
Introduction

Endometrial cancer is the most frequently diagnosed gy-

naecological malignancy of the female reproductive sys-

tem [1]. The majority of women with endometrial

carcinoma are diagnosed with early stage disease (70%)

and only 8% present distant metastases in lung, liver or

bone [2]. Cutaneous metastases may occur as the initial

manifestation of internal malignancy or late in the course of

the disease [3]. Indeed, endometrial carcinoma rarely

metastasizes to the skin, with a reported prevalence of 0.8%

[3] and only 34 cases reported in literature. In this report,

the authors present a case of a 58-year-old woman with un-

usual localization of skin metastases from endometrioid

carcinoma of the uterus. In particular they would describe

the clinical, dermatoscopic, and pathological features of cu-

taneous metastases and their management. A review of the

literature on this topic is also discussed.

Case Report

A 58-year-old woman, in menopause status since seven years,

was admitted to the present hospital, complaining of vaginal

bleeding. An operative hysteroscopy with biopsy was performed,

which revealed a moderately differentiated endometrioid adeno-

carcinoma of the uterus. MRI and CT scan confirmed no evidence

of extra-uterine spread. Total abdominal hysterectomy with bilat-

eral salpingo-oophorectomy, and pelvic lymphadenectomy with

peritoneal washing were performed in November 2012. Patho-

logical examination revealed moderately differentiated endome-

trial adenocarcinoma, endometrioid type, with two-thirds of

myometrial and endocervical stromal invasion. Adnexa, peritoneal

washing, and lymph nodes were negative (FIGO Stage II). The

patient underwent adjuvant brachytherapy. She was followed up

by gynaecological exam every three months and with PET/TC

every six months. The follow up was negative until November

2014, when a total body PET-TC showed multiple nodal metas-

tasis (mediastinum, left and right axilla, subcarinal region, celiac-

pancreatic region), bone relapses (dorsal and lumbar vertebrae,

sternum, and right iliac crest). A palliative chemotherapy with car-

boplatin (AUC5) p1 q 21 plus paclitaxel 60 p1, 7, 14 q21 and bis-

phosphonate (zoledronic acid) was started. After three cycles of

chemotherapy, the imaging revealed a stable disease. However at

the clinical examination, the authors noted the presence of burn-

ing, painful, and bloody multiple (>10) nodules measuring from

< one to two cm on the anterior and left thoracic region. The nod-

ules did not cross the median line. Every lesion was firm, reddish

and strained, well-circumscribed, and fixed to surrounding soft

tissue on erythematous background. A consult to dermatologists of

the present hospital was required. They executed dermoscopy on

lesions, revealing yellowish-white hue structureless areas, sur-

rounded by arborizing and “wreath-like” vessels, and any follic-
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Summary

Background: Cutaneous relapse from endometrial cancer is a rare event, and often is part of a plurimetastatic disease with poor progno-

sis. Besides palliative chemotherapy, no consensus is present in literature about the specific treatment of skin metastases, in particular in

order to improve symptoms. Objectives: In this paper the authors present a case of multi-metastatic endometrial cancer patient with also

cutaneous metastasis, treated with palliative systemic therapy and electrochemotherapy. In particular the authors will describe the clinical,

dermatoscopic, and pathological features of cutaneous metastases and their management. A literature review on cutaneous metastasis from

endometrial cancer is also presented. Materials and Methods: A PubMed research was made using the terms “endometrial carcinoma”,

“skin”, “cutaneous”, “metastasis”, and “spread”. Discussion: The present case of unusual localization of skin metastases from endometrial

cancer is the second described in the literature. The other known cases of cutaneous metastasis from endometrial cancer are summarized

and reviewed. Electrochemotherapy can be proposed as an effective and safe loco-regional therapy for skin metastases, especially in case

of multiple lesions. To the present authors’ knowledge this is the first case of cutaneous metastases from endometrial cancer treated with

electrochemotherapy.
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Figure 1. — Dermoscopy

on lesions shows unspecific

pattern, with yellowish-

white hue structureless

areas (black arrows), sur-

rounded by arborizing and

“wreath-like” vessels (white

arrows) and follicular open-

ings (asterisks).

