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Abstract
Cancer of the uterine body is the fourth in worldwide incidence in 
women.1 In developed countries, endometrial cancer is the fourth most 
common cancer in women.2 Typical sites of recurrent and endome-
trial carcinoma include local pelvic recurrence, pelvic and para-aortic 
nodes, peritoneum and lungs. Atypical sites include extra-abdominal 
lymph nodes, liver, adrenals, brain, bones and soft tissue.3 Bone metas-
tases with endometrial cancer are infrequent.4 Female genital tract can-
cers, are considered “neurophobic” since brain metastases from female 
genital tract cancers, apart from choriocarcinoma, are rare and usually 
develop as part of a widespread disseminated disease.

Case report A 55year-old woman, with one previous gestation and a 
cesarean section, without other antecedents of importance. Began her 
current illness with abnormal vaginal bleeding in January and July 
2015. She had curettage and biopsy on July 30, 2015, with a histo-
pathological result of 2nd grade endometrial adenocarcinoma. She was 
treated with histerectomy, bilateral ovarian resection and biopsies of 
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the bladder, omentum and vagina, on August 20th, 2015, with a pathol-
ogy result: moderately differentiated endometrioid adenocarcinoma of 
low grade according to binary classification, Invading the entire wall 
without reaching the serosa, with vascular and lymphatic invasion; Left 
parametrium with metastases, fragments of bladder with metastases, the 
rest without invasion. Radiotherapy complete pelvic cycle, 50 Gy in 
25 sessions with linear accelerator from September 28 to November 
3, 2015. High dose brachytherapy 30Gy in 4 sessions, in November 5, 
9, 12 and 17, separated by half a centimeter of the vaginal mucosa. 6 
cycles of chemotherapy with carboplatin and paclitaxel. 3 cycles with 
cisplatin and doxorubicin. PET-CT of February 2017 with an increase 
in size and number of cervical, mediastinal, retroperitoneal, axillary and 
pelvic nodes; new lesions in bone, liver, lung; with increased uptake. 
Data on venous thrombosis in the pelvic limb. Lumbar thoracic osteo-
arthrosis, renal cyst. She received tamoxifen 5 months. Presented right 
pelvic edema. Received 30 Gy radiotherapy in 10 sessions to the lumbar 
area and right pelvic inguinal zone in March 2-15,2017, evolving with 
decreased pain. She started monthly zoledronic acid; and also 3 cycles 
of Carboplatin AUC5, Paclitaxel 175mg/m2 until May 2017, in which a 
CT scan of the skull, neck, thorax, abdomen and pelvis was found with: 
lesion in the left cerebral capsule of 19mm, left cervical adenopathy in 
the VA level of 30mm, pulmonary lesion of 16mm, lesion adjacent to 
the right internal iliac vein of 19mm, and result of us venous doppler 
with venous thrombosis at the level of common and superficial femoral 
and poplitea. The patient was sent to radiation.


