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Distant Cutaneous Manifestations of a Primary Gynecologic
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Abstract

Uterine cancer is the most common gynecologic cancer in the United
States. While most cases are diagnosed early and recurrence is rare
with adequate treatment, late stage disease has a much worse progno-
sis, with 5-year survival rates of 25-45%. We report the presentation
of recurrent uterine serous carcinoma with metastasis to the skin. An
80-year-old postmenopausal female with a history of endometrial in-
traepithelial carcinoma was diagnosed with recurrent metastatic dis-
ease 3 years after her initial presentation. During hospital admission,
she was noted to have clusters of rubbery cutaneous nodules with
an erythematous vesicular appearance on the left breast. Biopsy of
the lesions showed metastatic serous adenocarcinoma consistent with
gynecologic origin. Cutaneous metastasis is a rare finding in uterine
cancer. This case highlights the importance of maintaining a wide dif-
ferential diagnosis and high level of suspicion when evaluating skin
lesions in the setting of uterine pathology.

Keywords: Uterine cancer; Serous adenocarcinoma; Endometrial in-
traepithelial carcinoma; Skin metastasis

Introduction

Uterine cancer is the most common gynecologic malignancy
in the developed world. It often presents with abnormal uter-
ine bleeding and is typically diagnosed early. It is thought to
be highly curable with an overall 5-year survival of 80% [1].
Recurrence of this cancer is rare and usually occurs locally in
the pelvis [2]. Cutaneous metastasis is an infrequent finding
of uterine cancer, with fewer than 15 cases in the literature
[3]. While rare, it is important for providers to recognize the
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unique presentations of distant metastasis of this gynecologic
cancer. We report the case of a woman diagnosed with recur-
rent uterine serous adenocarcinoma who was found to have cu-
taneous lesions that were found to represent metastatic disease.

Case Report

An 80-year-old multigravid postmenopausal female present-
ed to the office with right-sided abdominal pain and vaginal
bleeding. Initial evaluation included an endometrial biopsy.
The pathology results were consistent with simple to complex
atypical hyperplasia of the endometrium, suspicious for adeno-
carcinoma. She subsequently underwent robotic-assisted total
laparoscopic hysterectomy with right salpingo-oophorectomy
(the left adnexa was surgically absent). Pathologic findings re-
vealed a 3 mm focus of endometrial intraepithelial carcinoma
(EIC) (Fig. 1). She underwent no adjuvant therapy at that time.

Three years later, during routine surveillance, the patient
was diagnosed with a recurrence in a left axillary lymph node
(PAXS, ER, and PR positive). She was treated with systemic
chemotherapy, initially with carboplatin and paclitaxel (four
cycles), and then with carboplatin and docetaxel (two cycles)
due to peripheral neuropathy. There was no evidence of dis-
ease on a computerized tomography (CT) scan at the end of
treatment and the CA-125 level normalized. Within 6 months

Figure 1. Hysterectomy specimen shows endometrial intraepithelial
carcinoma (EIC) in an endometrial polyp.
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Figure 2. (a) Lesions on patient’s left breast. Distribution suggestive of herpes zoster. (b) Vulva and mons pubis, with a single

lesion visible on posterior left vulva.

of completing treatment, however, the CA-125 level increased
and a CT scan demonstrated recurrence of disease. The pa-
tient was then treated with six cycles of single-agent docetaxel.
There was poor clinical response to docetaxel, and treatment
with temsirolimus was then initiated.

Shortly after receiving the first cycle of temsirolimus, the
patient’s performance status rapidly declined, requiring hospi-
talization. Physical examination on admission was remarkable
for clusters of rubbery cutaneous nodules with an erythema-
tous vesicular appearance on the left breast (Fig. 2a). The pa-

tient reported that the skin findings had only recently appeared,
and, while pruritic at first, were no longer bothersome. She
denied having lesions elsewhere, but on further examination,
similar nodules were noted on the left vulva (Fig. 2b). A bi-
opsy of the left breast lesion was done, and pathology showed
metastatic carcinoma with pleomorphic high-grade nuclei be-
neath the epidermis (Fig. 3). The epidermis showed hyperkera-
tosis with no evidence of dysplasia. Immunostains performed
on the biopsy demonstrated that the tumor cells were positive
for CK7, PAXS, and p53 (diffuse and strong) and negative for

L

Figure 3. Low power view of cutaneous punch biopsy (x 4) with immunostains.
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Table 1. Summary of Patient’s Clinical Course

Months after presentation Clinical events

0 Presented with vaginal bleeding, diagnosis of atypical hyperplasia on EMB

1 Underwent RA-TLH and RSO, final pathology consistent with EIC

33 Axillary lymph node recurrence on surveillance, systemic chemotherapy initiated (carboplatin and paclitaxel,
followed by carboplatin and docetaxel), no evidence of disease after completion of chemotherapy

40 Recurrence of disease, single-agent chemotherapy initiated (docetaxel)

47 No response to treatment, chemotherapeutic agent changed (temsirolimus)

48 Hospital admission for abdominal pain and fatigue, cutaneous lesions noted

49 Hospital admission for bowel obstruction, exploratory laparotomy with loop colostomy, discharge to SAR

51 Death

EMB: endometrial biopsy; EIC: endometrial intraepithelial carcinoma; RA-TLH and RSO: robotic-assisted total laparoscopic hysterectomy and right

salpingo-oophorectomy; SAR: subacute rehabilitation.

CK20, CDX-2, TTF-1, GATA3, ER, and PR. These findings
were consistent with a serous carcinoma of gynecologic origin.

During this admission, the patient was found to have bi-
lateral pleural effusions and underwent thoracentesis. She was
re-admitted to the hospital 1 month later with a large bowel ob-
struction due to widespread metastatic disease and an explora-
tory laparotomy with loop colostomy was performed. She was
subsequently discharged to subacute rehabilitation. Her clini-
cal status continued to decline, and she passed away 3 months
after these cutaneous lesions were identified. A summary of the
patient’s clinical course is shown in Table 1.

Discussion

In this report, we present the case of a woman with recurrent
uterine serous carcinoma found to have cutaneous metastases.
Distant cutaneous metastasis of cancer is rare, and those from
gynecologic cancers are even less frequently documented in
the literature [4, 5]. When seen in gynecologic oncology pa-
tients, they are most commonly described from primary ovar-
ian malignancies with occurrence locally in the pelvis or um-
bilical region (e.g. Sister Mary Joseph nodule) and typically
present as erosions through the skin [6-8].

This patient’s lesions were of particular interest due to the
differential diagnosis that was evoked. With the erythematous
vesicular appearance and dermatomal distribution on the tor-
so, the nodules were initially suggestive of herpes zoster [9].
Additionally, the location of the lesions on the left breast was
concerning for a possible primary breast cancer, as cutaneous
metastasis of breast cancer is more commonly seen [10]. The
differential also included contact dermatitis and an autoim-
mune process. The diagnosis of metastatic serous carcinoma
was eventually confirmed based on punch biopsy of the breast
nodule. This serves to enforce the importance of biopsy when
evaluating dermatologic lesions in a patient with a history of
uterine pathology.

While similar cases have been presented in the literature,
there remain few reports of cutaneous metastasis from a pri-
mary uterine cancer. As Chang et al reported, skin lesions can
rarely be the presenting symptom of uterine malignancy, but
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are more likely to occur in the setting of known disease [3].
This case highlights the diverse way in which recurrent uterine
cancer can manifest. It is important for clinicians to consider
metastasis when a patient presents with skin changes with a
history of uterine cancer.
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