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Epithelial ovarian canceris usually diagnosed in late stage with high recurrence rate and fatality.  Long term survival 
in late recurrence is not very common. We present a case of 66 year woman who had come in early stage of epithelial 
ovarian cancer. She survived despite having recurrence after 13 years following staging laparotomy with TAH with 
BSO with infracolic omentectomy  and six cycles of adjuvant chemotherapy  in 2007. She underwent secondary 
cytoreduction twice, first in 2013 and second in 2020 after she developed  large pelvic mass.  First secondary 
cytoreduction histopathology was inclusion cyst and second time it  serous adencarcinoma grade III consistent with the 
histopathology of 2007. Both times she received chemotherapy after secondary cytoreduction including neoadjuvant 
chemotherapy (NACT) in 2020. She is doing well on follow up and is on oral etoposide.
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INTRODUCTION 

Epithelial Ovarian Cancer is an aggressive malignancy 
and  frequently diagnosed in  advanced stage .  In con-
trast, stage I EOC  allows complete surgical excision with 
favorable prognosis.  Surgery for stage I ovarian cancer is 
primary cytoreduction with retroperitoneal lymph node 
dissection, and peritoneal biopsy at several sites as part 
of staging surgery to detect metastasis or dissemination. 
Controversy regarding systematic lymph node dissection  
for decreased recurrence. Lymphadenectomy in Ovar-
ian Neoplasms (LION) Study, a phase III RCT  examined 
657 patients with newly diagnosed stage IIB–IV ovarian 
cancer who had undergone macroscopic complete resec-
tion and had pre- and intraoperatively negative lymph 
nodes. The authors concluded that systematic pelvic and 
para-aortic lymphadenectomy in patients with advanced 
ovarian cancer improved neither overall nor PFS despite 
detecting (and removing) subclinical retroperitoneal 
lymph node metastases in 56% of the patients.1  Preven-
tion of recurrence is important because the outcome af-
ter recurrence is poor. 

CASE REPORT

A 66 year lady came in 2020 after 7 years of secondary 
cytoreduction  in 2013. In 2013, she was referred to us, 
as she had developed a  mass in the pelvis following 
staging laparotomy with TAH with BSO with infracolic 
omentectomy 6 years back in 2007, when she was staged 
as carcinoma ovary stage 1C. Her histopathology was 

serous adenocarcinoma of the ovary G III. She received 
six courses of adjuvant chemotherapy with paclitaxel  
and cisplatin.

In 2013,   she did not have any symptoms but computed 
tomography (CT) scan showed homogenous well defined 
mass of 10 x10 cms with no metastasis in other sites 
and tumor markers as cancer antigen 125 (CA125) and 
carcinoembryonic antigen (CEA)  were within normal 
limits. With a suspicion of  recurrence of  ovarian 
cancer(ROC), she underwent secondary cytoreduction as 
her performance status was good and  the mass looked 
resectable, confined in the  pelvis  both clinically and 
on CT .  On laparotomy,  the mass was removed without 
much difficulty as it was not densely adherent to the 
neighboring organs like bladder and bowel. There was 
no metastasis in the pelvis and abdomen.  The mass 
was 10x8 cm, smooth, cystic, contained clear fluid and 
internal surface was smooth.  Her histopathology  was 
inclusion cyst and not recurrence or metastasis, so  
after discussion in tumor board, in view of possibility 
of pathological proliferation of dormant ovarian cancer 
cells and microscopic occult dissemination in the 
intrapelvic peritoneum, and  decision was  taken to give 
chemotherapy. She therefore received  another 6 cycle 
of Cisplatin/taxol  chemotherapy. 