Figure 2. — A) Skin meta-

stasis at first dermatologi-

cal evaluation. B) After

one month the number of

lesions is increased. C)

After about three months,

cutaneous metastasis ap-

pear enlarged, ulcerated,

and bleeding before the

electrochemotherapy ses-

sion. D) After about four

months post-electro-

chemotherapy, hyperpig-

mented scarring, but also

new lesions in untreated

areas are observed.
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ular openings (Figure 1). Punch biopsy of a nodule showed the

presence of poorly-differentiated endometrioid adenocarcinoma

in the skin, confirming the framework of thoracic cutaneous

metastases. The patient was treated with electrochemotherapy, a

technique for local control of cutaneous and subcutaneous metas-

tases, in the attempt to stop bleeding, pain, and ulceration. Ac-

cording to the Standard Operating Procedures of Electro-

chemotherapy (ESOPE) guidelines [4], the present authors used

bleomycin at dose of 15 mg/m

2

and a needle electrode–hexagonal

array (length, 20 mm). An electric pulse generator  and electrode

were provided. Initially, erythema, slight edema, and then necro-

sis were observed at the treatment site accompanied by mild pain.

After the authors obtained a partial recovery, with hyperpigmen-

tation of the treated areas and the interruption of bleeding for each

lesion (Figure 2). The patient was subjected to further systemic

palliative chemotherapy but she died of disease in December

2015.

Discussion

Cutaneous metastases from a known primary malig-

nancy ranges from 0.6% to 9%, usually appearing at two

to three years after the initial diagnosis [5]. Clinically, skin

metastases can take any form of lesions including nodules,

papules, ulcers, and plaques, but the most common pres-

entation is the nodule [5]. Few data exist on the dermo-

scopic features of cutaneous metastases, but the most

common dermoscopic finding of non-pigmented lesions

overall is a vascular pattern (linear irregular vessels, ar-

borizing vessels, dotted, and comma-shaped vessels).

Sometimes they can show a structureless or homogeneous

pink appearance, without discrete vessels noted on der-

moscopic evaluation [6]. Usually four histopathological

forms involving the dermis; namely, nodular, infiltrative,

diffuse, and intravascular [5-7]. However, clinical features

of cutaneous metastases rarely provide information re-

garding the primary tumor, although the location of the

tumor may be helpful because cutaneous metastases typi-

cally manifest in the same geographic region as the initial

cancer. The most common cancers that present with skin

metastases include breast (69%) followed by colorectal

carcinoma (9%), lung carcinoma and melanoma (5%), and

ovarian cancer (4%) [8]. Endometrial cancer rarely metas-

tasizes to the skin with a reported prevalence of 0.8% [9].

Endometrial cancer usually relapses in the vaginal cuff,

pelvic and para-aortic lymph nodes, peritoneum, lung,

liver, and rarely in other sites such as muscle (2%) and

spleen (1%) [10]. Several metastases routes are possible,

depending on the histological type and local invasion. The

patterns of spread include direct extension, lymphatic and

haematogenous dissemination, and retrograde passage of

neoplastic cells through the fallopian tubes [11, 12]. En-

dometrial skin metastases have been reported commonly at

the site of initial surgery (laparotomy or laparoscopy) [13].

The mechanism is usually explained by hematogenous dis-

semination to the site of the recent trauma, seeding of neo-

plastic cells after direct contact between the tumour and

the wound, surgical technique, and local immune response.

