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Cervical and Ovarian Cancer with Different Histological Patterns:

A Case Report
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ABSTRACT

A case with dusl primary cancer ocourring in both ovaries and cervix ‘with different histological features is
reported here, In November 2009, a 50-year-old lady presented with lower abdominal paln and dyspareunia
for 5 years, foul smelling vaginal discharge for 1 year and difficulty in micturition and constipation for 2
months. On clinical examination and investigation she was found to have a moderately differentizted
squamous cell carcinoma (stage 111 A) of the cervix, while histopathologlcal diagnosis of biopsy material
taken from the lump during cytoreducton after laparotomy showed papillary serous cystadenocarcinoma of
ovary grade Il. But our clinical diagnosis was stage 1A of ovarian malignancy, She was treated with
chemotherapy followed by radiotherapy. We presented this case and compared and contrasted with similar

cases reported by other investigators.
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INTRODUCTION

Simultaneous or metachronous occurrence of
multiple primary cancers In the upper genital
tract Is well recognized®~ and metastases to the
female genital tract occur frequently, the ovary
being the most common site,” Simultaneous
carcinomas of the uterine corpus and ovary,
usually detected as synchronous and less
commonly as metachronous tumaors, occur In 15
te 20% of ovarian tumers and in approximately
5% of uterine tumors (endometrioid type in the
majority of cases).”

Uterus may be invalved either by direct
extension (tubal, ovarian, paritoneal or cervical
carcinoma} or by metastatic carcinoma,
Extragenital carcinomas that frequently involve
the uterus indude breast, stomach and colon,
with cervix being more commaonly involved than
the uterine corpus.” Secondary involvement of
vulva and vagina occurs from primary tumors in
other pelvic sites (cervix, endometrium),? uterine

Authors' Infeormation:

chorlocarcinema, colon and rectum, owvary,
urinary bladder or urethra, Metastases to the
ovary account for 6-17% of ovarian cancers,’
originating in colorectum, breast, stomach,
cervix, pancreas, appendix, biliary tract , lung,
and skin.®

Correct diagnosis as separate [ndependent
primary tumors or as primary tumor associakted
with its metastasis, and identification of the site
of origin In secondary tumors has Important
prognostic Implications and is necessary for
appropriate staging and planning treatment. The
diagnesis and staging mainly relies  on
assessment of conventional histopathologic
examination.® The present case study is one such
case which presented us with a diagnostic riddle,

Case report:

A middle=aged (50 years) woman admitted in the
Gynae ward of Shaheed Surwardy Medical
College Hospital on November 2009 with the
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cemplaints of lower abdominal pain and
dyspareunia for 5 years, foul smelling vaginal
discharge for 1 vear and difficulty In micturition
and constipation for last 2 months, She was
found mildly anaemic with average body=build.
The abdomen was distended and mildly tender on
superficial palpation while shifting dullness was
evident on deep palpation. On pervaginal and
perspeculum examination, cervix seemed to be
broad and hypartrophied with an ulcerative lesion
in the posterior lip of the cervix which bleeds on
touch, Uterus seems to be normal in size but
mability restricted. An irregular lump was falt
through both the fornices. Similar findings were

FIGURE 1 : Showing Solid Angry Looking Owarian Tumowr

obtained on per-rectal examination with free
rectal mucosa. Laboratory investigation revealed
moderate anaemia (haemoglobin 9.6 g/dl), raised
ESR (73 mm in 1% hour) and reised 5. CA-125
(135 U/L), Ultrasound of whaole abdamen showed
both ovaries (each about 10 cm in size) with
multiple cystic lesion, the largest one being 6 om
in the right ovary. Pouch of Douglas was clear
with moderate amount of free fuid present in the
peritaneal cavity, Endometrial curettage was done
which  reveled  proliferative  phase  of
endometrium. Cervical biopsy showed moderately
differentiated squamous cell carcinoma (grade—
11}, On the basis of these findings, the case was
provisionally diagnosed as carcinoma of cervix
stage IT A with ovarian tumour

Laparetemy and peroperative findings:

Laparotormy was done followed by bilateral
ovarictomy, Percperative finding demonstrated
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huge, straw coloured ascetic fluid, There was
bilateral, solid, angry looking avarian tumour of
about 10 B cm (Fig: 1). The tumours were
adherent to the gut and adjacent structures with
strong band which was resected, Bladder was
plastered with uterus and hysterectomy was too
difficult te perform, After adhesiolysis bilateral
ovaristomy (Fig. 2) was done but the tumour
could not be resected totally due to its extensive
adhesion with gut, Cytoreduction was done as far
as practicable. Seedlings were also ohserved in
the [nferior surface of liver and paristal
perntoneum,

Cenclusive diagnosis and definitive treatment;

Histopathelogical examination of blopsy material
taken from the cervical lesion revealed a
moderately differentiated squamous cell
carcinoma (stage=II A), while histopathological
diagnosis of biopsy material of endemetrium did
not  reveal any evidence of mallgnancy.
Histopathology report of biopsy material taken
fram lump showed papillary SEMQUS

cystadenoccarcinoma of ovary grade II. The case
was referred to an Oncologist who prescribed a
course of chemotherapy, Paclitaxel and

