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Abstract

Introduction: Cutaneous metastasis is an uncommon manifestation that mostly occurs in patients with previous gastrointestinal
or gynecological malignancies. Local recurrence usually can be seen in surgical incisions. Dysgerminomas are rare ovarian tumors
that usually have local invasions, but metastases are infrequent. Here, we described a case of dysgerminoma and cutaneous metas-
tasis in the surgical incision.
Case Presentation: The patient was a 39-year-old woman previously known as ovarian dysgerminoma, who had undergone surgery
one year ago. Ultrasound examination a year after surgery showed a 35 × 33 millimeters hypoechoic solid tumor in the left ovary
and another 3 masses with similar echo pattern and vascularity were found in the surgical incision. Magnetic resonance imaging
(MRI) findings were compatible with cutaneous metastasis of pervious dysgerminoma. Pathologic evaluation and Immunohisto-
chemistry (IHC) confirmed dysgerminoma’s skin metastasis. She received chemotherapy due to the recurrence of malignancy.
Conclusions: Local recurrence and metastases (even in the skin) should be kept in mind and the clinician must examine the surgical
site skin in patients with a history of malignancy.
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1. Introduction

Recurrence in gastrointestinal and gynecological ma-

lignancies can be presented with cutaneous metastases

which usually occur in the incisional scars. The incidence

of cutaneous metastasis in internal malignancies has been

reported from 1 to 4.6% (1). The most common malignan-

cies which metastasize to the skin are breast and ovarian

tumors in women and lung and colon cancers in men (2).

In the case of laparoscopic surgeries, recurrence can be

found in the laparoscopic port scars. Port site metastases

are found in 1 to 2% of laparoscopic surgeries (3).

Cutaneous metastases may be the first presentation of

malignancy in rare cases (4, 5). Cell implants in surgical

scars also can be seen in non-invasive neoplasms such as

borderline ovarian tumors (6) or even benign lesions, eg,

endometriosis in 1% of cases (7). Direct implantation of tu-

mor cells is the most common mechanism in surgical scar

metastases (8).

In the differential diagnosis, muscle lymphoma, sar-

coma, and benign lesions like muscle hemangioma, in-

tramuscular ganglia, and myxoma must be considered.

Magnetic Resonance Imaging (MRI) could help distinguish

these, though pathologic specimens are essential for ulti-

mate diagnosis (9).

The most common ovarian tumor which metastasizes

to the skin is epithelial adenocarcinoma (serous, muci-

nous, and endometrioid) (10). Dysgerminoma is the most

common ovarian germ cell tumor that may have a lo-

cal invasion, lymphatic spread to pelvic lymph nodes, or

hematogenous metastases (11). However, cutaneous metas-

tases are relatively rare but they are of important clinical

significance.

Here, we presented a case of dysgerminoma and cuta-

neous metastasis in the surgical incisions.

2. Case presentation

The patient was a 39-year-old woman who had one

child. She presented with abdominal pain and ultrasound

examinations showed a large mass (160 × 150 mm) lateral

Copyright © 2021, Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0 International License
(http://creativecommons.org/licenses/by-nc/4.0/) which permits copy and redistribute the material just in noncommercial usages, provided the original work is properly
cited.

http://dx.doi.org/10.5812/ijcm.104715
https://crossmark.crossref.org/dialog/?doi=10.5812/ijcm.104715&domain=pdf
https://orcid.org/0000-0002-2287-0301
https://orcid.org/0000-0002-6022-2014
https://orcid.org/0000-0002-6192-5686


Uncorrected Proof

Seilanian Toosi F et al.

to the uterus. The radiologists suggested a huge peduncu-

lated leiomyoma of the uterus as a differential diagnosis.

The patient underwent surgery with a possible diag-

nosis of leiomyoma. A tumoral lesion originating from

the left ovary was observed. The abdominal cavity was ex-

plored and there was no obvious involvement, so the tu-

moral lesion and the left ovary were totally removed and

multiple biopsies of the left fallopian tube, right ovary,

omentum, posterior wall of the bladder, and mesocolon

were obtained which all were free of tumor. Pathologic

evaluation of the tumor revealed dysgerminoma of the

ovary.

Regarding the patient’s age, childbearing desire,

and lack of tumor spread to the other organs, fertility-

preserving surgery performed for the patient was enough

and the patient had not received postoperative chemother-

apy. Following up with tumor markers and imaging were

recommended. Three months after surgery, the laboratory

data revealed Alpha-fetoprotein of 0.99 IU/mL (normal

range: 0 - 2 IU/mL), Lactate dehydrogenase (LDH) 250 U/L

(normal range: up to 480 U/L), CA-125 4.51 U/mL (normal

range: up to 35), and Beta hCG < 2 IU/L (Negative).