The patient tolerated  chemotherapy well and 
subsequently had no evidence of disease till the first 
3 years. There after  she did not come for follow up.  
After 7 years  of secondary cytoreduction,  she again 
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visited us with complaint of urinary frequency for 
2 months in 2020.  She was obese and on per vaginal 
examination, there was a firm fixed mass impacted in 
the pouch of  Douglas(POD) and size being difficult to 
assess. Subsequent CT scan confirmed the presence 
of a large complex solid cystic abdominopelvic mass 
with hydronephrosis of right kidney. Chest X ray and 
CT chest was normal. Serum levels of CA125 and CEA 
was in normal range. Transabdominal ultrasonography 
guided aspiration was unsuccessful,  so trucut biopsy 
of mass per vagina done and histopathology report 
came as clear cell carcinoma. Plan was made to give 
neoadjuvant chemotherapy (NACT) with paclitaxel  and 
cisplatin as she was Platinum sensitive for six courses . 
She tolerated the chemotherapy well. However as her 
findings remained same as before NACT, she underwent 
secondary cytoreduction for the second time .

On opening the abdomen, it was difficult to find the 
mass as it was deep in the POD and bowel was adherent 
all over the mass.  (Figure 1)  shows the mass after 
separating the adhesions and ( Figure 2) shows the 
dilated right ureter in between  two artery forceps  
seen penetrating the mass. Complete removal of mass 
was possible. It was 11x 10 cms, solid in consistency. 
Figure 3 (A,B) on cut section revealed solid to cystic 
area with multiple septations.  There was no residual 
mass in the pelvis and abdomen.  Liver and undersurface 
of diaphragm was free of metastasis and there was no 
palpable lymph nodes. The histopatholgy  report came  
as serous adencarcinoma grade III consistent with the 
histopathology of 2007 and not clear cell as found in 
trucut biopsy. The disparity could be a technical problem 
propably due to large tumor, resulting  in necrosis, 
hemorrhage and degeneration  and receiving tissue bits. 
She was kept on adjuvant oral etoposide  by the medical 
oncologist as she refused for intravenous chemotherapy. 
After 3 months of surgery, her CT scan revealed no 
abnormality except for hydronephrosis  on right side as 
prior to cytoreduction.

 

Figure 1.  The mass after separating the adhesions. 

  

Figure 2. Dilated right ureter inbetween  two artery 
forceps  seen penetrating the mass. 

 

Figure 3. (A,B) Cut section revealed solid to cystic 
area with multiple septations. 

DISCUSSION

She survived despite having recurrence after 13 years. 
She underwent secondary cytoreduction twice, first 
in 2013 and second in 2020 after she developed  large 
pelvic mass. She was given  paclitaxel and cisplatin as 
chemotherapy regimens for platinum-sensitive relapsed 
ovarian cancer which include monotherapy with agents 
such as cisplatin and carboplatin, as well as combination 
therapies, including paclitaxel plus carboplatin, carbopl-
atin plus gemcitabine and cisplatin plus gemcitabine.2,3  
The standard approach for treating  ROC is chemothera-
py, and surgery remains an option for individual patients 
who should be carefully selected. Patients undergoing 
surgery showed a prolonged progression free survival ( 
PFS) compared with patients undergoing chemotherapy 
alone. Surgery was safe as 30, 60 and 90 day mortality 
was not increased in patients undergoing surgery.4  Two 
series describing a benefit of cytoreduction to 1–20 mm 
compared with >20 mm  and 1–10 mm compared with 
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>10 mm.5,6 