FIGURE 1 ; Showing Adheilalyiis ahd Bilateral Ovariotomy,

Carboplatin every 21 days for & cycles and
suggested that further cytoreduction could be
done after improvement. The patient was
admitiad in the hospital and to receive the course
of chemotherapy and symptomatic management
till writing this report,
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DISCUSSION

Simultaneous occurrence of primary tumaors in
the ovary and cervix In the present study should
not be surprising. Synchronous endometrial and
avarian cancers are the most freguent
simultanecusly occurring genital malignancies, as
the surface epithelium of the ovary has the same
emoryogenic derivation as the Mullerian duct8
and therefore, in adults, a given carcinogenic
stimulus may produce similar epithelial
proliferations in both structures.? Synchronous
and metachronous endometrial and ovarian
cancers may be part of familial (hereditary)
agaregation of cancers, like mismatch repair
genes anomalies, known as Hereditary Non-
polyposis colon cancer (HNPCC) and Muir Torre
Syndrome and BRCA1 (full meaning) gene
mutations resulting in BRCA1l Syndrome.?.19
Owvarian tumors may also spread to the
contralateral ovary or even te the cervix and
cervical tumors may metastasize to the ovary, 1!

Cancers developing concomitantly in these
locations are frequently misdiagnosed as
metastatic tumors.! However, the overall survival
of these patients suggests multifocal rather than
metastatic disease, because most of these
patients survive without recurrence, a finding
compatible with stage I endometrial and ovarian
carcinormas, >1L12 about a third of the cases (14-
29%) being indepandent tumars simultaneously
invalving both sites. 13,14

Independent primary tumors of low histologic
grade, usually of endometricid type, and with
involvemnent limited to the endometrium and
ovary, are associated with favorable outcome,
without additional treatment,l’ Frequenty the
ovarian cancer is discovered as an incidental
finding and diagnosed at an earlier stage bacause
of the symptomatic endometrial tumor. In
contrast, tumers that are metastatic from the
uterus to ovary, or from the ovary to uterus,
usually carry a poor prognosis and reguire
adjuvant therapy. Occasionally ovarian and
uterine turmors are similar but of ether cel] types,
and rarely the histologic type of tumor is
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different in the two organs.* Grade? endomaetrioid
carcinoma and malionant mesodermal mixed
tumors are generally primary In one argan and
metastatic to the ather when detected.’®

Conventional macroscopic and microscopic
parameters In simultaneous Uterine and ovarian
endoametriold adenocarcinomas are, Lo date, the
most  practical criteria  for  distinguishing
independent primary tumers from a primary
tumor with metastasis. The conventionzl
clinicopathologic parameters include the
following®-%17 stage, tumor size, histologic type,
tumor grade, lymphovascular invasion, fallopian
tube involverment, myometrial invasion, unilateral
ar bilateral ovarian tumaor, pattern of ovarian
involvement (multinodular growth or owvarian
surface Implanks), presence or absence of
coexistent leslons (ovarian endometricsis or a
pre=existing adenofibromatous component in the
gvarian tumor or atypical endometrial
hyperplasia), and follow=up. Generally, In cases
of primary carcinomas in an crgan associated
with metastasis in the other organ, the primary
neoplasm is identified by its larger size or more
advanced stage, keeping in mind that metastasis
from the endometrium to the ovary occurs more
often than the reverse,

Rarely, owvarian spread from an endometrial
carcinema with sgquamous differentiation takes
the farm of deposits of keratin or degenerated
mature sgquamous cells associated with a foreign
body glant cell response on the ovarlan serosal
surface, If no viable=appearing tumor cells can
be dentified in these deposits, this finding does
not appear to worsen the prognosis even when
the granulomas are also feund elsewhere on the
peritoneum,tt Isolated histologic features can be
misleading, as the depth of myometrial invasion,
as some cases with a minimally Invasive, or even
non=lnvasive, primary endometrial carcinoma
may spread to the ovary but the absence of
Ivmphovascular Invasion In the myometrium
cuggests the extra-uterine tumor dissemination
to the ovary by retregrade transtubal migrationg,
Consequently, at least two histelogic criteria
need to be associated,!2

(63
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As many as 29% of patients with endometriaid
ovarian adenocarcinomas will have associated
endometrial cancer.® Frequently in practice,
primary avarian endometrinid carcinomas
metastatic to the endometrium may show direct
extension of a high grade ovarian tumar to the
serosal aspect of the uterus, with prominent
myometrial invasion in the outer half of the
myoametrial wall and less often, anterograde
tubal migration may result in tumor implantation
in the endometrium.

CONCLUSION

We cannot make any condusive comment with a
single case, particularly when the treatment of
the case has not been completed. However,
overall survival of patients with simultaneous
primary cancers of the owvary and uterus
suggests multifocal rather than metastatic
disease. Diagnosis relies upon conventional
clinicopathological criteria. However, the
distinction is important because the prognosis
and management are differant,
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