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Surgical management of a solitary metastatic ovarian
adenocarcinoma with colonic origin presenting as gigantic

bilateral ovarian masses
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Metastatic ovarian tumors with a gastrointestinal origin have always been a
challenge in surgery; in many cases, the primary tumor is diagnosed after the
metastasis. This case was presented with bilateral abdominal masses, which were

adenocarcinomas originating from gastrointestinal tract. Following colonoscopy

[ran and finding a mass, total colectomy was performed.
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1 | INTRODUCTION

Ovarian cancer is the leading gynecological malignancy-
related death."” Ovarian cancers consist of at least five
histopathological categories, and each type has its charac-
teristic identifiable risk factors and origins.*> While most
of these cancers are primary in origin, some types, such as
Krukenberg tumors, are secondary metastasis from the GI

colorectal cancer, gynecological malignancy, Krukenberg tumors, metastasis, ovarian cancer

tract." These cases are often accompanied by peritoneal or
liver metastasis. Still, rare cases of ovarian masses without
systemic metastasis are also reported, and surgery is consid-
ered an option for these cases. These cases are considered
“solitary ovarian metastatic tumors.” The appropriate and
exact approach has not yet been defined in guidelines for
these patients since these cases have a poor prognosis, and
systemic metastasis is present in many of these patients.
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Our case is a 26-year-old woman who was first pre-
sented with abdominal distention and palpable mass,
which turned out to be ovarian adenocarcinoma originat-
ing from the colon after surgical intervention.

2 | CASE PRESENTATION

The case was a 26-year-old nulliparous woman who was
first presented with bilateral abdominal mass palpation
and distention. She stated that she had experienced no
weight loss or rectal or vaginal bleeding. Her menstrual
periods were also regular without any menorrhagia.
Upon physical examination, bilateral mass was palpated,
but no there were no signs of guarding, tenderness,
or rebound tenderness. Hence, the patient underwent
ultrasonographic imaging, which showed two huge solid
cystic masses in the left and right adnexa. A CT scan was
also obtained, which showed cystic masses (Rt: 136%116,
Lt: 116*108) in the right and left ovary with no seedings or
ascites (Figures 1 and 2). This unusual presentation was
unusual in primary ovarian tumors; therefore, a metastasis
origin was suspected. The patient underwent a needle
biopsy of the right ovary, and an immunohistochemistry
evaluation revealed extra-ovarian source (CK20 and CDX2
expression; Figure 3). After that, the patient underwent
colonoscopy and upper endoscopy that showed a
circumferential ulcerated mass in the sigmoid, according
to the pathology results; the patient underwent total
colectomy, total abdominal hysterectomy, and bilateral
salpingo-oophorectomy. During the surgery, after the

FIGURE 1 Pelvic CT scan showcasing bilateral ovarian mass

masses were removed, the entire abdominal cavity was
explored for seeding and other sites were inconclusive
metastatic. The patient showed cancer involvement in
two organs, so we also ruled out lynch syndrome with
microsatellite instability testing and THC results.

3 | DISCUSSION

Our case was a young woman who was first presented
with asymptomatic bilateral ovarian masses until they
grew in size and caused distention.

Metastatic ovarian cancers are not very common, and
4.7% of ovarian cancers are metastatic."”” Accordingly, it
has been estimated that over half of them stem from gas-
trointestinal tract.” It is of utmost importance to distin-
guish the origin of cancer as the evaluative workup and
treatment plans can substantially differ. Since the mor-
phologic features and IHC profiles of each distinct type
of carcinoma are non-specific and overlapping, other fea-
tures such as surface involvement, presence of signet ring,
and nodular involvement are used to distinguish these
pathologies.>>®?

Colorectal carcinomas are the third most prevalent
cancer in the United States, and while many cases are as-
ymptomatic, screening tests such as a workup for iron de-
ficiency anemia or rectal bleeding could help detect these
cancers at early stages; meanwhile, these cancers can also
cause abdominal pain or intestinal obstruction or perfora-
tion.>>!° Our case stated that she only felt a palpable mass
in both ovaries, and she had no gastrointestinal-related
symptoms. Colorectal carcinomas are classified into two
categories of non-polypoid and intramucosal polypoid
growth. The overall prevalence of invasion in colorectal
carcinoma is lower than in gastric carcinomas, and it is
more prevalent in non-polypoid types as the gross mor-
phology is suggestive of deeper infiltration of tumors.***°
Interestingly, our case showed solitary metastasis of ade-
nocarcinoma in ovaries; no other organ was involved. This
rare presentation and the lack of GI-related symptoms led
to the fact that cancer could only be identified using his-
topathology and IHC. The current consensus states that
preoperative staging can significantly help in planning.
Cases such as this indicate that a thorough investigation
using MRI and CT scan could help in staging the disease;
furthermore, certain tumor markers such as CA19-9,
CEA, and particularly CA242 could provide a more spe-
cific diagnosis and staging.>”®'"** The current consensus
in regard to surgical intervention indicates Hemi to total
colectomy in respect to the level of involvement.®!!3"13

Concurrent colorectal carcinoma and ovarian cancer
suggest Lynch syndrome, which can affect other organs
such as the urinary tract, skin, and brain. This syndrome is
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FIGURE 2 Bilateral ovarian masses
and uterus after TAH-BSO

FIGURE 3 Microscopic examination of hematoxylin and eosin slides show (A) large and irregular glandular structures with
intraluminal dirty necrosis (stars) (100x), (B) stratified columnar epithelial lining with atypical vesicular nuclei and occasional goblet cells
(arrows) (400x). IHC study shows (C) negative result for CK7, (D and E) positive reaction with CK20, and CDX2, (F) negative result with
PAXS, ER, PR and (G) intact nuclear expression of MLH1, PMS2, MSH2, and MSH6

diagnosed using molecular genetic identification of patho-
genic MLH1, MSH2, MSH6, PMS2 genes, or EPCAM de-
letion. The workup, in this case, ruled this cancer out by
microsatellite instability testing and IHC results.>!*'*
Morphologic and histopathologic features of the tumor
in this case and bilateral ovarian involvement are charac-
teristic of extra-ovarian metastatic carcinoma, especially
colorectal origin. However, primary ovarian mucinous
and endometrioid carcinomas may exhibit similar mor-
phologic findings. IHC study results showed positive re-
action with CK20 and CDX2 and negative staining with
CK7, PAXS, ER, and PR confirmed the colorectal origin

of metastatic carcinoma. Although the presence of dirty
necrosis decreases the possibility of MSI-H,® due to the
young age of the patient, IHC study for mismatch repair
proteins was done. All of them show a regular pattern of
expression, representing the low probability of MSI-H or
lynch syndrome. Extra GI tumor could represent meta-
static colorectal cancer, and it is essential to identify the
origin of carcinomas. Meanwhile, lynch syndrome, which
presents itself with similar symptoms, needs to be ruled
out using THC and MSI. It is also essential to explore the
abdominal cavity meticulously to rule out any form of
seeding.
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