogr 1999; 90:343-357.

6. Sehtman A, Pagano P, Abruzzese M. Dermatol Argent 1996; 

2:105-118.

7. Brownstein MH, Helwig EB. Metastatic tumor of the skin. 

Cancer 1972; 29:1298-1307.

8. Beerman H. Some aspects of cutaneous malignancy. Arch 

Dermatol 1969; 99:617.

9. Jaimovich L. Metastasis cutáneas. Arch Argent Dermatol 

1982; 32:199-209.

10. Dancziger E, Alvarez EE, Enrique María SH. Dermatol Argent 

1998; 4:154-159.

11. Delpero G, Obeid Pedemonte R, Depetris S, Aybar I, et al. 

Metástasis cutánea de carcinoma de testículo. A propósito 

de un caso. Arch Argent Dermatol 2005; 96:203-206.

12. Carbia S, Malah V, Wappner D, Carbia C, et al. Metástasis cu-

tánea sobre cicatriz por carcinoma de esófago en acondro-

plásica. Comunicación de un caso diagnosticado por pun-

ción aspiración con aguja fi na. Arch Argent Dermatol 2003; 

53:119-122.

13. Saraceno EF, Bacci V, Simionato C, Sáchez GF, et al. Metás-

tasis cutánea de carcinoma anaplásico de tiroides. Dos ob-

servaciones. Arch Argent Dermatl 2003; 53:159-164.

14. Coman I, Criayan N, Petrut B, Bungafredean C, et al. Hepa-

tic and skin metastases after laparoscopic radical prosta-

tectomy for prostate cancer. J Gastrointestin Liver Dis 2007; 

16:333-335.

15. Takemura N, Fujii N, Tanaka T. Cutaneous metastasis as the 

fi rst clinical manifestation of pancreatic adenocarcinoma: 

a case treated with gemcitabine. J Dermatol 2007; 4:662-

664.

16. Yang HI, Lee MC, Kuo TT, Ozdemir S. Cellulitis-like cutaneous 

metastasis of uterine cervical carcinoma. J Am Acad Der-

matol 2007; 56:26-28.

17. Gómez Orbaneja J, Ledo A, De Castro A. Carcinomas 

metastáticos de la piel. Rev Argent Dermatol 1965; 

139:76.

18. García Arpa M, Rodríguez Vázquez M, Sánchez Caminero P, 

Delgado M, et al. Metastasis digital acral. Actas Dermatosi-

fi liogr 2006; 97:334-336.



Cutaneous metastasis of internal carcinomas, our experience in 94 cases | 51

19. Comolli RR, Palacios AM, Valenti F, Giler C, et al Acrometástasis en tejidos 

blandos de mano. Una forma de manifestación infrecuente del cáncer de 

pulmón. Revisión de la literatura. Rev Argent Dermatol 2005; 86:7689.

20. Rasi A, Tajziehchi L, Shaianfar N. Metastatic carcinoma of the ovary pre-

senting as zosteriform lesions. Arch Iran Med 2007; 10:250-252.

21. Somani BK, Prita D, Grant S, Nabi G, et al. Herpetiform cutaneous metas-

tases from transitional cell carcinoma of the urinary bladder: inmuno-

histochemical analysis. J Clin Pathol 2006; 59:1331-1333.

22. Kikuchi Y, Matsuyama A, Nomura K. Zosteriform metastatic skin cancer: 

report of three cases and review of the literature. Dermatology 2001; 

202:336-338.

23. Torne J, Bonaut B, Sanz C, Martínez C, et al. Metástasis cutánea de ade-

nocarcinoma de recto con distribución herpetiforme. Actas Dermatosi-

fi liogr 2006; 97:206-207.

24. Yoon TY, Yun JH, Lee JY, Kim MK. Hemorrhagic bullae as cutaneous metas-

tasis from primary uterine leiomyosarcoma: J Dermatol 2008; 35:183185.

25. Lee HJ, Chang SE, Lee MW, Choi JH, et al. Metastatic gastric carcinoma 

presenting as an erytema anulare centrifugum-like lesion. J Dermatol 

2008; 35:186-187.

26. Moya J, Lado Jurjo ML, Spelta MG, Fontana MI, et al. Metástasis cutánea 

en coraza de carcinoma mamario. Dermatol Argent 2006; 12:340-341.

