Unusual association of diseases/symptoms
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CASE REPORT

Malignancy knows no boundaries
Sandeep Batra,' Ashok K Vaid,' Rahul Bhargava,’ Amanjeet Singh?

SUMMARY

A 47-year-old woman presented with ascites. There was
history of large volume paracentesis and the drained
ascitic fluid was found to be positive for malignant cells.
Clinical examination revealed a soft tissue nodule over
the skin of right iliac fossa and a small umbilical nodule
besides presence of ascites. In addition, the patient had
a breast lump of 2x2 cm in upper quadrant of right
breast. Biopsy from the abdominal wall nodule revealed
a malignant tumour with dense desmoplastic response.
The tumour cells were pancytokeratin, CA125, WT1
positive and CDX2, CD10, villin, calretinin negative; thus
immunohistochemically suggesting a primary tumor
arising from ovary. Biopsy from breast lump showed
malignant epithelial cells present in sheets with stromal
dysplasia. Immunohistochemically tumour cells were
positive for CK7. CA125, WT1, thus favouring a
metastatic carcinoma to breast with possible primary
arising from ovary.

BACKGROUND

Ovarian cancer spread along the peritoneal surfaces
intrabdominally is the rule rather than exception.
Even the disease metastasizing to other organ
systems including the breast and skin is not
unknown. However, sometimes one comes across a
clinical situation which baffles even the trained
mind as far as frequency of its occurrence is con-
cerned. We report, to the best of our knowledge,
the first case of ovarian carcinoma presenting syn-
chronously with skin and breast metastases, both of
which are uncommon metastatic sites of ovarian
carcinoma.

CASE PRESENTATION

A 47-year-old woman presented with distension
abdomen of 4-month duration. It was associated
with loss of weight and appetite. There was history
of large volume paracentesis and the drained ascitic
fluid was found to be positive for malignant cells.
Clinical examination revealed a soft tissue nodule
over the skin of right iliac fossa and a small umbil-
ical nodule besides presence of ascites. In addition,
the patient had a breast lump of 2X2 c¢m in upper
quadrant of right breast. There was a 4-year history
of hysterectomy for a benign pathology.

INVESTIGATIONS

A contrast enhanced CT abdomen revealed a pelvic
mass with peritoneal, epiploic, lymph nodal and
subcutaneous deposits along with ascites.

Bilateral mammogram revealed a 20X20 mm
rounded partly well-defined density in the upper
outer quadrant of right breast. An ultrasound cor-
relation of mammographic finding revealed a

lobulated 17x13 mm complex solid cystic lesion
with extensive hypervascularity with suspicious
node, with loss of fatty hilum and central necrosis
in the right axilla.

Biopsy from the abdominal wall nodule revealed
a malignant tumour with dense desmoplastic
response (figure 1). The tumour cells were pancyto-
keratin, CA125, WT1 positive (figure 2) and
CDX2, CD10, villin, , Calretinin negative and thus
immunohistochemically suggesting a primary from
ovary. Biopsy from breast lump showed malignant
epithelial cells present in sheets with stromal dys-
plasia (figure 3). Immunohistochemically tumour
cells were positive for CK7. CA125, WT1, thus
favouring a metastatic carcinoma in breast with
possible primary arising from ovary.

DIFFERENTIAL DIAGNOSIS
» Opvarian cancer metastatic to skin and breast
» Breast cancer metastatic to ovaries and skin

TREATMENT

The patient was managed with taxane and
platinum-based palliative chemotherapy. Her skin
nodule resolved within few days of starting the
treatment. Her ascites and breast lump had resolved
by the time she was due for her second chemother-
apy cycle. She encountered frequent treatment
breaks due to infrequent complications including
lung abscess.

OUTCOME AND FOLLOW-UP

The patient completed five cycles of chemotherapy
with prolonged treatment breaks secondary to mye-
losuppressive toxicities of chemotherapy. She is
presently on best supportive carel.5 years from the
day of diagnosis.

DISCUSSION

Breast cancer is one of the most common primary
malignancies in women, yet metastatic tumours to
the breast are infrequent, accounting for only 0.5—
1.3% of breast cancer cases." Epithelial ovarian
cancer is the second most common gynaecological
malignancy.” The breast is an uncommon site for
tumour metastasis. The most common source of
metastasis to the breast is a contralateral primary
breast tumour, frequently from transthoracic or
lymphatic spread. However, haematogenous metas-
tasis from extramammary malignancies has been
reported. Frequently seen primary tumours metas-
tasising to breast are usually of haematological
origin and melanoma.> * Breast metastasis from
primary ovarian cancer is rare but is occasionally
found after the diagnosis of the primary tumour.
The incidence of breast metastasis from primary
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Figure 1 Histopathology of skin nodule.

ovarian/peritoneal carcinomas accounts for 0.03— 0.6% of all
breast malignancies.” Autopsy studies have reported breast
metastasis in 1-3% of patients with ovarian cancer.® ¢ 7 These
ovarian cancers are widespread ones and have poor prognosis
with breast metastasis. Most common histological variant of
ovarian cancer associated with metastatic disease to the breast is
papillary serous adenocarcinoma.® Extramammary tumours
should be distinguished from primary breast tumours to avoid
any unnecessary surgical procedures. In contrast to primary
breast tumours, metastasis to the breast generally consists of
firm, well-circumscribed, multinodular, non-calcific masses.

Figure 2 Tumour cells positive for WT1 on immunohistochemistry.

Figure 3  Histopathology of breast lump.

They generally lack spiculation and microcalcifications as well as
architectural distortions, and other skin changes are potentially
diagnostic as well as palliative. Breast metastasis from a primary
ovarian tumour is generally diagnosed on an average of 2 years
after the initial diagnosis of ovarian cancer.

Cutaneous involvement is unusual at presentation and during
the course of ovarian carcinoma. Ovarian carcinoma is the
fourth most common origin of skin metastasis in women after
carcinoma of the kidney, lung and breast.” Prognosis after skin
metastasis is poor, the most important prognostic factor asso-
ciated with survival is the interval time between the diagnosis of
ovarian cancer and the documentation of cutaneous involve-
ment. In almost all carcinomas, the cutaneous metastases tend
to appear late in the course of disease and usually are associated
with poor prognosis. There are several theories that try to
explain the pathogenesis of skin metastasis in ovarian cancer:
direct invasion from the underlying growth, contiguous exten-
sion of the tumour cells through out lymphtics and accidental
implantation of the tumour cells during surgical procedures
such as laparotomic scars, trocar port site, drainage scar and
port and catheter scar.'™!3

Synchronous skin and breast metastases at presentation, both
of which are uncommon metastatic sites of ovarian carcinoma
are hitherto unknown till date.

Learning points

» All organ systems should be thoroughly examined and
evaluated for the presence of metastasis, whenever a
diagnosis of cancer is made.

» No site in the body is immune to occurrence of a metastasis
from any malignancy.

» Both breasts should be thoroughly evaluated in an ovarian
patients with cancer; otherwise a metastasis or a second
primary might be missed.

» Any skin nodule especially at the site through which either
any tumour or malignant fluid has been removed, should be
subjected to histopathological examination.
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