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Distant metastases are unusual at presentation and during the course of ovarian carcinoma. 
Skin metastases may be the first presenting sign of metastatic carcinoma of the ovary. Ovarian 
epithelial adenocarcinoma rarely metastasizes to the skin, and can be seen in less than 4% of 
patients. It usually presents as subcutaneous nodules and, less commonly, as inflammatory 
metastases, which mimic viral or bacterial skin infections. The histology in most of the tumors is 
serous papillary adenocarcinoma (grade 1 or 2). The prognosis in most patients is poor, thus 
palliative treatment is usually indicated. We report a patient with widespread skin metastases and 
review the literature on this rare presentation. 
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Introduction 

 
 utaneous metastases represent spread of 
a preexisting malignancy to the skin. 
They have diagnostic importance 

because, in addition to signifying poor prognosis, 
they may be the first manifestation of undiscovered 
malignancy. Distant metastases are unusual at 
presentation and during the course of ovarian 
carcinoma. Skin metastases may be the first 
presenting sign of metastatic carcinoma of the 
ovary.1 The clinical appearance of skin metastases 
is usually not distinctive. They may resemble the 
primary tumor in color and consistency and vary in 
size up to several centimeters. The prognosis is 
poor with a median survival of four months; 
however, in selected cases integrated 
multimodality treatment may result in a palliation 
of the symptomatology and even in a prolonged 
survival.2 

Herein, we report a patient with widespread 
skin metastases and review the literature. 

 
Case Report 

 
A 60-year-old Iranian woman was in good 

health until March 2003, when she developed an 
enlarged, solitary right groin lymph node. 
Histopathological examination revealed a poorly 
differentiated metastatic adenocarcinoma. 

Computed tomography of the abdomen and 
pelvis showed evidence of multiple bilateral 
ovarian lesions less than 2 cm in diameter. Some 
lesions demonstrated enhancement suggesting that 
they were solid masses. The patient refused 
surgical treatment. So, combination chemotherapy 
with cisplatin and paclitaxel (Taxol) was started. 
Eighteen months later she developed cutaneous 
lesions and presented to the dermatology 
department. Physical examination showed 
lymphedema of the right leg, right inguinal 
lymphadenopathy, numerous asymptomatic 
erythematous papules with vesicular appearance, 
and ulcerative and crusted firm to hard nodules 
(0.5 – 2 cm in diameter) over the lower aspect of 
the abdominal skin and the upper part of the right 
lower extremity (Figure 1). No mucous membrane 
or discrete acral lesions were noted. Biopsy of the 
lesions showed multiple lymphatic spaces in the 
dermis infiltrated by metastatic adenocarcinoma 
consistent with metastatic adenocarcinoma of the 
ovary (Figure 2). A chest radiograph revealed no 
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abnormality. Computed tomography and magnetic 
resonance imaging of the liver, spleen, and other 
organs were normal. The patient received 
combination chemotherapy with cisplatin and 
paclitaxel, but she did not improve and died about 
one month later. 

 
Discussion  

 
Ovarian carcinoma is the most common cause 

of death due to gynecologic malignancies in 

Europe and the United States.3 The disease usually 
remains confined to the peritoneal cavity at the 
presentation and throughout its course in 
approximately 85% of the patients.4  

Several mechanisms for pathogenesis of 
cutaneous metastasis have been proposed; direct 
spread from the underlying growth, accidental 
implantation following surgery, and contiguous 
spread of tumor cells through the lymphatics. The 
most common mode of spread of ovarian 
carcinoma to the skin is retrograde, from involved 
proximal lymph nodes.5 – 10  

In our case, the most likely mechanism was 
contiguous extension of tumor cells through the 
lymphatics. The presence of right side inguinal 
lymphadenopathy and lymphedema could explain 
this phenomenon. Skin involvement in our patient 
was characterized by a dermatomal pattern.  

Distant metastases seldom occur in the absence 
of intraabdominal disease.11 Data from the 
literature concerning distant metastasis in ovarian 
carcinoma is scarce. The most common sites for 
distant metastasis are pleura, liver, lung, and lymph 
nodes. Skin metastasis occurs in 2 – 3.5% of 
patients with ovarian carcinoma.12 – 14 The skin 
metastases of the ovarian carcinoma are almost 
always at the abdominal wall skin. Other sites of 
skin metastases are chest wall, breast, and 
buttocks.14  

The clinical appearance of skin metastases is 
usually not distinctive. They may resemble the 
primary tumor in color and consistency and vary in 
size up to several centimeters. There are several 
clinical presentations of skin metastases 
originating from epithelial ovarian carcinoma such 
as isolated cutaneous nodule, multiple cutaneous 
nodules, ulcers, inflammatory lesions, herpetiform, 
sclerotic, and blistered lesions, and cicatricial 
plaques. On rare occasions, the metastases may be 
zosteriform in appearance or may resemble 
erythema annular, a chancre, an epidermal cyst, 
and a condyloma.13 –  15 Most cases present with an 
abdominal cutaneous nodule, usually located near 
or in the scar of the prior disease-oriented surgical 
intervention.1, 16  

Metastasis to skin generally shows histological 
resemblance to those of the primary tumor. The 
pattern is usually a well-differentiated 
adenocarcinoma, sometimes having a papillary 
configuration with psammoma bodies. Metastases 
are centered in the dermis, although there is 
sometimes extension into the subcutis. The 

 
Figure 1. Skin lesions of metastatic 
adenocarcinoma of the ovary. 

 
Figure 2. Histology: Multiple lymphatic spaces in 
the dermis infiltrated by metastatic adeno-
carcinoma (H & E,×40). 
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epidermis is usually intact, and there is an 
underlying narrow zone of compressed collagen 
separating the tumor from the epidermis (grenz 
zone). Typically, the histology of inflammatory 
metastases demonstrates the presence of tumor 
cells in the subepidermal lymphatic vessels. This 
causes obstruction, lymphedema, and erythema, 
which can mimic bacterial cellulitis or 
lymphangitis.  

Skin metastases from ovarian carcinoma 
typically occur in advanced disease with 
widespread peritoneal involvement, and indicate a 
poor prognosis.17 The most important prognostic 
factor associated with survival is the interval 
between the diagnosis of ovarian cancer and the 
cutaneous involvement.11 Overall survival after 
diagnosis of skin metastasis from ovarian 
carcinoma is between four and twelve months, but 
there are few patients who have survived for many 
years after the diagnosis.14 

Metastatic ovarian carcinoma represents a 
difficult problem for the clinician because of its 
unsatisfactory response to conventional 
treatments.18 Because the skin metastasis is 
invariably accompanied by a widespread 
intraperitoneal involvement, the main approach to 
the patient should be based on the control of 
abdominal disease. For the local cutaneous disease, 
surgical resection should be considered.2 For 
extensive cutaneous metastases, electrocoagulation 
has been successfully used for local control of 
pain, hemorrhage, and infection, while surgical 
excision may be impractical.14 Electron beam 
therapy has been applied when large areas of skin 
require radiation therapy, as has photodynamic 
therapy.19 The latter two methods may provide 
excellent control of local cutaneous disease but can 
not deal with systemic disease. 

Although cutaneous metastases from ovarian 
carcinoma are rare, especially without peritoneal 
disease, physicians should be aware that ovarian 
carcinoma is not a disease that remains confined to 
the abdomen and pelvis, and any atypical rash 
should be biopsied.  
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