
Introduction

Umbilical metastasis (SMJN) is detected in 1–3% of pa-

tients with intra-abdominal and/or pelvic malignancy [1,

2]. It is mostly seen with gastric carcinoma, but in women,

metastasis of gynaecological origin is the most frequent

cause. Cutaneous metas tases from mainly ovarian cancers

have been reported in a few cases, however, umbilical

metastasis from gynaecological cancers is uncommon [1,

3-5]. SMJN originating from endometrial cancer is even

more rare, that is, approximately 30 cases reported in the

last decade [1, 2, 6-9]. 

As it may be the first sign of an underlying malignancy,

it can also be an indicate the recurrence in a case with pre-

viously treated malignancy. Rich lymphovascular anasto-

moses around the umbilicus and transperitoneal route are

the two most commonly considered ways of mechanism in

development of SMJN [2, 10]. These nodules mostly pres-

ent as painful and ulcerated mass with serosanguineous or

bloody discharge [11]. Biopsy should be considered in sus-

picious conditions, while it also can coexist with benign le-

sions such as umbilical hernia [12].

The authors report here a post-menopausal female with

umbilical (Sister Joseph’s nodule) metastatic nodules from

endometrial cancer in their clinic.

Case Report

A 57-year- old postmenopausal woman was attended with vagi-

nal bleeding and ulcerated umbilical nodule. Physical examina-

tion revealed a tender umbilical mass measuring about two cm in

its largest dimension (Figure 1).

Endometrial biopsy and endocervical curettage were performed

and the pathology showed endometrioid type endometrial adeno-

carcinoma. Routine laboratory data were within normal limits.

The CT images revealed that the omentum was involved and

reached umbilical region (Figure 2). As a surgical procedure, total

hysterectomy, bilateral salpingo-oophorectomy, omentectomy and

lymph node dissections were performed. The peritoneal umbilical

nodule was also resected via perioperative general surgery con-

sultation. Postoperative examination of the endometrium speci-

men revealed uterine wall full-thickness carcinoma invasion. 

Peritoneal umbilical nodule also showed endometrioid adeno-

carcinoma. There were also bilateral adnexal malign involvement

and peritoneal fluid cytology was positive. According to these

findings, the patient was considered as Stage IVb, based on the In-

ternational Federation of Gynecology and Obstetrics (FIGO).

Discussion

The term “Sister Mary Joseph nodule” was first intro-

duced by Dr. Hamilton Bailey in his textbook [13] in honor

of Sister Mary Joseph, the superintendent nurse and surgi-

cal assistant of Dr. William Mayo at St. Mary’s Hospital in

Rochester. Sister Mary Joseph was the first to note the link

between umbilical nodules and intra-abdominal malig-
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Summary

Introduction: Umbilical metastasis from intra-abdominal or pelvic malignancies which is also known as “Sister Mary Joseph’s nod-

ule” (SMJN) is a rare entity and typically described in cases of gastric carcinoma. However, even fewer than 30 cases with umbilical

metastasis originated from endometrial cancer is reported in previous literature. Here the authors report a new case of SMJN originat-

ing from endometrial carcinoma. Case Report: A 57-year- old woman was diagnosed with endometrial carcinoma and umbilical mass.

Total hysterectomy, bilateral salpingo-oophorectomy, lymph node dissection, and umbilical mass resection were performed. The um-

bilical mass was identified as a metastasis from endometrial cancer. Conclusion: In conclusion, this case showed that, taking the rarity

of umbilical metastasis from endometrial carcinoma into consideration, it is difficult to recognize, and differential diagnosis is impor-

tant in terms of choosing the adequate treatment.
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nancy [14], more than 400 cases of SMJN have been re-

ported in the literature. Barrow [15] reported 202 cases be-

tween 1916 and 1966, and Galvan [6] reported of 407

published cases from 1966 to 1997, 24 of which were found

among woman with uterine malignancy and most of those

cases involved relapse [6].

The considered hypothesis about modes of metastasis are

lymphatic drainage from the para-aortic nodes, direct ex-

tension from the peritoneum or extension of tumor along

embryonic remnants [14]. Direct extension is the common

route of ovarian cancer. The umbilical region is supplied

by the inferior epigastric and deep circumflex iliac branches

from the external iliac artery and the superior epigastric

branch of the internal mammary artery. Venous spread ex-

ists through the internal mammary, lateral thoracic, and por-

tal venous systems. The lymphatic flow to the umbilicus

includes four probable routes of metastasis: the superficial

axillary, deep axillary, inguinal, deep femoral, and para-

aortic nodes. Metastasis may also occur along ligaments of

embryonic origin, like round ligaments of the liver, the me-

dian umbilical ligament from the urachus, and the fibrous

obliterated vitelline artery [16]. 

In men, metastatic cancer to the umbilicus most com-

monly originates from a gastrointestinal tract malignancy

such as stomach, colon, rectum, and pancreas. However in

women, most commonly reported SMJN cases are ovarian

carcinoma followed by endometrial carcinoma [5, 17].

Of the SMJN cases related to gynecologic cancers, ap-

proximately 34% are ovarian, 12% are uterine, and only 5%

are cervical in origin [11]. The presentation of a SMJN can

vary from a hard and irregular nodule to a soft and painfully

ulcerated mass [11]. It usually presents as a painful lump on

the anterior abdominal wall with irregular margins and hard

fibrous consistency. A blood, serous, purulent or mucous

discharge from ulcerated or necrotic surface of the lesion

can be seen. The size usually ranges from 0.5 to 2 cm, de-

spite some extreme nodules reaching up to ten cm are re-

ported [15]. SMJN coexisting with umbilical hernia has also

been described in the literature [2]. Usually the SMJN re-

flects an underlying advanced stage abdominal and/or pelvic

malignancy which is inoperable, indicating poor prognosis

with life expectancy of less than one year [18]. When the

lesion is detected after treatment of primary tumor indicat-

ing recurrence, survival does not exceed 7.6 months. An-

other prognostic factor to state is the primary malignancy.

Ovarian carcinoma has been reported to have a better sur-

vival [10]. Finally, type of treatment also seems to influence

the prognosis. According to recent studies, patients have a

better survival if they are treated with curative intent such as

surgery and adjuvant systemic therapy combination rather

than with a single modality, as long as their clinical condi-

tion permits [10]. It has been previously reported that in pa-

tients with SMJN originating from gynecologic

malignancies, aggressive therapeutic approach, including

surgery and chemotherapy, may significantly improve the

prognosis [4]. Majmadur et al. reported a median survival of

17.6 months among patients originating from gynecological

tumors that were treated aggressively with surgery and

chemotherapy, 7.4 months with surgery alone, 10.3 months

with adjunctive therapy, and 2.3 months with no therapy [4]. 

As this nodule can be the first external manifestation of

underlying pelvic malignancy, these cases highlight the im-

portance of a comprehensive physical exam and malig-

nancy must be considered in the differential diagnosis of

an umbilical mass in these patients. While the presence of

a SMJN confirms advanced cancer, or may represent re-

Figure 1. — Photographic view of ulcerated umbilical nodule.

Figure 2. — Axial CT scan showing the umbilical nodule con-

nected with omentum.
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currence of a previous malignancy, this should give rise to

a thought of aggressive therapy for endometrial cancer. Ex-

cessive number of studies confirms the benefit and ration-

ality of an aggressive treatment approach in these patients

[4, 19]. 

In conclusion considering the rarity of umbilical metas-

tasis from endometrial carcinoma, it is difficult to recog-

nize, but becoming increasingly important in terms of

accurate treatment designation [7].
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