Available Online at http://www.recentscientific.com

I nternational Journal
of Recent Scientific

International Journal of Recent Scientific Research Research
Vol. 6, Issue, 4, pp.3565-3566, April, 2015
| SSN: 0976-3031
RESEARCH ARTICLE
A CASE REPORT UNUSUAL RECTAL GROWTH AS METASTATIC OVARIAN
MALIGNANCY

Das KC, Sumeet David, Sanatan Behera, Sana Grace and Shilpa Sunny

Department of Gastroenterology and Hepatology , Christian Medical College and Hospital Ludhiana,
Punjab, India 141008

ARTICLE INFO ABSTRACT

Article History:

Received 14", March, 2015
Received in revised form 23",
March, 2015

Accepted 13", April, 2015
Published online 28",

April, 2015

Key words:

Rectal polypoidal growth,
Metastasized ovarian
malignancy, post OP.

Copyright © Das KC et al, This is an open-access article distributed under the terms of the Creative Commons Attribution License, which
permits unrestricted use, distribution and reproduction in any medium, provided the original work is properly cited.

INTRODUCTION
Background

Ovarian cancer is the fifth most common of al
women’scancers. The life-time risk of ovarian cancer is 1.4%
(1). Patients with Lynch 2 syndrome have a familial
predispositionto ovarian, endometrial and colon cancer. The
risk of ovarian cancer also increases in women with a family
history of ovarian or breast cancer. Most patients have local or
systemic metastases at the time of diagnosis (1, 2). Ovarian
cancer most commonly spreads transperitoneally to the
neighboring organs, such as the rectum, the sigmoid colon and
the urinary bladder. In addition to direct and peritoneal
invasion, lymphatic and haematogenous dissemination are also
common. The most common sites of visceral metastases are the
liver and the lungs, whereas the most frequent sites of lymph
node involvement are intra-abdominal and para-aortic lymph
nodes. Supra diaphragmatic lymph node involvement is very
rare (3, 4). In the literature, few cases of axillary lymph node
involvement from ovarian cancer have been reported (5, 6). In
this study, we report primary ovarian adenocarcinoma
metastasized rectum as polypoidal growth mimicking rectal
carcinoma.

Case presentation

A 54 year-old woman from Himachal Pradesh presented to us
with a chief complaints of large bowel diarrhea for last 5-6
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months and  She has unintentionally lost 5-6kg over this
period. Her previous treatment was for abdominal
hysterectomy with bilateral sal pingo-oophorectomy for bleeding
fibroid uterus 10 years ago. On physical examination, there was
only a nodular mass per rectum, other findings were
unremarkable. Mammography and ultrasonography were
normal. She underwent colonoscopy(Fig-1) which revealed an
ulcerative polypoidal growth on the right wall rectum 5cm
from anal verge, Rest part of study till caecum was normal.

Fig-1 Metastatic adenocarcinomaof Ovary in the Rectum

Biopsy of the rectam mass showed(fig-2) poorly differentiated
metastatic adenocarcinoma? Origin from. Immuno his to
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chemistry was done and CK7,WT-1,CA125 and ER were
positive, suggestive of carcinoma ovary metastases to
rectum,Computed tomography of the thorax was normal,
except for an enlarged para aortic lymph node and a mass and
thickening at the right lateral wall of rectum. Blood
investigation were within normal limit.

Fig2 Histology of adenocarcinoma rectum primary from Ovary.

DISCUSSION

Ovarian cancer is a mgjor cause of cancer deaths in women,
usually presenting with diffuse abdominal dissemination(2,4,5).
Even though abdomina lymph node metastases are common,
axillary lymph nodes are rarely involved in ovarian cancer (1,
5-8). D VORETSKY et al. found a high frequency of
metastatic lesions in an autopsyseries of 100 patients treated for
ovarian cancer (9).The most common metastatic sites of
ovarian cancerare abdominal (47%), para-aortic (38%),
mediastinal (29%), and pelvic (17%) lymph nodes. However,
supraclavicular(4%) and inguinal  (3%) lymph nodes are
occasiondly involved (3, 4). Early stage ovarian cancer is
usually asymptomatic, whereas the intraperitoneal spread of
disease produces symptoms such as abdominalpain, anorexia,
distention of the abdomen and ileus. Parenchymal metastases
were detected at a frequency less than 5% at the time of
diagnosis(7,8). The most common metastatic sites of visceral
involvement are liver (45%), lung (39%), pancreas (21%),
spleen (15%), bone (11%), kidney (10%) and brain (6%) (9).
The incidence of positive para-aortic lymph nodes was found to
be 42% and (67%) in patients with stage 11 and 1V disease,
respectively (3).

This metastatic lesion in this case was detected incidentally by
colonoscopy 10 years after the patient had undergone bilateral
—salpingo — oophorectomy for adenexal mass where biopsy was
not conclusive.

In our case, probable some residual ovarian tissue was retained
during the past abdomina operation, now turned into
maligmancy and metastasized to rectum , however neither
clinicaly or radiologically visible lesion was noted in the in
the region of ovary bilaterally.

How to citethis article:

CONCLUSION

Distant metastasis to sites other than lymph nodes of serous
ovarian tumor is rare. The metastatic lesion in this case was
detected incidentally by colonoscopy 10 years after the patient
had undergone bilateral -salpingo — oophorectomy for
adenexal mass where biopsy was not conclusive. The
metastatic lesion is usualy responded well to treatment with
ora Arimidex. This case showed that rectum should be
considered as one of rare distant metastatic sites of a serous
ovarian tumor and large bowel diarrhea may be due to rectal
mucosal irritation.

Acknowledgements

I would like to extend my thanks to my team doctors for their
efforts during our course of managing the patient.

Reference

1. Berek J. S, Hacker N. F. Practical Gynaecologic
Oncology, Baltimore, Williams & Wilkins, 1994.

2. BJURSTAM N. The radiographic appearance of normal
and metastatic axillary lymph nodes. Recent Results
Cancer Res, 1984, 90: 49-54.

3. CHENS. S, LEE L. Incidence of para-aortic and pelvic
lymph node metastases in epithelial carcinoma of the
ovary. Gynaecol Oncol, 1983, 16 (1): 95-100.

4, Dvoretsky p. M., richards k. A., angel c., rabinowitz |.,
stoler m. H., Beecham J. B., Bonfiglio T. A.
Distribution of disease at autopsy in 100 women with
ovarian cancer. Hum Pathol,

5. Iglehart J. D. The breast. In: SABISTON D. C. (ed.).
Textbook of Surgery. Philadelphia, Saunders, 1991:
529.

6. Jema a, Thomas a,murray t., Thun m. Cancer
statistics, 2002. CA Cancer J Clin, 2002, 52 (1) : 23-47.

7. Orris B. G.,, Geider J. P, Geiser H. E. Ovarian
carcinoma metastatic to bilateral axillary lymph nodes.
A case report. Eur J Gynaecol Oncol, 1999, 20 (3): 189-
90.

8. TrimbleE. L., KarlanB. Y., Lagasse L. D., Hoskins W.
J.Diagnosing the correct ovarian cancer syndrome.
ObstetGynaecol, 1991, 78 (6): 1023-6.

9. Washr., Kornguth P. J., soo m. S, Bentley R., Delong
D. M. Axillary lymph nodes : mammographic,
pathologic and clinical correlation. AJR, 1997, 168 (1):
33-38.

Das KC et al., Study Of Thyroid Dys Function In Metabolic Syndrome In Tamilnadu. International Journal of Recent

Scientific Research Vol. 6, Issue, 4, pp.3565-3566, April, 2015

kkkkkkk

3566 |Page