Several articles have examined the sites of recurrence 
of stage I ovarian cancer.7-9 However, details of recur-
rences sites of stage I EOC have only been reported in 
2 studies from multiple institutions in Italy in 1997 and 
2013. The first study was a retrospective investigation of 
224 FIGO stage I patients, in which recurrence occurred 
in 39 (17%), including intrapelvic peritoneal recurrence 
in 54% of recurrence cases.10 In the second study, re-
currence occurred in 87 (19%) of 467 FIGO stage IA–IIA 
patients, including intrapelvic peritoneal recurrence 
in 44% of recurrence cases.11 The high recurrence rate 
in the peritoneum may partly be due to insufficient in-
vestigation of peritoneal lesions at initial surgery. In a 
study of peritoneal biopsy (6 sites in the pelvis) in the 
treatment of early-stage ovarian cancer, microscopic 
disseminated lesions were detected by intrapelvic peri-
toneal biopsy  (4.1%) of 122 patients, and these cases 
were later upstaged.12  In another study in which the 
peritoneum (including the subphrenic peritoneum) was 
randomly biopsied in 129 patients, no phrenic peritoneal 
dissemination was found, but microscopic dissemination 
was present in 7% of cases as lesions of occult dissemina-
tion in the intrapelvic peritoneum, and these cases were 
similarly upstaged.13 In the National Comprehensive 
Cancer Network (NCCN) guidelines14, random peritoneal 
biopsies should be taken from the pelvis, paracolic gut-
ters, and undersurfaces of the diaphragm . Furthermore, 
the Gynecologic Oncology Group (GOG) surgical manual 
recommends peritoneal biopsies from cul-de-sac, vesi-
cal peritoneum, right and left pelvic sidewalls, right and 
left paracolic gutters and right diaphragm for clinical 
stage I ovarian cancer. These guidelines strongly suggest 
that patients with occult dissemination in the intrapel-
vic peritoneum could be included in the cases of stage I 
EOC, and that routine peritoneal biopsy in the first sur-
gery is necessary. We should do multiple biopsies as ad-
vocated by various guidelines as the biological behavior 
of the EOC is markedly different from the well-studied 
pattern of hematogenous metastasis found in most other 
cancers. The progression of metastases onto peritoneal 
surfaces appears to be very direct for ovarian cancer.15,16

Our case had  recurrence in the peritoneum. When she 
was referred in 2007, there was no mention  of multi-
ple biopsies of peritoneum, which could have  upstaged 
her.  This would have  affected her treatment, she would 
have frequent follow up with imaging studies, neverthe-
less she remained disease free  for several years. Follow 
up with tumor makers as CA125 and CEA seemed ineffec-
tive, as they were normal. 

CONCLUSIONS

Recurrence of stage I EOC by peritoneal dissemination 
is frequent, especially in the pelvis. There is a need to 
elucidate the pathogenesis of peritoneal recurrence 
and to prepare treatment strategy to prevent pelvic 
peritoneal recurrence. For this we have to take multiple 
biopsies at initial surgery. Patients with recurrent 
platinum-sensitive ovarian cancer may have increased 
response rates and longer PFS when treated with 
combination platinum-based chemotherapy compared to 
carboplatin alone. Most recurrent patients with platinum 
resistant disease have little chance for a long PFS, but 
less toxic treatment may contribute to extending their 
survival interval. Complete secondary cytoreduction 
combined with further adjuvant therapy at the time 
of relapse may improve clinical outcome in selected 
patients. There are several treatment choices from 
first relapse to terminal stage, however these choices 
cannot be made uniformly. They should be decided on 
an individual basis depending directly on the patients’ 
condition.

ACKNOWLEDGEMENTS

We acknowledge all those involved in the management 
of this case.

Author Affiliations

1Department of Obstetrics and Gynecology, Tribhuvan 
University Teaching Hospital, Kathmandu, Nepal. 

Competing interests: None declared

REFERENCES

1. Harter P, Sehouli J, Lorusso D, Reuss A, Vergote I, Marth C, 
et al. LION: Lymphadenectomy in ovarian neoplasms—A 
prospective randomized AGO study group led gynecologic 
cancer intergroup trial.[Article] 

2. Gadducci A, Sartori E, Maggino T, Zola P, Landoni F, 
Fanucchi A, et al. Analysis of failures in patients with stage 
I ovarian cancer: an Italian multicenter study. Int J Gynecol 
Cancer. 1997;7:445–450. [Google Scholar]

3. Gadducci A, Cosio S, Zola P, Sostegni B, Fuso L, Sartori 
E. Prognostic factors and clinical outcome of patients with 
recurrent early-stage epithelial ovarian cancer: an Italian 
multicenter retrospective study. Int J Gynecol Cancer. 
2013;23:461–468. [PubMed][Google Scholar] 

