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Sweet’s syndrome: a cutaneous harbinger of ovarian
carcinoma
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Sweet's syndrome, or acute febrile neutrophilic dermatosis, is a condition characterized by fever, neutrophilia, erythematous
skin lesions, and a dermal infiltrate consisting predominantly of mature neutrophils on histology. Sweet's syndrome is a reactive
phenomenon and should be considered a cutaneous marker of systemic disease, including underlying malignancy. We present
a case of a 56-year-old woman who presented with vague abdominal symptoms and a tender, erythematous rash on her
extremities. Biopsy of her skin lesions revealed Sweet's syndrome. A work-up for malignancy eventually demonstrated a pelvic
mass and carcinomatosis, and a diagnosis of advanced-stage papillary serous ovarian carcinoma was subsequently made. In
postmenopausal women who present with Sweet's syndrome, a comprehensive evaluation for malignancy is indicated. In
women with a known diagnosis of cancer, Sweet's syndrome may manifest in the detection of persistent or recurrent disease.

Keywords: Cutaneous rash, Neutrophilia, Ovarian neoplasms, Paraneoplastic syndrome, Sweet’s syndrome

INTRODUCTION

Sweet's syndrome is a condition characterized by fever,
neutrophilia, tender, erythematous skin lesions, and a dermal
infiltrate consisting predominantly of mature neutrophils on
histologic analysis [1,2]. It is a reactive phenomenon and is
commonly a cutaneous marker of systemic disease. Initially
described by Dr. Robert Sweet in 1964, Sweet’s syndrome
has been associated with infection, pregnancy, autoimmune
diseases, drugs, vaccines, and malignancies [3]. Malignancy-
associated Sweet's syndrome (MASS) accounts for approxi-
mately 20% of cases and is observed most often in individuals
diagnosed with acute myelogenous leukemia. It may precede
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the initial diagnosis of a cancer and thus herald the presence
of malignancy or manifest in the detection of persistent or re-
current disease [3].

There are few cases in the literature describing MASS in asso-
ciation with gynecologic malignancies, and to our knowledge,
this only the second report of an association with ovarian car-
cinoma [4,5].

CASE REPORT

A 56-year-old female presented to her primary care physi-
cian with fevers, abdominal pain and tender, scarlet lesions on
her extremities. The skin lesions and fever, which developed
in the 4 weeks prior to presentation, preceded the abdominal
pain. The lesions were irregular, sharply-bordered coalescing
plagues that varied in size (Fig. 1). The patient was noted to be
anemic (hemoglobin, 8.3 mg/dL) and to have a neutrophilia
(polymorphonuclear leukocytes, >12,000/mm?’). Biopsy of her
skin lesions revealed a dense dermal infiltrate of neutrophils,
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Sweet's syndrome and cancer

Fig. 1. Lesions of Sweet’s syndrome at diagnosis. Characteristic
erythematous, coalescing skin lesions of Sweet’s syndrome on the
patient’s lower extremity.

confirming a diagnosis of Sweet’s syndrome. An elevated
serum creatinine (1.9 mg/dL) prompted an intravenous py-
elogram study which revealed severe right hydronephrosis
and hydroureter. She underwent a retrograde pyelogram and
cystoscopy with ureteral stent placement and was placed on
a one-week oral high-dose corticosteroid regimen. However,
she developed worsening abdominal symptoms and her der-
mal lesions persisted. A CT scan revealed a 7X4.4 cm right-
sided soft tissue pelvic mass causing right ureteral compres-
sion along with evidence of carcinomatosis and intrahepatic
lesions concerning for metastatic disease. A serum CA-125
was 764 units/mL. She was transferred to our institution for
continued care.

At the time of surgery through a midline, vertical abdominal
incision, an 8 X5 cm right ovarian mass was observed fixed
to the right ureter and ileocecal mesentery. Because of the
extensive tumoral involvement in the pelvis, a radical hyster-
ectomy, bilateral salpingo-oophorectomy, right hypogastric
artery ligation, partial resection of right pelvic ureter with
a neoureterocystotomy/psoas hitch and ureteral stenting,
ileocecal resection with functional end-to-end anastomosis
were indicated. Liver biopsies and an omentectomy were also
performed when it became clear that this was likely a primary
ovarian malignancy. The patient was optimally cytoreduced to
<1 cm residual disease and final pathology revealed a stage IV
poorly differentiated ovarian carcinoma (due to the liver me-
tastases).

Postoperatively, the patient did well. Her foley catheter was
removed 10 days after surgery (a retrograde cystogram re-
vealed no leaking). She was discharged home on postopera-
tive day 12 in good condition. Corticosteroids were briefly dis-
continued for 2 weeks to allow for healing from the surgery,
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Fig. 2. Lesions of Sweet’s syndrome after treatment. Resolution of
skin lesions after treatment with cytoreductive surgery and adjuvant
chemotherapy.

but restarted and continued for 4 additional weeks. High-dose
prednisone was prescribed and then tapered during the last
2 weeks of therapy. After treatment with six cycles of intrave-
nous carboplatin/paclitaxel, she has experienced a complete
response and her skin lesions have largely faded or disap-
peared (Fig. 2).

DISCUSSION

To our knowledge, this report of Sweet’s syndrome associat-
ed with ovarian carcinoma is only the second described in the
literature, the first reported in 1983, suggesting that ovarian
carcinoma is among the growing number of cancers in which
Sweet's syndrome may occur as a paraneoplastic process
[1,5]. After performing a PubMed search for associations of
this syndrome with other gynecologic malignancies using the
terms, Sweet’s syndrome, ovarian cancer, uterine cancer, cer-
vical cancer, fallopian tube cancer, and peritoneal cancer, we
identified only 1 case of ovarian cancer and 2 cases of cervical
cancer associated with Sweet's syndrome. In all cases Sweet’
s syndrome was the first sign of either a new gynecologic
malignancy or recurrence [4-7]. Although rare, it is critical that
gynecologists and gynecologic oncologists are aware of the
possible paraneoplastic and cutaneous manifestations of ma-
lignancy that may herald an underlying gynecologic cancer. In
this case, Sweet's syndrome developed as a presenting feature
of ovarian carcinoma, although it may precede the diagnosis
of malignancy by months.
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Twenty percent of all cases are MASS, and approximately
60% precede or occur as a presenting feature of malignancy
[8]. Although most commonly associated with blood cancers,
Sweet's syndrome also has been associated with several solid
tumors, most commonly carcinomas of the genitourinary or-
gans (37%), breast (23%), and gastrointestinal tract (17%) [1,8].
The pathogenesis of Sweet's syndrome may be multi-factorial
but still remains to be definitively established.

The gold standard treatment of Sweet’s syndrome is a
course of systemic corticosteroids [1]. In most cases, the skin
lesions resolve after steroid therapy, although as was the case
with our patient with MASS, eradication of the tumor by sur-
gical extirpation and/or adjuvant treatment may be required
for skin lesions to completely resolve. Moreover, recurrence
may follow either spontaneous remission or therapy-induced
clinical resolution. We shall perform serial surveillance for pro-
gressive or recurrent disease in our patient with clinical exam
of her skin for MASS lesions, pelvic exams, serum CA-125 and
serial imaging. It is possible that if the patient's MASS lesions
recur, they may herald the presence of recurrent cancer and
allow for earlier detection and initiation of second line therapy.
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