Letters to the Editor

Extensive inflammatory skin
metastasis from ovarian
carcinoma: Carcinoma
erysipeloides

mass lesions in the peritoneum, focal urinary bladder
wall thickening and involvement of the liver, spleen
and kidney. In view of these findings, the patient was
again started on the same regimen of chemotherapy.

Sir,
We report a patient of advanced ovarian carcinoma with
the unusual manifestation of widespread cutaneous
metastases in the form of multiple erythematous
macules and nodules.
A 50-year-old woman who had ovarian serous
cystadenocarcinoma with widespread internal
metastases, presented to us with a 3-week history
of erythematous macules and painful nodules
over her trunk associated with fever, dyspnea and
abdominal pain. Skin lesions had first appeared on
the abdomen and gradually involved both the breasts.
At presentation, she had multiple well- to ill-defined
erythematous macules of variable size over the
abdomen and chest extending up to the lateral aspect
of the breasts with skip areas in between [Figure 1].
There were multiple, erythematous to dusky red, firm,
tender, papules and nodules of variable sizes which
were more concentrated around her umbilicus at the
site of previous surgery and on the right side of her
chest and abdomen. There were a few translucent
tiny vesicles on the flank. There was a firm nodule
of size 3 × 2 cm in the right breast. She also had
significant supraclavicular, axillary and inguinal
lymphadenopathy.
She had undergone hysterectomy 4 years earlier
for abnormal uterine bleeding and 6 months later,
developed abdominal pain and distension. At that
time, ultrasonography showed a complex multilocular
cystic pelvic mass with moderate ascites and CA-125
was raised (194.2 U/ml). She underwent bilateral
salpingo-oophorectomy and a final diagnosis of serous
cystadenocarcinoma of the left ovary, stage Ic was made.
With 6 cycles of paclitaxel and cisplatin, her CA-125
level decreased to 17.4 U/ml. Six months following
her last cycle, her CA-125 level again rose to 73.4 U/
ml and computed tomography (CT) of the chest showed
calcified metastatic lesions in the upper and lower
lobes of the right lung with mild right pleural effusion.
Computed tomography of the abdomen showed
multiple heterogeneously enhancing soft tissue density

