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and literature review*

Metastase na mama originada de carcinoma ovariano: relato de caso e revisdo da literatura
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Abstract

Primary ovarian carcinoma rarely metastasizes to the breast, and few cases are described in the literature. The authors

report the case of a patient with ovarian carcinoma that developed breast metastasis eight years after the initial diagnosis,
and present a literature review on this subject, emphasizing imaging findings.
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Resumo

Carcinoma primario de ovario raramente origina metastase para mama, com poucos casos descritos na literatura. Os

autores relatam um caso de uma paciente com carcinoma ovariano que evoluiu com metastase para mama apos cerca
de oito anos do diagnostico inicial da neoplasia e realizam reviséo bibliografica do assunto, dando énfase aos aspec-

tos de imagem.

Unitermos: Carcinoma ovariano; Metastase mamaria; Aspectos de imagem.
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INTRODUCTION

Primary ovarian carcinomararely origi-
nates breast metastasis and there are few
cases reported in the literature®. Only
about 2% of malignant neoplastic breast
lesions are of secondary origin and, from
aclinical and radiological point of view,
they may mimic both primary benign and
malignant tumors'?.

Most commonly, metastatic lesions to
thebreast originate from primary contral at-
eral breast tumors. However, among
extramammary solid tumors, malignant
melanoma, lymphoma, lung cancer, ova-
rian carcinoma, soft tissue sarcoma, gas-
trointestinal and genitourinary tumors are
the oneswhich most frequently metastasize
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tothebreasts®. Infact, according to astudy
developed with 4.051 patients with malig-
nant breast lesions, only 0.07% of them
presented metastasis to breast originating
from ovarian tumors®®.

The authors report the case of a patient
with ovarian carcinoma who progressed
with breast metastasis after about eight
yearsfromtheinitial diagnosis, and present
aliterature review on the subject with em-
phasis on imaging findings.

CASE REPORT

A female, white, 64-year-old, G1P1 pa-
tient who had menarche at 12 years and
menopause at 50 years of age, former user
of ora contraceptive drugs (during 15
years) and hormone replacement therapy
(during 10 years), former smoker with fam-
ily history of breast cancer (maternal grand-
mother and cousins) was submitted to sur-
gery and chemotherapy for ovarian serous
papilliferous adenocarcinoma. After the
initial therapy, the patient presented
locoregional and distant metastases.

Eight years after the diagnosis, the pa-
tient presented a palpable mass in her left
breast in association with flogistic signson
the skin. Initialy, the patient was treated
with antibiotic therapy, presenting im-
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provement of the flogistic signs, but with-
out regression of the breast mass. Then, the
patient was submitted to imaging studies.
Mammography (Figure 1) reveded the
presence of acircumscribed massisodense
to fibroglandular tissuein the superol ateral
quadrant of theleft breast, measuring 14 x
10 mm. Breast ultrasonography (Figure 2)
demonstrated a complex cyst with solid
components and thickened septalocated in
the superolateral quadrant of theleft breast,
peripherically to the papilla, measuring 13
X 8 mm, in an area of papation a physi-
cal examination. Positron emission com-
puted tomography (PET/CT) (Figure 3)
demonstrated anomalous concentration of
fluorodeoxyglicose-18F (*¥F-FDG) in the
left breast mass, with maximum standard-
ized uptake value (SUV) of 4.90, and also
in other extramammary sites.

After fine needle aspiration biopsy of
the breast mass indicating the presence of
neoplastic cells, the investigation was pur-
sued with US-guided percutaneous core
needle biopsy whose microscopy results
were compatible with invasive carcinoma.
Immunohistochemica analysis (positive
cytocheratin 7; positive CA 125; negative
mammoglobulin; negative BRST-2; posi-
tive WT1) led to the diagnosis of metasta-
sis from ovarian carcinoma. Then, the pa-
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tient progressed with palliative radio-
therapy and chemotherapy, dying about
two years after the diagnosis of breast me-
tastasis.

DISCUSSION

In the presence of breast lesion in ova-
rian carcinoma patients, the differentiation
between benign and malignant lesionsisre-
quired. In case of a malignant lesion, it is
necessary to know whether the lesion is
primary or secondary since the treatment
and prognosisdiffer according to the nature
or the lesion®39,

Frequently, imaging studies demon-
strate metastatic lesions to the breast as
dense, circumscribed and noncalcified
masses. However, asafunction of the pres-
ence of psamomatous bodies associated
with some ovarian tumors, microcalcifi-
cations may be seen in cases of ovarian
metastasis to the breast!¥). But such a dif-
ferentiation may be difficult, considering
that metastases to the breast generaly do
not present specific imaging features®.
Anyway, likeinthe present case, the tumor
origin must be investigated by means of
anatomopathological analysis and taking

- advantage of the usefulness of immunohis-
Figure 1. Mammaography demonstrating a circumscribed mass isodense to fibroglandular tissue located tochemical analysi sinthedifferentiation of
in the superolateral quadrant of the left breast, measuring 14 x 10 mm. A: Craniocaudal view. B: i 5(7)
Mediolateral oblique view. C,D: Absolute lateral view (C) and localized compression of the region of inter- such lesions'”.
est on the left breast (D) (metal marker on the skin indicating a palpable mass). PET/CT cansignificantly changetheas-

sessment of the disease extent in ovarian
cancer patients — including cases of recur-
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Figure 2. Breast ultrasonography demonstrating a complex cyst with solid components and thickened septa located in the superolateral quadrant of the left
breast, peripherically to the papilla, measuring 13 x 8 mm, in a region of palpation at physical examination.
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Figure 3. PET/CT image revealing anomalous uptake of *8F-FDG on a mass in left breast (arrow) with
maximum SUV = 4.90 and also in other extramammary sites. A: Metabolic whole body image. B: Axial
CT image at the level of the breast mass. C: Fusion PET/CT axial image at the level of the breast mass.

rence —, and change the treatment to be
adopted. The positive predictive value of
thismethod is89-98% for casesosovarian
cancer recurrence, with higher sensitivity
for detecting extrapelvic lesions®. How-
ever, in cases of breast lesions, PET/CT
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does not exclude the necessity of biopsy,
since this imaging method does not allow
the differentiation between primary and
secondary malignant lesions.
Oncetheorigin of abreast lesioniscon-
firmed as metastasis from ovarian cancer,

the disease must be considered as systemic,
and palliative treatment must be adopted,
avoiding unnecessary surgical proce-
dures*359_ According to some studies in
the literature, the survival time of patients
with breast metastasis from ovarian carci-
nomaismost of timeslessthan oneyear™®.
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