A systematic literature research using the terms “endome-

trial carcinoma”, “skin”, “cutaneous”, “metastasis”, and

“spread” identified only 34 cases of cutaneous metastasis

from endometrial cancer [3,13-41] (Table 1). The total

number of the found articles was 29 with 34 cases de-

scribed. In total 56% (19/34) cases were endometrial ade-

nocarcinoma, 6% (2/34) adenoepidermoid, 6% (2/34)

papillary serous carcinoma, one case mixed mesodermal,

one case carcinosarcoma, and nine cases were not speci-

fied. The mean age at diagnosis was 60. There were 17

women in Stage 1, three cases in Stage II, ten patients in

advanced disease, and in three cases it was not reported.

The most frequent sites of cutaneous metastases involved

the scalp (5/34), the abdominal wall (6/34), the umbilical

region (3/34), lower leg (2/34), while in other areas is less

frequent. Only two articles reported the involvement of

thorax and chest [15, 19]. The diameter of lesions ranges

from 0.1 cm to 10 cm. The time interval between the pri-

mary diagnosis and the onset of skin metastases was a few

weeks to about 35 months. There is no standard treatment

for cutaneous metastases of endometrial cancer and it can

be a challenging situation for the physician. Some authors

include combined treatment with surgery, chemotherapy,

radiotherapy, and hormone therapy. In patients with good

clinical status, a combination of surgery and adjuvant ther-

apy can improve survival, but in some cases only palliative

care is feasible. Usually, cutaneous metastases are part of

widespread disease, and despite the comprehensive treat-

ments, the prognosis is poor. Mean life expectancy re-

ported is between four to 12 months [38, 41]. Among

factors influencing survivals, the interval time between di-

agnosis of endometrial cancer and the presence of skin

metastases is important, but the percentage of survival is

related mainly to the presence of multiple non-cutaneous

metastases. Patients with only single skin metastasis, have

a better survival rate compared to patients with multiple

metastases (62% vs. 5%). 

The present paper describes the case of a multi metasta-

tic endometrial cancer patient, which also presents cuta-

neous metastases localized to left hemithorax without

crossing the midline. Only another case has been described

in the literature where skin metastases occurred 27 months

after the primary surgery. The present patient was treated

with palliative systemic therapy for the multiple visceral and

bone metastases. Electrochemotherapy, a complementary

therapeutic weapon for controlling cutaneous and subcuta-

neous metastasis, was successfully performed to reduce pain

and bleeding. The presence of cutaneous and subcutaneous

metastases had worsened patient’s quality of life, which

complained about pain, ulceration, and bleeding. Their man-

agement is a challenge and depends on the number and size

of the lesions, their anatomic location, and on the presence

or absence of visceral metastases. In these patients the use

of a multimodal treatment concept is advisable and along
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Table 1. — Clinical pathological characteristics of patients with endometrial cancer and skin metastases.
Authors Age

Primary 
treatment

FIGO
Stage

Histology G
N° of

skin mts
Site 

Other sites of 
metastases

Treatment skin 
metastases

Status (Survival
in months)

Stonard et w

al
73 Surgery, RT IC

Endometrioid 

adenocarcinoma
- 1 Lower leg - - -

Ma et al 60
Surgery +CT 

+ RT
III C

Endometriod 

adenocarcinoma
- 1 Lower leg Vaginal CT + surgery DOD (11 mo)

Damewood et 

al 1
57 Surgery+ RT IB

Adenoepidermoid 

cancer
- 1 Left posterior calf Lung Excisional -

Giardina et al 55
Surgery+ 

RT+CT
II C Adenocarcinoma G2 1

Subungual skin

of the toe

Lung, left 

acetabular,
Amputation DOD (few days)

Atallah et al 62 Surgery+ RT I B
Endometrioid 

adenocarcinoma
G2

Diffuse 

disease
Vulvar

Pelvic tumor 

mass invading the 

bladder and rectum

Chemotherapy,

uterine artery 

embolization

DOD (2 mo)

Chambo Filho 

et al
65 Palliative RT IV

Endometrioid 

adenocarcinoma
G2 1 Clitoris nodule Lung Palliative care DOD (6 mo)