Figure 1: Extensive erythematous macules with multiple papules
and nodules over chest, breast, and abdomen
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Figure 2: (a) Sheets and small clusters of malignant cells and
glandular pattern in dermis [H and E, ×100] and (b) dense
infiltration of malignant cells [H and E, ×400]
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Figure 3: (a) Tumor cell deposition in dermal lymphatics with mild
perivascular lymphocytic infiltrate. [H and E, ×100] and (b) cluster
of tumor cells within dilated lymphatic [H and E, ×400]
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In view of her ovarian carcinoma, the possibility
of nodular cutaneous metastases with carcinoma
erysipeloides was considered for her skin lesions
and a punch biopsy was taken from a firm papule as
well as an erythematous macule. Histopathology
of the papule showed sheets and small clusters of
malignant epithelial cells, with glandular pattern at
places in the dermis, suggestive of adenocarcinoma
of ovary [Figure 2a and b]. The erythematous macule
showed clusters of malignant cells within dilated
dermal lymphatics [Figure 3a and b] consistent with
carcinoma erysipeloides. Fine-needle aspiration
cytology (FNAC) of the right breast nodule and
supraclavicular lymph node showed clusters of
atypical cells consistent with epithelial malignancy.
Ovarian carcinoma has a rapid progression, but
cutaneous involvement is quite rare at presentation and
also during the course of the disease.[1] Krathen et al.,
in a meta-analysis of 689 patients with cutaneous
metastases, showed that only 3.8% of them were of
ovarian origin.[2]
Cutaneous metastases in ovarian carcinoma can be
explained by: direct invasion from the underlying
growth, contiguous extension of the tumor cells through
lymphatics and accidental implantation of the tumor
cells during surgical procedures. They can present
as small nodules, erythematous lesions resembing
erysipelas (also known as carcinoma erysipeloides),
and cicatricial plaques. Most commonly, cutaneous
involvement is limited to the abdominal skin and
generally manifests as nodules near scars from previous
malignancy-related surgeries.[3] Our case had two types
of skin lesions: first, erythematous to dusky red papules
and nodules, both at the site of surgical procedure,
indicating accidental implantation of malignant cells,
as well as distantly distributed over whole abdomen
and breasts; second, multiple erythematous macules
over the breast and upper abdomen.
Carcinoma erysipeloides, also known as inflammatory
carcinoma, results from inflammation around
superficial dermal lymphatics due to metastasis of
malignant cells.[4] It usually manifests as erythematous
patches or plaques that clinically resemble erysipelas
and the resulting inflammation due to occlusion of
dermal lymphatics may cause local edema, warmth,
and tenderness.[5] Our patient had translucent vesicles
overlying the erythematous macules at places,
indicating involvement of dermal lymphatics.
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It has been suggested that carcinoma erysipeloides
is associated more commonly with cancers that
metastasize via lymphatic spread and breast
carcinoma is the most common neoplasm to incite
it.[6] We were able to find only 10 previously reported
cases of carcinoma erysipeloides of ovarian origin.[7-11]
As in our patient, the most frequent histologic variant
of ovarian cancer metastatic to the breast is serous
adenocarcinoma. In addition, our case also had a firm
nodule of 3 × 2 cm size in the right breast, which is
also quite unusual with ovarian cancer, representing
6.8% of all cancers metastatic to the breast.[11]
Cutaneous metastases from ovarian or other gynecological
malignancies are suggestive of advanced disease with
widespread intraperitoneal involvement and invariably
carry a bad prognosis.[1] Most of the time, treatments such
as chemotherapy, radiotherapy or surgery are ineffective
in patients with such advanced disease.
We suggest that whenever patients with ovarian
carcinoma present with skin lesions resembling
erysipelas or cellulitis over the abdomen, chest, or
thighs, dermatologists or physicians should consider
the possibility of carcinoma erysipeloides.
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The effects of normobaric
oxygen therapy on patients with
periorbital darkening: An open,
uncontrolled trial
Sir,
Periorbital darkening is a condition with a
complex etiology, including dermal melanosis,
post-inflammatory hemodynamic congestion and skin
laxity. Therefore a combination treatment approach has
been suggested.[1] We found no previous reports of the
use of oxygen in the treatment of periorbital darkening.
Thirty-five patients complaining of periorbital darkening,
attending the dermatology outpatient clinic at
Kasr Al ainy hospital, Cairo University, were included in
this study. The study was approved by the institutional
dermatology research ethical committee. Detailed
personal and medical history of patients was obtained.
Before treatment, patients were graded clinically
for pigmentation as mild, moderate and severe,
for presence or absence of textural changes and
dermoscopically for the different dermoscopic
patterns of pigmentation, and presence or absence of
erythema and telangiectasia. Details of the clinical,

demographic and dermoscopic manifestations of
periorbital darkening have been previously described
and serve as ‘pretreatment’.[2]
Oxygen was administered via a nasal cannula at a rate
of 1 litre/min, for 1 hour twice weekly for 3 weeks.
Multiple clinical and dermoscopic photographs of the
periorbital area were obtained before and after therapy.
Following treatment, evaluation of the pre- and
post-treatment clinical and dermoscopic photographs
of patients was made by two independent observers.
Clinical improvement including color lightening
and/or reduction in the size of the affected area were
assessed using a per patient relative improvement
score that was graded such that a difference of 0 was
recorded as no change, up to 25% as fair, >25–50% as
good, >50–75% as very good and >75% as excellent.
Dermoscopic evaluation included change in erythema
and/or telangiectasia (when present) using the following
grading system: decreased, increased and no change.
A final evaluation of the periorbital area was performed
by three independent evaluators (one additional
evaluator was external to the study), and an average
overall improvement score was obtained. Interevaluator agreement was assessed using kappa test for
agreement which ranged between a minimum of 0 and
a maximum of 1. A final score (an average of the three
evaluators’ assessment) was computed. Patients were
subdivided into three groups accordingly:
•
Group A: No change
•
Group B: Improvement up to 50%
•
Group C: Improvement more than 50%.
The major clinical changes following treatment included
lightening of the color and/or reduction in the size of the
darkened area [Figure 1a and b] and decrease in intensity
of pigmentation and erythema and/or telangiectasia on
dermoscopy [Figure 2a and b] [Table 1]. An average
score of improvement (1.7) for all patients, compared to
baseline 0.1 (approximately 0) was statistically significant
(P= < 0.001). According to this score, 6 (17.1%) patients
showed no change (group A); 19 (54.3%) patients showed
up to 50% improvement (group B); and 10 (28.6%)
patients showed >50% improvement (group C).
Interestingly, all six patients with skin phototype III
showed improvement; marked in four and moderate
in two. We may therefore presume that periorbital
darkening in fair skinned individuals is more favorably
responsive to oxygen therapy.
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