4. Rose PG, Blessing JA, Mayer AR, Homesley HD. 
Prolonged oral etoposide as second- line therapy for 
platinum- resistant and platinum-sensitive ovarian 

Case of Late Recurrence in Early Stage Epithelial Ovarian Cancer

https://ascopubs.org/doi/abs/10.1200/JCO.2017.35.15_suppl.5500
https://scholar.google.com/scholar_lookup?journal=Int+J+Gynecol+Cancer&title=Analysis+of+failures+in+patients+with+stage+I+ovarian+cancer:+an+Italian+multicenter+study&author=A+Gadducci&author=E+Sartori&author=T+Maggino&author=P+Zola&author=F+Landoni&volume=7&publication_year=1997&pages=445-450&
https://www.ncbi.nlm.nih.gov/pubmed/23370604
https://scholar.google.com/scholar_lookup?journal=Int+J+Gynecol+Cancer&title=Prognostic+factors+and+clinical+outcome+of+patients+with+recurrent+early-stage+epithelial+ovarian+cancer:+an+Italian+multicenter+retrospective+study&author=A+Gadducci&author=S+Cosio&author=P+Zola&author=B+Sostegni&author=L+Fuso&volume=23&publication_year=2013&pages=461-468&pmid=23370604&


JNHRC Vol. 19 No. 2 Issue 51 Apr - Jun 2021424

carcinoma: a Gynecologic Oncology Group study. J Clin 
Oncol. 1998;16:405–410. [PubMed][Google Scholar]

5. Strauss HG, Henze A, Teichmann A, Karbe I, Baumgart A, 
Thomssen C,et al. Phase II trial of docetaxel and carboplatin 
in recurrent platinum-sensitive ovarian, peritoneal 
and tubal cancer. Gynecol Oncol. 2007;104:612–616. 
[PubMed] [Google Scholar]

6. Du Bois A, Vergote I, Ferron G, Reuss A, Meier W, Greggi 
S, et al. A randomized controlled phase III study evaluating 
the impact of secondary cytoreductive surgery in recurrent 
ovarian cancer: AGO DESKTOP III/ENGOT ov20.J Clin 
Oncol. 2017; 35[Article] 

7. Schilder JM, Thompson AM, DePriest PD, Ueland FR, 
Cibull ML, Kryscio RJ, et al. Outcome of reproductive 
age women with stage IA or IC invasive epithelial ovarian 
cancer treated with fertility-sparing therapy. Gynecol 
Oncol. 2002;87:1–7. [PubMed] [Google Scholar]

8. Trimbos JB, Vergote I, Bolis G, Vermorken JB, Mangioni 
C, Madronal C, et al. Impact of adjuvant chemotherapy 
and surgical staging in early-stage ovarian carcinoma: 
European Organisation for Research and Treatment of 
Cancer-Adjuvant ChemoTherapy in Ovarian Neoplasm 
trial. J Natl Cancer Inst. 2003;95:113–125. [PubMed]
[Google Scholar]

9. Tropé C, Kaern J, Hogberg T, Abeler V, Hagen B, 
Kristensen G, et al. Randomized study on adjuvant 
chemotherapy in stage I high-risk ovarian cancer with 
evaluation of DNA-ploidy as prognostic instrument. Ann 
Oncol. 2000;11:281–288. [Google Scholar]

10. Oksefjell H, Sandstad B, Trope C. The role of secondary 
cytoreduction in the management of the first relapse in 
epithelial ovarian cancer. Annals of oncology. 2009 Feb 
1;20(2):286-93.[Article]

11. Tian WJ, Jiang R, Cheng X, Tang J, Xing Y, Zang RY. 
Surgery in recurrent epithelial ovarian cancer: benefits on 
survival for patients with residual disease of 0.1–1 cm after 
secondary cytoreduction. Journal of surgical oncology. 
2010 Mar 1;101(3):244-50.[Article]