Werchau et al 68 - IB Adenocarcinoma - 3
Left breast lateral 

thorax  left back
- Palliative care DOD

Ozsaran et al 60 Surgery+RT - Adenocarcinoma G2 1 Umbilical region
Subcutaneous mass

of abdominal wall
CT DOD (12 mo)

Sengupta et al 62 Surgery  + RT IC Adenocarcinoma - 1 Umbilical region no Surgery + RT ED after 14 mo

Luz et al 60 Surgery IB adenocarcinoma G3 1 Umbilical region no Surgery + CT Alive

Damewood et 

al 3
69 Surgery + RT II Adenocarcinoma - Multiple

Lower Anterior 

abdominal wall
Lung - -

Gucer et al 62 Surgery IB
Endometrioid 

adenocarcinoma
G2 1 Abdominal scar Small bowel Surgery + CT DOD (24 mo)

Espinos et al 77 Surgery + RT IC Adenocarcinoma G3 1
Lower third of 

laparotomy scar

Retroperitoneal 

mass

 RT and 

Progesterone
DOD (4 mo)

Damewood et 

al 5
68 Surgery+ RT IB Adenocarcinoma - Multiple

Axilla, shoulder, 

chest, breast , 

abdominal wall, 

anterior thigh , 

inguinal areas

Lung No treatment DOD

Mustafa et al 45 Surgery IA

endometrial 

adenocarcinoma 

with areas of 

adenoacanthoma

G2 1
Scalp and Cranial 

Bone
Lung, pelvic mass

Progesterone and 

surgery
DOD

Debois et al 50 I Adenocarcinoma Scalp Trunk No DOD

Debois et al 56 IC Adenocarcinoma G3 Scalp Knee Radiation DOD

Damewood et 

al 4
58 Surgery + RT -

Mixed mesodermal 

tumor
Multiple Scalp - CT ED

Kushner et al 56 Surgery + RT IC
Endometrioid 

adenocarcinoma
G1 1

Scalp

Cistic lesion

Lesion of the right 

ninth rib, pleura
Excision + CT DOD (3 mo)

Damewood et al 53 Surgery IB
Adenoepidermoid

cancer
2 Head

Sacrum and left 

clavicule
No treatment DOD

Sezen et al 67 Surgery,+ RT III
Endometrioid 

adenocarcinoma
G2 1 Nose Lung, liver RT + CT ED

Champman et al 73 RT+ surgery - - - - - Vagina CT+Progesterone -

Curtis et al 50 Surgery + CT IIIA - G1 - - lung Surgery DOD (4 mo)

Kotwall et al 65 Surgery IIIA - G2 - - - - -

Khalil 58 Surgery + RT IC - G2 - - -
Surgery and 

Progesterone
DOD (48 mo)

 Macias et al 56 Surgery IIIA - G2 - - - Surgery + CT DOD (7 mo)

Joshi et al 45
Surgery +CT 

+ RT
II - G1 - - - CT + RT -

Spencer et al 73 Surgery + RT I - G3 -
Lower half 

abdomen
Vagina Progesterone -

Mandrekas et al 58 Surgery + RT IIIC - G2 - Right bid toe Lung - DOD (6 mo)

Baydar et al 58 Surgery + RT IB - G2 - Initial surgery site Vagina CT DOD (2mo)

Kim et al 54 Surgery + CT IIIB
Papillary serous 

carcinoma
G3 Multiple

Pubic wall and 

vulva

Peritoneal 

carcinomatosis, 

tibial bone

CT DOD (5 mo)

Elit et al 65 Surgery + RT III
Papillary serous 

carcinoma
- Multiple

Lower abdominal 

wall

Peritoneal 

carcinomatosis
CT + RT DOD (17 mo)

Clairwood et al 57
Surgery + CT 

+ RT
III Carcinosarcoma . Multiple Face and trunk

Lung, liver and 

spleen, then brain
RT DOD (3 mo)

