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Gynaecological malignancies frequently metastasize to contiguous struc-
tures, internal organs and bones. Cutaneous metastasis as a primary or 
recurrent presentation of these malignancies is rare and only a few cases 
have been reported in the literature. A twenty year (1991-2010) retrospec-
tive search for umbilical metastasis from gynaecological malignancies 
in our departmental case records showed only four cases. Four post-
menopausal females presented with painful cutaneous umbilical (Sister 
Joseph’s) nodules. The clinical examinations of all four patients revealed 
well delineated nodules of varying sizes and degrees of ulceration. Other 
findings were matted axillary and inguinal lymph node enlargement, 
intra-abdominal and pelvic masses, vaginal discharge and vaginal bleed-
ing. Incisional tissue biopsies from the nodules were processed in paraffin 
wax and stained with haematoxylin and eosin. Histology of the sections 
showed pigmented skin overlying metastatic malignant tumours con-
sistent with adenocarcinoma from the endometrium and ovary in three 
cases, and squamous cell carcinoma, large cell keratinizing from the cer-
vix uteri in the fourth case. Gynaecological cancers have a global spread 
and varied geographic distribution. Cervical cancer is the commonest in 
our setting and patients often present to hospital with advanced stage 
disease. Ovarian and endometrial cancers are infrequent and their diag-
nosis may be delayed by non- specificity of presenting clinical symptoms 
from other benign tumours at these sites. Although umbilical metastasis 
is commonly associated with gastro-intestinal malignancies, its presence 
may be the first harbinger of occult gynaecologic cancer.
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Jinekolojik maligniteler sıklıkla komşu yapılara, iç organlara ve ke-
miklere metastaz yaparlar. Bu malignitelerin primer veya rekürren 
prezentasyonu olarak deri metaztazları enderdir ve literatürde sade-
ce bir kaç olgu bildirilmiştir. Jinekolojik malignitelerden kaynaklanan 
umbilikal metaztazlar için departmanımızın olgu kayıtlarında yirmi 
yıllık (1991-2010) retrospektif taramada sadece dört olgu bulundu. 
Menopoz sonrası dört kadın deriyi tutan ağrılı umbilikal nodüllerle 
(Rahibe Joseph) başvurmuştu. Dört hastanın klinik muayenesi farklı 
büyüklükte ve farklı ülserasyon derecelerinde iyi sınırlanmış nodülleri 
ortaya koymuştu. Diğer bulgular aksillar ve inguinal lenf nodlarında 
paket halinde büyüme, karın içi ve pelvik kitleler, vajinal akıntı ve 
vajinal kanama idi. Nodüllerden insizyonla elde edilen doku biyopsi-
leri parafin mumunda işlenmiş ve hematoksilin-eozin ile boyanmıştı. 
Kesitlerin histolojisi üç olguda endometriyum ve overden köken alan 
adenokarsinoma ile uyumlu metastatik malign tümör ve üstünü örten 
pigmente deriyi, dördüncü olguda serviks uteriden köken alan ke-
ratinize büyük hücreleri-yassı hücreli karsinomayı ortaya koymuştu.
Jinekolojik kanserler dünyanın her yerinde bulunur ve değişken bir 
coğrafi dağılım gösterir. Bölgemizde en yaygın olanı servikal kanserdir 
ve hastalar hastaneye sıklıkla ileri bir hastalık aşamasında gelmekte-
dir. Over ve endometrium kanserleri daha az sıklıktadır ve tanıları bu 
bölgelerden köken alan diğer iyi huylu tümörlerin klinik belirtilerinin 
özgün olmayışı nedeniyle gecikebilir. Umbilikal metastaz yaygın ola-
rak gastrointestinal malignitelerle birlikte görülmekle birlikte, varlığı 
gizli bir jinekolojik kanserin ilk habercisi olabilir.
 (J Turkish-German Gynecol Assoc 2012; 13: 204-7)
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Introduction