27. Maldonado SM, Papa MB, Chappuis JM, Consigli JE. Metástasis cutáneas. 

Dermatol Argent 1999; 5:409-416.

28. Cabrera HN, Della Giovanna P, Rusiñol S. Metástasis cutaneomucosas. Es-

tudio de 27 patients. Arch Argent Dermatol 1997; 47:1-8.

29. Gatti CF, Azcune R, Wilson E, Orbuch S, et al. Metástasis cutánea de car-

cinoma mamario estudio de 17 casos. Arch Argent Dermatol 1985; 

35:243268.

30. Borroni MC, Della Giovanna P, García SM, Cabrera HN. Metástasis palpe-

brales. Med Cut ILA 1998; 26:216-219.

31. Marini MA, Wolansky D, Pacheco ES. Carcinoma metastásico de mama 

en párpado. Factor de error diagnóstico. Rev Argent Dermatol 1990; 

71:8691.

32. Ruiz Beguerie J, Stringa O, Anaya J, Valdez RP. Asociación de dos varian-

tes de metástasis cutánea de carcinoma de mama. Comunicación de un 

caso. Dermatol Argent. 2005; 11:42-47.

33. Garrido MG, Dalla Costa M, Pfeff er CA, Leroux MB, et al. Metástasis cu-

tánea umbilical. A propósito de un caso. Arch Argent Dermatol 2004; 

54;211215.

34. Pranjali K, Prabhash K, Karanth VN, Kane S, et al. Umbilical metastasis: an 

unusual presentation of pancreatic adenocarcinoma. Indian J Dermatol 

Venereol Leprol 2007; 73:199-200.

35. Stanco C, Grandinetti L, Baldassano M, Mahmoodi M, et al. Epider-

motropic metastatic prostate carcinoma presenting as an umbili-

cal nodule-Sister Mary Joseph nodule. Am J Dermatopathol 2007; 

29:290-292.

36. Azcune R, Wilson E, Gatti CF, Porta J. Metástasis umbilical de carcinoma 

de cavum (nasofaringe). Arch Argent Dermatol 1986; 36:101-106.

37. Koo DH, Chang HM, Jung JY, Song JH, et al. Cutaneous metastasis resem-

bling acute dermatitis in patient with advanced gastric cancer. Clin Exp 

Dermatol 2007; 32:284-286.

38. Zangrilli A, Saraceno R, Sarmati L, Orlkandi A, et al. Erysipeloid cutaneous 

metastasis from bladder carcinoma. Eur J Dermatol 2007; 17:534-536.

39. Pérez DE, Magrin J, de Almeida OP, Kowalski LP. Multiple cutaneous me-

tastases from a parotid adenoid cystic carcinoma. Pathol Oncol Res 2007; 

13:167-169.

40. Nebesio CL, Goulet RJ, Helft PR, Billings SD. Metastatic esophageal car-

cinoma masquerading as infl ammatory breast carcinoma. Int J Derma-

tol 2007; 46:303-305.

41. Bhatia K, Vaid AK, Rawal S, Patole KD. Pure choriocarcinoma of testis with 

rare gingival and skin metastases. Singapure Med J 2007; 48:77-80.

42. Chung JJ, Namiki T, Johnson DW. Cervical cancer metastasis to the scalp 

presenting as alopecia neoplásica. Int J Dermatol 2007; 46:188-189.

43. Lin WL, Lin WC, Jung SM, Yang CH, et al. Breast cancer metastasized to 

the scalp mimicking alopecia areata: alopecia neoplasica. Breast J 2007; 

13:94-95.

44. Jouary T, Delaunay M, Taieb A. Hematoma-like metastases. J Am Acad 

Dermatol 2006; 55:1106-1107.

45. Zeitlin E, Kordich M del C. Propuesta para el abordaje del cáncer de pri-

mario desconocido. HD 2006; 4:117-122.

46. Schwartz R. Histopathologic aspects of cutaneous metastatic disease. J 

Am Acad Dermatol 1995; 33:649-657.

47. Sariya D, Ruth K, Addams- McDonnell R, Cusack C, et al. Clinicopatholo-

gic correlation of cutaneous metastases: experience from a cancer cen-

ter. Arch Dermatol 2007; 143:613-620.

48. Aparicio S, Moreno M, Diez E, Romero N, et al. Metástasis cutáneas de 

carcinomas internos. Revisión de nuestros casos de 1993-1999. Actas 

Dermatosifi liogr 2000; 91:327-331.