Augustin et al 78
Surgery + CT 

+ RT
IIIC Adenocarcinoma - Multiple

Anterior 

abdominal wall
Bowel . -

Abbreviations: G: Tumor Grading; CT: Chemotherapy; RT: Radiotherapy; DOD: Dead Of Disease; ED: Evidence of Disease.
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with systemic therapy, which should also have a loco-re-

gional effect, other local treatment options may be consid-

ered [6, 7, 9, 10]. In patients with good clinical status, a

combination of surgery and adjuvant therapy can improve

survival, but in some cases only palliative care is feasible

[10]. When surgery cannot be performed with the prospect

of a reasonable functional outcome, other options must be

considered. 

Conclusion

In conclusion electrochemotherapy can be proposed as

an effective and safe loco-regional therapy for skin metas-

tases as alternative treatment modality to conventional ther-

apies, especially in case of multiple lesions [42]. It has been

proven to ameliorate the symptoms of loco-regional relapse

and to improve patients’ quality of life. To the present au-

thors’ knowledge, this is the first case of cutaneous metas-

tases from endometrial cancer treated with electro-

chemotherapy.

References

[1] Cancer Research UK: “Uterine Cancer Statistics 2015”. Available

at: http://www.cancerresearchuk.org/health-professional/cancer-

statistics/statistics-by-cancer-type/uterine-cancer/incidence

[2] Hussein M.R.: “Skin metastasis: a pathologist’s perspective”. J.
Cutan. Pathol., 2010, 37, 1. 

[3] Stonard C.M., Manek S.: “Cutaneous metastasis from an endometrial

carcinoma: a case history and review of the literature”. Histopathol-
ogy, 2003, 43, 2.

[4] Mir L.M., Gehl J., Sersa G., Collins C.G., Garbay J.R., Billiard V., et
al.: “Standard operating procedures of the electrochemotherapy: in-

structions for use of bleomycin or cisplatin administered either sys-

temically or locally and electric pulse delivered by the Cliniporator by

means of invasive and non-invasive electrodes”. EJC Suppl., 2006, 4,

14.

[5] Wong C.Y., Helm M.A., Kalb R.E., Helm T.N., Zeitouni N.C.: “The

presentation, pathology, and current management strategies of cuta-

neous metastasis”. N. Am. J. Med. Sci., 2013, 5, 499.

[6] Chernoff K.A., Marghoob A.A., Lacouture M.E., Deng L., Busam

K.J., Myskowski P.L.: “Dermoscopic findings in cutaneous metas-

tases”. JAMA Dermatol., 2014, 150, 429.

[7] Fernandez-Flores A.: “Cutaneous metastases: a study of 78 biopsies

from 69 patients”. Am. J. Dermatopathol., 2010, 32, 222.

[8] Hussein M.R.: “Skin metastasis: a pathologist’s perspective”. J.
Cutan. Pathol., 2010, 37, 1.

[9] Lerner L.B., Andrews S.J., Gonzalez J.L., Heaney J.A., Currie J.L.:

“Vulvar metastases secondary to transitional cell carcinoma of the

bladder: a case report”. J. Reprod. Med., 1999, 44, 729. 

[10] Kurra V., Krajewski K.M., Jagannathan J., Giardino A., Berlin S.,

Ramaiya N.: “Typical and atypical metastatic sites of recurrent en-

dometrial carcinoma”. Cancer Imaging, 2013, 13, 113.  

[11] Hacker N., Friedlander M.: “Uterine cancer”. In: Berek and Hacker’s
Gynecology Oncology. Philadelphia, PA: Lippincott Williams &

Wilkins, 2010, 397.

[12] Benedetti Panici P., Basile S., Salerno M.G., Di Donato V., Marche-

tti C., Perniola G., et al.: “Secondary analyses from a randomized

clinical trial: age as the key prognostic factor in endometrial carci-

noma”. Am. J. Obstet. Gynecol., 2014, 210, 363.e1

[13] Baydar M., Dikilitas M., Sevinc A., Senel S., Senel F., Aydogdu I.:

“Cutaneous metastasis of endometrial carcinoma with hemorrhagic

nodules and papules”. Eur. J. Gynaecol. Oncol., 2005, 26, 464.

