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ABSTRACT
Krukenberg tumor is metastatic ovarian malignancy from primary GIT or breast malignancy. Diffuse gastric carcinoma
(linitis plastica)  used to be the most common but lately there have been an increase in breast origin.23 year old female
presented with altered bowel habits and vague abdominal pain examination revealed pelvic mass, POD deposits &  a
small left supra clavicular node. Computed Tomography showed bilateral adnexal cystic lesion with free fluid & moderate
right pleural effusion. Biopsy of POD deposit revealed adenocarcinomatous deposit. Endoscopic evaluation ruled out GI
primary. Carbohydrate Antigen 125 was elevated during evaluation elevated 309 IU /ml. This case is reported for the rarity
of presentation of ca breast as krukenberg tumor.
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Case History

 23 year old unmarried female was referred 
to our hospital with altered bowel habits, 
abdominal distension & vague pain. 
Examination showed pelvic mass with pouch 
of Douglas deposit. Left supra clavicular node 
was enlarged. Computed Tomography (CT) 
abdomen showed two well defined cystic 
lesions in both adnexa measuring 8.4 x 5.5 
cm on right side & 5.3 x 2.9 cm on left side 
with internal septations, supplied by uterine & 

ovarian vessels . Ovaries could not be made 
out separately. Moderate ascites and bilateral 
moderate pleural effusion were made out. 

Biopsy from pelvic deposit revealed 
adenocarcinomatous deposit with the 
differential diagnosis of advanced primary 
epithelial malignant ovarian tumor & ovarian 
metastasis from primary elsewhere, further 
work up was done. Carbohydrate Antigen 
(CA) 125 was elevated 309 IU /ml. Alpha 
Feti Protein (AFP) and beta human chorionic 
gonadotrophin (HCG) were normal. Upper 
GI endoscopy showed a normal study. 
Colonoscopy showed normal rectum, sigmoid 
and descending colon, beyond which scope 
could not be passed due to abrupt angularity. 
During evaluation patient developed bilateral 
breast fullness which on examination showed 
lump both breast with skin edema and engorged 
veins. Biopsy from the lump was reported as 
we made the diagnosis of b/l Ca breast with 
krukenberg tumor deposit involving both the 
ovaries .the patient was started on palliative 
chemotherapy 
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Discussion
Krukenberg tumor is Metastatic neoplasm 
to the ovary consisting of mucin secreting 
signet ring cells; this accounts for 30-40% of 
metastatic cancers to ovary[1] and possibly 
1-2 % of all malignant ovarian tumors[2]. The 
stomach is the primary site in 70% of cases. The 
colon, appendix and breast (mainly invasive 
lobular carcinoma) are the next most common 
primary sites. A history of primary tumor can 
only be obtained IN 20-30% of the cases. The 
exact mechanism of metastasis of the tumor 
cells is debatable. It was thought that spread 
was through direct seeding (transcoelomic 
) across the abdominal cavity. But recently, 
some researchers suggested that lymphatic or 
hematogenous spread is more likely as most 
of these tumors are found inside the ovaries 
[3-4]. Tumor cells are found within the 
ovary and are not growing inwards. Women 
in the fifth decade of their lives present with 
abdominal pain , distension and non specific 
GI symptoms[5-6]. Virilization can occur 
resulting from ovarian stromal hormone 
production .ascites is present in 50% of cases. 
Imaging with CT and CA125 guide in the 
diagnosis. Both ovaries are involved in >80% 
of cases. Capsular surface of the ovaries are 
typically smooth free of adhesions or peritoneal 
deposits. (Other metastatic tumors to ovary 
tend to be associated with surface implants.)

Prognosis is poor: 5-10% 5-year survival 
rates.Most patients die within 2 years (median 
survival, 14 months). Prognosis is poor when the 
primary tumor is identified after the metastasis 
to the ovary is discovered[7-9] .Prognosis 
becomes worse if the primary tumor remains 
covert. There is no established treatment for 
Krukenberg tumors [7-8] . Chemotherapy 
or radiotherapy has no significant effect on 
prognosis of patients with Krukenberg tumors 
[10]. Prophylatic treatment by bilateral 
oophorectomy at time of operation of the 
primary tumor has been considered by some 

authorities but this requires further study and 
evaluation. 

Conclusion

Bilateral metastatic ovarian tumor from 
bilateral ca breast in young female is a rare 
entity. Ca breast presenting as krukenberg 
tumor carries poor prognosis. Careful 
evaluation of breast and GIT in young females 
presenting with ovarian malignancy with 
adeno carcinomatous deposit is essential before 
diagnosing primary ovarian malignancy since 
primary epithelial ovarian malignancy is 
uncommon in young females.
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