There is a recognized global rise in the incidence of gynaeco-
logical malignancies, although the frequency of occurrence 
varies in different geographic regions and these cancers have 
a predilection for middle-aged to elderly females (1, 2). The 
commonest in developing countries is carcinoma of the cer-
vix uteri, which remains a major cause of cancer related death 

in spite of the tremendous improvements in prevention, early 
detection and treatment modalities (3). Cancer of the ovary 
is the second most frequent, however, its diagnosis is often 
delayed due to the absence of specific clinical symptoms to 
differentiate it from benign ovarian lesions. The endometrial 
cancers are less frequent and have a predilection for elderly 
females (1, 2). These gynaecological cancers are associated 
with high mortality and morbidity in our setting due to the 
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patients’ late hospital presentation with widespread metastases 
to contiguous structures intra-abdominally. Cutaneous metas-
tases from mainly ovarian cancers have been reported in a 
few cases, however, umbilical metastasis from gynaecological 
cancers is uncommon (4-7). We report four post-menopausal 
females with umbilical (Sister Joseph’s nodule) metastatic 
nodules from gynaecological malignancies in our hospital. 
The incision tissue biopsies from the umbilical nodules, cervix 
uteri and endometrium were fixed in 10% formalin. They were 
processed in paraffin wax and stained with haematoxylin and 
eosin and Periodic acid Schiff. 

Case Reports

Case 1
A 50 year-old nulliparous female presented to our gynaecol-
ogy clinic with a five month history of peri-umbilical nodular 
growth following an exploratory intra-abdominal surgery at a 
private clinic. However, there was no clinical diagnosis made 
or tissue specimen sent for histopathological analysis follow-
ing the surgery. She first noticed the umbilical nodule a month 
after surgery. The nodule gradually increased in size and was 
associated with pain and weight loss. Her clinical examination 
revealed an emaciated woman with a 5x4cm umbilical nodule, 
a pelvic mass, a matted right axillary and bilateral inguinal 
lymph node enlargement. The incisional tissue biopsy taken 
from the nodule showed keratinized stratified squamous epi-
thelium overlying a malignant tumour. The tumour cells were 
composed of columnar endometrial cells arranged in glands 
and focal papillary array in a fibromyxoid stroma. It was diag-
nosed as metastatic endometrial adenocarcinoma (Figure 1, 2). 

Case 2
A 65 year-old post menopausal housewife presented to the 
gynaecology clinic of our hospital with a three month history 
of fungating umbilical growth and progressive weight loss. She 
gave a medical history of five years of painless abdominal mass 
which gradually increased in size and a two month history of 
discharging umbilical sinus. There was no history of associ-
ated vagina bleeding or discharge, change in bowel habit or 
urinary symptoms. She was referred from a private clinic with 
a clinical diagnosis of ovarian cancer, however she decided to 
try traditional medication for a month before she finally came 
to our hospital. Clinical examination at the gynaecology clinic 
showed a wasted woman having a foul smelling ulcerated 
umbilical nodule and a non tender mobile right supra-pubic 
mass which was comparable with a 16-week size uterine gesta-
tion. The uterus and cervix were grossly normal and the pouch 
of Douglas was empty. She also had an abdominal-pelvic scan 
which showed a complex ovarian mass. Incisional tissue speci-
men from the umbilical nodule was sent for histopathological 
diagnosis. It showed pigmented skin overlying a malignant 
tumour composed of columnar cells having moderately pleo-
morphic hyperchromatic nuclei and moderate cytoplasm. The 
tumour cells were arranged in papillary and cystically dilated 
glandular patterns. It was diagnosed as metastatic ovarian pap-
illary cystadenocarcinoma. However, she refused surgery and 
opted for more traditional medication at home.

Case 3
A 70 year-old elderly grand multi-parous female presented 
with a six-month history of ulcerated umbilical nodule, vaginal 
bleeding and vagina discharge. Her examination revealed a 
6x4cm bleeding peri-umbilical nodule and a fungating uterine 
cervix mass which bled spontaneously. Histopathological find-
ings from the incisonal tissue biopsies of the nodule and the 
cervical mass were similar. They showed malignant squamous 
cells arranged in nests and strands in a fibromyxoid stroma. 
Some of the tumour cells exhibited individual cell dyskeratosis 
and keratin formation. Other areas in the nodule showed unin-
volved pigmented skin and its appendageal structures. The cer-
vical tissue was diagnosed as squamous cell carcinoma; large 
cell keratinizing and the nodule was diagnosed as metastatic 
squamous cell carcinoma (Figure 3).
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Figure 1. Keratinized Skin overlying gland forming tumour from the 
endometrium H&E: mgX40  

Figure 2. Metastatic endometrial adenocarcinoma with papillary 
foci. H&E: mg X100



Case 4
A 72 year-old, well preserved multi-parous female presented 
with a three month history of painful subcutaneous peri-umbil-
ical nodule. She was diagnosed with a histologically confirmed 
stage 1c endometrial carcinoma a year earlier in our hospital. 
She had a total abdominal hysterectomy as part of her treat-
ment and was also placed on combination chemotherapy. Her 
follow up at the clinic was uneventful until this current presen-
tation. The histopathological analysis of the incisonal tissue 
biopsy of the nodule showed tumour cells consistent with her 
primary endometrial cancer. It was diagnosed as metastatic 
endometrial adenocarcinoma.