[14] Ma X.G., Wang Y.M., Sheng H.N., Qi Z., Tian W.Y., Liu G.Y., Xue

F.X.: “Endometrial cancer metastasize to the skin of lower leg and

vagina: case report and literature review”. Eur. J. Gynaecol. Oncol.,
2013, 34, 350.

[15] Damewood M.D., Rosenshein N.B., Grumbine F.C., Parmley T.H.:

“Cutaneous metastasis of endometrial carcinoma”. Cancer, 1980,

46, 1471. 

[16] Giardina V.N., Morton B.F., Potter G.K., Mesa-Tejada R., Waterfield

W.C.: “Metastatic endometrial adenocarcinoma to the skin of a toe”.

Am. J. Dermatopathol., 1996, 18, 94.

[17] Atallah D., el Kassis N., Lutfallah F., Safi J., Salameh C., Nadiri

S., Bejjani L.: “Cutaneous metastasis in endometrial cancer: once

in a blue moon – case report”. World J. Surg. Oncol., 2014, 12,

86. 

[18] Filho A.C., Garbeloto E., Santiago K.C., da Motta L.L.: “En-

dometrial carcinoma metastatic to the clitoris: A case report”. Gy-
necol. Oncol. Case Rep., 2014, 8, 1.

[19] Werchau S., Hartschuh W., Hartmann M.: “Zosteriform metasta-

sis of endometrial cancer”. Eur. J. Dermatol., 2009, 19, 401.

[20] Ozsaran A.A., Dikmen Y., Kazandi M., Terek M.C., Kazandi

A.C., Erhan Y.: “Abdominal skin metastasis of endometrial ade-

nocarcinoma: case report”. Eur. J. Gynaecol. Oncol., 2002, 23,

264.

[21] Sengupta S., Church E., Chia K.V.: “Sister Mary Joseph’s nod-

ule: Recurrent endometrial adenocarcinoma presenting as an um-

bilical metastasis”. J. Obstet. Gynaecol., 2009, 29, 170.

[22] Luz R., Leal R., Simões J., Gonçalves M., Matos I.: “Isolated

abdominal wall metastasis of endometrial carcinoma”. Case Rep.

Obstet. Gynecol., 2014, 2014, 505403.

[23] Gucer F., Oz-Puyan F., Yilmaz O., Mulayim N., Balkanli-Kaplan

P., Yuce M.A.: “Endometrial carcinoma with laparotomy wound

recurrence: complete remission following surgery and chemother-

apy consisting of paclitaxel and carboplatin”. Int. J. Gynecol.
Cancer, 2005, 15, 1195.

[24] Espinos J.J., Garcia-Patos V., Guiu X.M., Delgado E.: “Early skin

metastasis of endometrial adenocarcinoma: case report and re-

view of the literature”. Cutis, 1993, 52, 109.

[25] Mustafa M.S., Al-Nuaim L., Inayat-Ur-Rahman N.: “Scalp and

cranial bone metastasis of endometrial carcinoma: a case report

and literature review”. Gynecol. Oncol., 2011, 81, 105.

[26] Debois J.M.: “Endometrial adenocarcinoma metastatic to the

scalp. Report of two cases”. Arch. Dermatol., 1982, 118, 42.

[27] Kushner D.M., Lurain J.R., Fu T.S., Fishman D.A.: “Endometrial

adenocarcinoma metastatic to the scalp: case report and literature

review”. Gynecol. Oncol., 1997, 65, 530.

[28] Sezen O.S., Eraslan G., Coskuner T., Yavuzer D., Bilici A., Bilge

S., et al.: “Endometrial adenocarcinoma metastasis to nasal skin”.

