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INTRODUCTION

Although nowadays we are in an era in which 
prevention and screening tests represent one of the 
most important desiderates especially when it 
comes to cancer, unfortunately in the field of ovari-
an cancer things are far to be considered as well 
controlled due to the fact that no screening tests are 
available for the moment [1]. Therefore, up to two 
thirds of patients are diagnosed in advanced stages 
of the disease, when disseminated lesions are pres-
ent [2]; in such cases debulking surgery to no resid-
ual disease is needed in order to achieve a good con-
trol of the disease. Even though, certain cases will 
develop recurrent disease via multiple pathways, 
the most commonly incriminated ones being repre-
sented by the hematogenous, lymphatic and perito-
neal route. 

PATHOGENESIS OF BREAST METASTASES FROM 
OVARIAN CANCER

Breast metastases from ovarian cancer are an ex-
tremely rare event, being estimated that they repre-
sent less than 0,03% of all breast neoplasms [3]. This 
entity was initially reported in 1907 and since than 
less than 50 cases have been reported [4].

They usually develop via hematogenous spread 
and are the sign of systemic neoplastic impregnation; 
meanwhile, metastases at the level of the axillary 
lymph nodes might be encountered via lymphatic 
spread, making therefore a differential di agnostic 
with primary breast cancer even more difficult 
(Figure 1). In order to differentiate between an ovar-
ian metastasis at the level of the breast and a primary 
breast cancer, immunohistochemical markers such 
as GATA3 and PAX8 should be analyses; therefore, 
the presence of GATA3 at the level of the breast tumor 
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should indicate the presence of a primary breast can-
cer while the presence of PAX8 should orientate the 
diagnostic to a metastatic disease from other gyneco-
logical primaries [5,6]. Interestingly, parenchyma-
tous breast metastases from ovarian cancer can also 
develop via lymphatic route; therefore, it is believed 
that malignant cells from the lymphatic flow will 
reach the thoracic duct, left supraclavicular nodes 
and, furthermore they reach the left breast [7]. When 
it comes to the most commonly encountered histo-
pathological subtypes of ovarian cancer leading to 
the apparition of breast metastases, it seems that up 
to 75% of cases are represented by serous papillary 
carcinoma and they usually develop within the first 
two years from the initial diagnostic [8].

CLINICAL AND IMAGISTIC SIGNS

As for the clinical presentation, most often pa-
tients with breast metastases from ovarian cancer 
present solitary masses (in up to 95% of cases) usu-
ally located at the level of the upper external quad-
rants (in up to 60% of cases) [9,10]. When it comes to 
the time of presentation, most cases are diagnosed 
after an average interval of two years after the ini-
tial diagnostic of ovarian cancer [11]. Most com-
monly, patients with metastatic lesions at the level 
of the breast present local signs of inflammation 
such as erythema, lymphedema, swelling and pain 
therefore mimicking the presence of inflammatory 
breast cancer [12].

Interestingly, the imagistic studies such as mam-
mography usually describe breast metastases from 
ovarian cancer as round, well delimited masses with 
regular margins while the ultrasound describes these 
lesions as hypo-echoic masses with posterior acoustic 
enhancement [13]. Another interesting aspect which 
should be underlined is the one of microcalcifica-
tions; therefore, while primary breast cancer usually 
presents microcalcifications on mammography, met-
astatic lesions with ovarian origin present such calci-
fications only in the case of ovarian papillary carci-
noma with psammoma bodies [14,15].

As expected, laboratory tests such as determining 
the serum levels of CA125 and CA15-3 do not present 
significant influence due to the fact that increased 
values are found in both ovarian and breast prima-
ries.

THERAPEUTIC STRATEGIES IN 
BREAST METASTASES FROM OVARIAN CANCER

Due to the fact that breast metastases from ovari-
an cancer are usually considered as the sign of a sys-
temic neoplastic impregnation, the most commonly 
approved therapeutic strategy is represented by sys-
temic chemotherapy while local therapies such as 
resection or radiation therapy should be reserved for 
palliative purposes [11]. However, due to the fact that 
most often usually develop in patients with history of 
heavily pretreated ovarian cancer, the chances to 
have a favorable response and to achieve a long term 
survival are scarce [16].

FIGURE 1. Patterns of spread 
of ovarian cancer leading to 
the apparition of breast and 
axillary metastases
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ESTIMATED SURVIVAL IN PATIENTS WITH 
BREAST METASTASES FROM OVARIAN CANCER

As expected, cases diagnosed with this pathology 
have a very poor prognosis, the estimated survival 
ranging between days and months; however, in iso-
lated cases long term survival (reaching two- three 
years and a half) have been reported [17]. 

CONCLUSIONS

The presence of breast metastases from ovarian 
cancer represents a very rare event and should be 

considered as the sign of neoplastic impregnation. 
In order to establish the metastatic origin of the le-
sion, immunohistochemical staining is necessary. 
Whenever the final diagnostic is the one of a distant 
metastasis the patient should be further submitted 
to systemic chemotherapy, local therapies such as 
resection or irradiation being reserved only for pal-
liative purposes.
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