Discussion

Cutaneous manifestation is associated with a wide variety of 
systemic diseases, infestations, and infections, while cutane-
ous metastasis is an uncommon event which is seen in 1-9% 
of patients with cancer (8, 9). The phenomenon of umbilical 
metastasis was first noticed by Julia Dempsey (Sister Mary 
Joseph) in relation to advanced internal malignancies and it 
represents approximately 10% of cutaneous metastasis. It is 
an indication of poor prognostic outcome where palliation is 
the mainstay of patient management. Also, an estimated 1-3% 
of abdomino-pelvic malignancies arising from the stomach, 
pancreas, colon, prostate and liver manifest with umbilical 
metastasis (7, 10-13). Other uncommon primary origins include 
the breast, lung, ovary and kidney.
The metastatic umbilical nodule is often painful and may be 
ulcerated or have discharging sinuses as seen in our patients. 
It should be differentiated from other lesions which may occur 
at the same site, such as umbilical hernia, pilonidal sinus, 
endometriosis, foreign body granuloma, fibroma and primary 
malignancies of the umbilical skin and supporting stroma. The 

nodule may also be the first indication of occult or recurrent 
malignancy. However, 11-30% of cases of umbilical metastasis 
have no known primary disease (7, 13). 
Metastatic lesions from gynaecological malignancies usu-
ally spread to contiguous pelvic structures and lymph nodes. 
Distant metastasis from these tumours spread to the lung, 
liver, bone and central nervous system (CNS) (1). Cutaneous 
spread is uncommon, however a few cases have occurred in 
the head and neck regions, particularly the scalp. Also, a rare 
umbilical nodule may be the first manifestation of ovarian 
disease (1, 6, 8). 
The exact mechanism of umbilical metastasis is not clear. There 
are two postulates; one is direct spread, which is the most com-
mon. This direct peritoneal spread is further enhanced by the 
multiple peritoneal folds comprising the umbilical ligament and 
ligamentum teres. The second is via the rich anastomotic vas-
cular and lymphatic supply at the umbilical region (14). 
Over 80% cases of endometrial cancer are seen in postmeno-
pausal females at the time of diagnosis. Some microscopic 
variants of endometrial cancer may share similarities with non-
neoplastic endometrium, while papillary foci may be mistaken 
for an ovarian lesion (1). Adequate tissue sampling and immu-
no-histochemical studies will help to differentiate the tissue of 
origin between the endometrium and ovary. 
Cervical cancer is the commonest tumour in reproductive age 
women in our setting and patients present with advanced stage 
disease and widespread metastasis. However, our third patient 
is the only cervical cancer case we have seen with metastatic 
umbilical nodule. 
The tumour types that may metastasize to the umbilicus are the 
adenocarcinomas, while squamous cell and undifferentiated 
carcinomas are rather uncommon (5, 15). Ovarian and endo-
metrial cancers are gland forming and this fact may explain 
their tendency to metastasize to the umbilicus. 
Definitive diagnosis of the tumour origin is achieved with 
tissue biopsy of the metastatic nodule. This is necessary for 
correct patient treatment and management. The fine needle 
aspiration cytology technique is also recommended in recur-
rent lesions with previous histologically confirmed diagnosis 
(16). However, this may prove unhelpful in our setting where 
patients would have visited several hospitals and had surger-
ies without histological diagnosis or confirmation of excised 
lesions.

Conclusion

Metastatic gynaecological malignancies should be a differential 
for postmenopausal females presenting with umbilical nodules. 
Adequate tissue sampling from the nodule is necessary for the 
typing and characterization of tumour origin as well as further 
patient management. Cervical squamous cell carcinoma, endo-
metrial and ovarian adenocarcinoma may present with umbili-
cal metastasis in the advanced stage of the diseases. 
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Figure 3. Metastatic Squamous cell carcinoma large cell keratinizing 
H&E: mg X40 
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