6 months post-operative follow-up did not show recur-

rence and residual remnants. One year after surgery, the

ultrasound examination showed a 35 × 33 millimeters hy-

poechoic solid tumor in the left adnexa with internal vas-

cularity in Doppler examination. Also, another 3 masses

with similar echo pattern and vascularity were found in

the surgical incision. All other examinations were normal.

MRI was performed for further evaluation and the find-

ings were compatible with local recurrence and cutaneous

metastasis of pervious dysgerminoma (Figures 1-5).

Core Needle Biopsy of surgical scar lesion was per-

formed and the sections showed muscles and fibrocon-

nective tissues with malignant neoplastic cells which were

suggestive for metastatic lesions (Figure 6) and Immuno-

histochemistry (IHC) study for CK, SALL4, and HPL was rec-

ommended. The final diagnosis based on IHC findings was

surgical site metastasis of dysgerminoma. After that, the

patient received 4 courses of chemotherapy regimens con-

sisting of bleomycin, etoposide, and platinum (BEP).

3. Discussion

Ovarian neoplasms are categorized into 3 groups: ep-

ithelial, sex cord, and germ cells. Dysgerminoma is an

ovarian tumor consisting of primitive and undifferenti-

ated germ cells. Most of them are benign lesions and

only 3% are malignant (11). Although dysgerminoma is

a chemotherapy-sensitive ovarian tumor, in the case of

young women with early stages of dysgerminoma, unilat-

eral salpingo-oophorectomy is recommended as a treat-

ment of choice, particularly in the cases in which fertility

is important. But the relapse rate is about 10% to 20% (11,

12).

Ovarian cancers are often associated with metastasis.

They can occur with the direct spread of malignant cells

within the abdominal cavity or via lymphatic vessels (13).

Although pleura, liver, bone, lung, and lymph nodes are

common sites of distant metastasis, cutaneous metastases

are rare in ovarian malignancies (10). Nowadays the main

treatment for advanced stages of dysgerminoma, eg, dis-

ease with extra-ovarian spread, is post-operative adjuvant

chemotherapy with carboplatin or cisplatin in combina-

tion with etoposide and bleomycin (14).

Patients with skin metastasis are usually those who

did not receive postoperative chemotherapy or were resis-

tant to chemotherapy (8). Recently skin metastases preva-

lence is increased because of the patient’s survival im-

provements.

Cutaneous metastases have 2 subtypes: Umbilical

metastases -also known as Sister Joseph Nodules (SJNs) -

which are related to peritoneal metastases and indicate a

more advanced tumor; however it can be the first mani-

festation of the tumor in some patients (13) and the other

type is Non-SJN, which usually occurs in surgical sites and

the most common place is the abdominal wall (13, 15).

One of the prone places is surgical incision especially la-

paroscopic ports (13, 16). Tumor cells are extended by di-

rect implantation or via hematogenous pathways through

surgery or injury by taking advantage of wound healing

processes that precipitate tumor growth. Also, they can

spread to lymph node vicinities after lymphadenopathy

(8).

In this case presentation, we reported a rare case of

incisional skin metastasis in ovarian dysgerminoma. Our

patient had undergone unilateral oophorectomy with-

out receiving chemotherapy and scar incision recurrence

in our patient might be due to not taking the adjuvant

chemotherapy.

3.1. Conclusions

Despite the low risk of malignancy in dysgerminoma,

follow-up evaluation is of great importance particularly in

the cases who had not received chemotherapy. Local recur-

rence and metastases (even in the surgical site skin) are the
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Figure 1. T1W image of the pelvis shows an Isosignal mass in the left ovary (white arrow). Note the soft tissue lesions in the right and left rectus abdominis muscles with similar
signal intensity (black arrows).

Figure 2. T2W sagittal image of the pelvis shows an iso to high signal intensity mass in the left ovary (white arrow).
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Figure 3. Diffusion-weighted imaging (DWI) shows a restricted diffusion pattern in both left ovarian mass and rectus abdominis muscles masses (white arrows).

Figure 4. No signal suppression was found in both left ovarian mass and rectus abdominis muscles masses in T1 Fat suppression images (white arrows).
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Figure 5. Lesions show homogenous enhancement in post-contrast MR images (white arrows).

Figure 6. Sections show muscles and fibroconnective tissues with the invasive neoplastic lesion, composed of dispersed neoplastic cells by large atypical nuclei, nucleoli, and
small acidophil cytoplasm enveloped without differentiation with chronic inflammatory hyalinized stroma.

points to be considered. Therefore, the clinician must ex-

amine the site of surgery in patients with history of ma-

lignancy and MRI can be utilized in the characterization of

the skin lesions in these patients.
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