J. Otolaryngol. Head Neck Surg., 2010, 39, E8.

[29] Chapman G.W., Fabacher P., Thompson H.: “Incisional recur-

rence of endometrial adenocarcinoma”. J. Natl. Med. Assoc.,
1988, 80, 350.

[30] Curtis MG., Hopkins MP., Cross B., Tantri MD., Jenison EL.,

Rehmus E.: “Wound seeding associated with endometrial can-

cer”. Gynecol. Oncol., 1994, 52, 413.

[31] Kotwall C.A., Kirkbride P., Zerafa AE., Murray D.: “Endometrial

cancer and abdominal wound recurrence”. Gynecol. Oncol., 1994,

53, 357.

[32] Khalil A.M., Chammas M.F., Kaspar H.J., Shamseddine A.L.,

Seoud M.A.: “Case report: endometrial cancer implanting in the

laparotomy scar”. Eur J Gynaecol Oncol. 1998;19(4):408-9.

[33] Macias V., Baiotto B., Pardo J., Munoz F., Gabriele P.: “Laparo-

tomy wound recurrence of endometrial carcinoma”. Gynecol.
Oncol., 2003, 91, 429.

[34] Joshi S.C., Sharma D.N., Khurana N., Mohanta P.K., Bahadur

A.K.: “Endometrial carcinoma with recurrence in the incisional

scar: a case report”. Int. J. Gynecol. Cancer, 2003, 13, 901.

[35] Spencer D.M., Bigler L.R., Wilkin J.K., Gams R.A.: “Uterine

adenocarcinoma metastatic to the skin responsive to megestrol

804



M.C. Schiavi, C. Di Tucci, R. Rotunno, I. Palaia, V. Di Donato, C. Marchetti, V. Colagiovanni, L. Salerno, P. Curatolo, L. Muzii, M. Monti, P. Benedetti Panici

acetate”. J. Dermatol. Surg. Oncol., 1994, 20, 544.

[36] Mandrekas DP., Dimopoulos AM., Moulopoulou D., Pa-

pamichalis G., Gougoulakis AG.: “Distant cutaneous metastasis

from carcinoma of the uterus. A case report”. Eur. J. Gynaecol.
Oncol., 1999, 20, 212.

[37] Kim E.S., Lee D.P., Lee M.W., Choi J.H., Moon K.C., Koh J.K.:

“Cutaneous metastasis of uterine papillary serous carcinoma”.

Am. J. Dermatopathol., 2005, 27, 436.

[38] Elit L., Lukka H., Friedman E.: “Cutaneous metastasis of papillary

serous uterine cancer”. Gynecol. Oncol., 2001, 82, 208.

[39] Clairwood M., Yasuda M., Belazarian L., Deng A.: “Unusual cuta-

neous metastasis of uterine carcinosarcoma: a case report and review

of the literature”. Am. J. Dermatopathol., 2015, 38, 366.

[40] Augustin G., Kekez T., Bogdanic B.: “Abdominal papular zosteri-

form cutaneous metastases from endometrial adenocarcinoma”. Int.
J. Gynaecol. Obstet., 2010, 110, 74.

[41] Yilmaz Z., Bese T., Demirkiran F., Ilvan S., Sanioglu C., Arvas M.,

Kosebay D.: “Skin metastasis in ovarian carcinoma”. Int. J. Gynecol.

Cancer, 2006, 16, 414.

[42] Solari N., Spagnolo F., Ponte E., Quaglia A., Lillini R., Battista M.,

et al.: “Electrochemotherapy for the management of cutaneous and

subcutaneous metastasis: a series of 39 patients treated with pallia-

tive intent”. J. Surg. Oncol., 2014, 109, 270.

Corresponding Author:

M.C. SCHIAVI, M.D.

Department of Obstetrics,

Gynecological and Urological Sciences

University of Rome “Sapienza”

Umberto I Hospital

Viale del Policlinico 155

00161 Rome (Italy)

e-mail: michelecarlo.schiavi@gmail.com

805


