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Unusual Case of Subcutaneous Angiosarcoma Metastatic to the Ovary 
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The ovaries are c o m m o n  sites for metastatic dis- 
ease, however,  the most  frequent ones are carcino- 
mas. Metastatic sarcomas are very rare in ovary and 
most  of them arise from genital tract. We present 
the case of a 33-year-old w o m a n  with subcutaneous 
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angiosarcoma w h o  had metastatic disease to the 
ovary resulting in acute abdominal  pain. Discus- 
sion of the case and a review of the literature are 
presented. (Pathology Onco logy  Research Vol 13, N o  
4, 379-381) 

Introduction 

Ovarian masses are common findings in general gyne- 
cological practice; approximately 5-10% of the ovarian 
malignances are diagnosed as metastatic t u m o r s .  TM It is 
known that colon cancer is the most frequent primary 
malignancy of non-genital origin that metastasizes to the 
ovary. 6 Nevertheless, sarcomas can rarely metastasize to 
this organ. Genital sarcomas are the most common 
metastatic sarcomas and, infrequently, cases of gastroin- 
testinal or urological sarcomas have been reported as 
metastatic tumor in the ovary.15 Cases originating from the 
soft tissue are extremely unusual. 

Case Report 

Clinical history 

The patient is a 33-year-old Mexican woman; her past 
medical, surgical, gynecologic and family histories were 
all unremarkable. Her chief complaint was a slow growing 
tumor in the right buttock, which became abscessed three 
and a half years after appearance. The patient was submit- 
ted to surgical drainage of  the abscess and an incisional 
biopsy was taken. 

The diagnosis of subcutaneous angiosarcoma was made 
and the patient was sent to our institution for further eval- 
uation and treatment; her admission was on January, 2004. 

Laboratory examinations, chest X-ray and an 
abdominopelvic CT scan were performed and revealed 
only a lesion on the buttock with normal abdominal and 
pelvic organs. On the physical examination the only 
remarkable finding was the scar of the previous surgery 
with evidence of local inflammatory response. Surgical 
excision of the lesion was performed on February 26, 
2004 with clear surgical margins, and adjuvant radiother- 
apy of 64 Gy was given from May 3 to July 7, 2004. 

The patient was followed each month and remained 
asymptomatic until October 29, 2004 when she presented to 
the emergency room for evaluation of abdominal pain last- 
ing 2 days. Laboratory studies revealed hemoglobin 13.4 
g/dl, white blood count 12000/ram 3, hematocrit 39.4%, 
268,000 platelets. Liver function tests, glucose and tumor 
markers were within normal limits. Chest x-ray was normal. 
A pelvic CT scan revealed a solid and cystic left ovarian 
tumor measuring 7x4 cm (Fig. 1). Abdominal physical 

Received: Nov 3, 2005; accepted: Nov 20, 2007 
Correspondence: David CANTO DE LEON, Instituto Nacional 
Cancerologia, Av San Femando #22 Col Seccion XVI. ZP 14080 
Mexico City, M6xico. Tel: 52-5525397170, fax: 525556280422. 
E-mail: dcantu@itesm.mx Figure 1. CT scan showing ovarian cyst mass without solid areas. 

© 2007 Arfinyi Lajos Foundation 



380 CANTO et al 

Figure 2. Metastatic ovarian angiosarcoma. The image shows 
residual ovary with hemorrhagic mass adjacent. (HE; x32) 

Figure 3. Hemorrhagic ovarian mass showing pleomorphic cells 
with intracytoplasmic lumens (HE; x400). These cells are 
CD31-positive (insert: immunoperoxidase, x400) 

examination revealed pain with positive rebound in the left 
iliac fossa, with normal peristalsis. On gynecologic exami- 
nation a tender mass was palpated on the left iliac fossa, pain 
on cul-de-sac exacerbated with movement of the cervix. 

An exploratory laparotomy was performed on the day of 
admission, with resection of the left adnexa and omentum 
that was adhered to the area. No ascites or other remark- 
able alterations were found. Final pathologic report was 
metastatic angiosarcoma within a simple ovarian cyst. 
Local radiotherapy and chemotherapy were proposed as 
adjuvant treatment but the patient refused, and she was 
placed under observation. She is alive but with local recur- 
rence in the buttock and lung metastasis six months later. 

Pathologic findings 

Histopathologic study of the primary lesion in the but- 
tock revealed a subcutaneous tumor exhibiting prolifera- 
tion of atypical capillaries and anastomosing vascular 

channels. These structures were delineated by atypical 
endothelial cells. Other parts of the tumor showed solid 
areas populated by polygonal pleomorphic cells featuring 
intracytoplasmic lumens. The final diagnosis was subcuta- 
neous high-grade angiosarcoma. 

The ovarian lesion was an ill-defined hemorrhagic mass 
measuring 7x5x5 cm. The cut surface showed residual 
ovary. Microscopically a hemorrhagic lesion with vascular 
channels delineated by atypical endothelial cells was 
observed (Fig. 2, and 3). 

hnmunohistochemical studies were performed on sam- 
ples of the primary and metastatic tumors. The neoplastic 
cells in both neoplasias were positive for CD34, CD31 and 
vimentin, and negative for cytokeratin AE1/AE3, EMA, 
actin, desmin and S-100 protein (Fig. 4). 

The buttock and ovarian masses were similar from the 
histopathologic and immunohistochemical points of view. 

Discussion 

Ovaries are common sites for metastatic disease. Exten- 
sive information about spread of  carcinomas is available in 
the international literature. 1'4-7 However, there is relatively 
little information concerning the spread and frequency of 
metastatic sarcomas to this organ. Thus, there may be dif- 
ficulties in the diagnosis and treatment options for these 
patients. 

Very few series of sarcomas metastatic to the ovary had 
been published, one of the most important being the 
review by Young and Scully 3 in 1990, in which they 
describe 21 cases of metastatic sarcomas to the ovaries. It 
is noteworthy that the most common primary sites are 
genital organs, such as uterine corpus and cervix (11 of  
21 cases), 3 and the remainder comprises other organs 
such as the small intestine, stomach and bladder. In the 
mentioned series only one case was a large hemangiosar- 
coma probably originating from the heart, which was 
asymptomatic despite its large size, different from our 

Figure 4. There cells are CD31-positive (+400) 
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case  where the pat ient  w h o  compla ined  o f  abdomina l  

pain. Other  pr imary sites included bone and anter ior  

abdominal  wall.  

Survival  of  these pat ients  is poor, ranging f rom 10-12% 

at 5-years. 1°'16 This is basical ly  because the tumor  is 

inoperable  at the m o m e n t  of  diagnosis  as documen ted  

by Petru in his series o f  82 cases )  ° However ,  it is impor-  

tant to note that this series include only metastat ic  car- 

c inomas.  

Treatment  must  be focused on removing as much  tumor 

as possible, 11 recall ing the metastatic nature of  the disease 

and the poor prognosis involved.  

In conclusion, past oncologic  history of  any patient with 

abdominal  pain or abdominal  mass is the most  important  

clue for the diagnosis o f  a metastatic sarcoma to the ovary, 

even  though the event  is relat ively uncommon.  Establish- 

ing the diagnosis is easy, but diagnostic difficulties can be 

present occasionally due to the specific pathologic or clin- 

ical features. 
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