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Cutaneous Metastasis of Endometrial Carcinoma:
A Case Report and Literature Review
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Abstract

Cutaneous metastases from endometrial adenocarcinoma are rare
with poor prognosis. Despite large autopsy studies quoting a fre-
quency of cutaneous metastases from endometrial adenocarcinoma
of under 1 %. The most common presentation of cutaneous metas-
tases is rapidly developing nodules or tumors. The diagnosis of cu-
taneous metastatic carcinoma hinges on histopathologic evaluation
of the involved skin lesion. We report a case of cutaneous metasta-
sis of endometrial adenocarcinoma with fatal evolution.
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Introduction

In clinical practice, cutaneous metastases from cancer are
uncommon, but when present may herald the diagnosis of
internal malignancy. Rasbach et al. [1] and Damewood et
al. [2] reviewed postmortem examinations of 2279 autopsy
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studies of patients who died from internal neoplasm; only 58
cases of skin metastasis (2.5%) were identified. The majority
of these lesions were located on the trunk and extremities.
Breast (69%), colon (9%), melanoma (5%), and ovary can-
cer (4%) were identified as the primary tumors that typically
metastasize to the skin. Despite the high incidence of uterine
adenocarcinoma, cutaneous metastases are uncommon and
only few cases have been reported in the literature. Only 1
case of skin metastasis was observed in 86 cases of endome-
trial cancer (1.1%) [3]. We report a case of endometrial ad-
enocarcinoma with initial limited disease, presumed to have
been completely resected after staging and grading, which
recurred as a cutaneous metastasis associated with lung me-
tastasis.

Case Report

A 72-year-old woman, postmenopausal for 24 years, was
followed regularly for hypertension and a history of retinal
melanoma treated 3 years ago by accelerated proton beam.
She was diagnosed with FIGO Stage IC, Grade 1 adenocarci-
noma of the endometrium-endometrioid type and underwent
a total abdominal hysterectomy, bilateral salpingo-oophorec-
tomy, and pelvic and paraaortic lymph node sampling. She
did not need adjuvant therapy and was deemed disease free
after her intervention. Six months after her initial therapy she
presented in the emergency room with stade IV dyspnea and
the appearance of multiple subcutaneous nodules located on
her trunk, extremities and scalp.

The clinical examination was remarkable for a patient
with reduced performance status (WHO 3), a right effusion
syndrome and the presence of multiple painful subcutaneous
nodules, of hard consistency, affecting mainly the trunk, with
one lesion on the scalp. The patient underwent an extensive
metastatic evaluation both to determine the extent of disease
and to rule out the possibility of a second primary adenocar-
cinoma. A thoracic, abdominal and pelvic computed tomog-
raphy (CT) not only confirmed the presence of multiple sub-
cutaneous nodules, but also showed intramuscular thoracic
and abdominal lesions, as well as numerous retroperitoneal,
and mediastinal lymph nodes and a right pleural effusion
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Figure 1. CT scan showing multiple subcutaneous nodules in the thoracic. A: andm abdominal; B: of various sizes,

referring first of metastatic lesions.

(Fig.1A and B). CT of the brain showed a single lesion in
the right frontal region of the scalp. The pleural fluid cytol-
ogy showed the presence of neoplasic cells compatible with
adenocarcinoma. An incisional biopsy of a subcutaneous
nodule was performed and the histological exam confirmed
a cutaneous metastasis of a moderately differentiated adeno-
carcinoma, Immunohistochemically, the tumor cells were
positive for cytokeratine 7 while negative for cytokeratine
20, Melan-A and S-100 protein, compatible with the known
adenocarcinoma of the endometrium (Fig. 2 and 3). Because
of the poor general condition and the rapid deterioration of
the patient, no treatment was started. The evolution was rap-
idly fatal; the patient died two week after her admission due
to respiratory failure.

Discussion

Metastases to the skin from internal carcinoma are relatively
rare, with a reported incidence of 0.7 - 9% [3]. Cutaneous
metastases may be the first presentation of such malignan-
cies, accompany other symptoms, or occur during follow-up
[4]. Breast cancer is the most common origin of cutaneous
metastases in women and lung cancer is the most common
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origin in men [4]. Skin metastases from endometrial adeno-
carcinoma are extremely rare [5]. Fortunately, most cases
are diagnosed at an early stage when surgery alone may be
adequate for cure. Women with recurrent or metastatic en-
dometrial cancer represent a heterogeneous group. The dis-
ease usually spreads by local or lymphatic dissemination.
Distant metastases are less common and usually involve the
lung, liver, and bone [4]. Despite the high incidence of en-
dometrial adenocarcinoma, there is a paucity of reports of
skin metastases in this disease, and most of these reports
emphasize the rarity of this pattern of dissemination. In the
reported cases, metastasis from endometrial cancer has been
most commonly noted at the site of initial surgery and radio-
therapy. Therefore, the initial surgical and radiotherapy site
must be examined carefully for skin metastasis. More rarely,
distant cutaneous sites, including scalp, toes and trunk have
been reported [6, 7]. Cutaneous metastases may vary in num-
ber, from a single nodule, to greater than 20 lesions, such
as in our patient. In this report, cutaneous metastases were
primarily localized in the trunk, with a single scalp nodule
discovered incidentally on CT. Skin metastases from endo-
metrial carcinoma are usually confined to the subcutaneous
tissue and present as discrete movable painless masses. They
are often highly vascular [8, 9]. These lesions may appear
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Figure 2. Endometrial carcinoma. A: Hemalun-eosin staining, magnification 400 x. B: Cytokeratin 7 positivity; C:
Loss expression of PTEN; D: Estrogen receptor expression; E: Focal expression of progesterone receptor. Same
immunohistochemical expression in both lesions compatible with a skin metastasis of the endometrioid carcinoma.

in several forms such as inflammatory lesions, discrete nod-
ules, or plaques. Carcinoma reaches the skin by a variety
of mechanisms including direct extension, lymphangitic or
hematogenous spread, and through implantation in surgical
scars. Diffuse distribution of subcutaneous nodules suggests
hematogenous rather than lymphatic spread, as reported by
others [10]. When skin metastases are identified, they usu-
ally represent widespread dissemination of the underlying
malignancy [10]. However, in this case, endometrial carci-
noma was diagnosed at an early stage when surgery alone
was adequate for cure. Cutaneous metastases were discov-
ered at the same time as lung metastasis, suggesting wide-
spread hematogenous dissemination.

Depending upon prior therapy and the nature of the
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recurrence, these patients may be treated with palliative
or curative intent. To date, no effective treatment has been
demonstrated due to the rarity of this specific site of me-
tastasis. However, treatment strategies have been based on
experience with other presentations of recurrent endometrial
cancer. Current recommendations include local excision if
feasible, with a single skin metastasis [11]. The treatment for
most patients is palliative, and, although chemotherapy and
radiotherapy are often used in these patients, they are inef-
fective in many cases (Table 1) [12].

Cutaneous metastases of disseminated adenocarcinoma
reflect an almost universally poor prognosis, with mean life
expectancy being reported as approximately 3 months [10],
although rare examples may survive considerably longer. An
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Figure 3. Skin metastasis. A: Hemalun-eosin staining, magnification 400 x; B: Cytokeratin 7 positivity; C: Loss
expression of PTEN; D: Estrogen receptor expression; E: Focal expression of progesterone receptor. Same im-
munohistochemical expression in both lesions compatible with a skin metastasis of the endometrioid carcinoma.

awareness of this rare manifestation of a relatively common
malignancy is important, in that its identification signifi-
cantly affects prognosis. In our case, no treatment could be
started due to the rapid progression of the disease. The evo-
lution was rapidly fatal and the patient died a two week after
her admission due to respiratory failure.

Conclusion

Although endometrial cancer is one of the most frequent
malignancies in women, skin metastasis from endometrial
cancer is very rare. The appearance of subcutaneous nodules
is evidence of widespread dissemination and a harbinger of
early demise, demonstrating the poor prognosis for these pa-
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tients.
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