12. Shroff R, Brooks RA, Zighelboim I, Powell MA, Thaker 
PH, Mutch DG, et al. The utility of peritoneal biopsy and 
omentectomy in the upstaging of apparent early ovarian 
cancer. Int J Gynecol Cancer. 2011;21:1208–1212. 
[PubMed][Google Scholar]

13. Lee JY, Kim HS, Chung HH, Kim JW, Park NH, Song YS. 
The role of omentectomy and random peritoneal biopsies 
as part of comprehensive surgical staging in apparent 
early-stage epithelial ovarian cancer. Ann Surg Oncol. 
2014;21:2762–2766.[PubMed][Google Scholar]

14. National Comprehensive Cancer Network (US) NCCN 
Clinical Practice Guidelines in Oncology. Ovarian 
cancer, version.1. 2016 [Internet] Fort Washington, PA: 
National Comprehensive Cancer Network; 2016. [cited 
2017 July 15]. Available from: https://www.nccn.org/
professionals/physician_gls/pdf/ovarian_blocks.pdf

15. Lengyel E. Ovarian cancer development and metastasis. The 
American journal of pathology. 2010 Sep 1;177(3):1053-
64.[DOI][Google Scholar]

16. Gupta GP, Massagué J. Cancer metastasis: building a 
framework. Cell. 2006 Nov 17;127(4):679-95.[DOI]
[Google Scholar]

Case of Late Recurrence in Early Stage Epithelial Ovarian Cancer

https://www.ncbi.nlm.nih.gov/pubmed/9469322
https://scholar.google.com/scholar_lookup?journal=J+Clin+Oncol&title=Prolonged+oral+etoposide+as+second-+line+therapy+for+platinum-+resistant+and+platinum-sensitive+ovarian+carcinoma:+a+Gynecologic+Oncology+Group+study&author=PG+Rose&author=JA+Blessing&author=AR+Mayer&author=HD+Homesley&volume=16&publication_year=1998&pages=405-410&pmid=9469322&
https://www.ncbi.nlm.nih.gov/pubmed/17069876
https://scholar.google.com/scholar_lookup?journal=Gynecol+Oncol&title=Phase+II+trial+of+docetaxel+and+carboplatin+in+recurrent+platinum-sensitive+ovarian,+peritoneal+and+tubal+cancer&author=HG+Strauss&author=A+Henze&author=A+Teichmann&volume=104&publication_year=2007&pages=612-616&pmid=17069876&
https://ascopubs.org/doi/abs/10.1200/JCO.2017.35.15_suppl.5501
https://www.ncbi.nlm.nih.gov/pubmed/12468335
https://scholar.google.com/scholar_lookup?journal=Gynecol+Oncol&title=Outcome+of+reproductive+age+women+with+stage+IA+or+IC+invasive+epithelial+ovarian+cancer+treated+with+fertility-sparing+therapy&author=JM+Schilder&author=AM+Thompson&author=PD+DePriest&author=FR+Ueland&author=ML+Cibull&volume=87&publication_year=2002&pages=1-7&pmid=12468335&
https://www.ncbi.nlm.nih.gov/pubmed/12529344
https://scholar.google.com/scholar_lookup?journal=J+Natl+Cancer+Inst&title=Impact+of+adjuvant+chemotherapy+and+surgical+staging+in+early-stage+ovarian+carcinoma:+European+Organisation+for+Research+and+Treatment+of+Cancer-Adjuvant+ChemoTherapy+in+Ovarian+Neoplasm+trial&author=JB+Trimbos&author=I+Vergote&author=G+Bolis&author=JB+Vermorken&author=C+Mangioni&volume=95&publication_year=2003&pages=113-125&pmid=12529344&
https://www.sciencedirect.com/science/article/pii/S092375341940478X
https://doi.org/10.1002/jso.21491
https://www.ncbi.nlm.nih.gov/pubmed/21633295
https://scholar.google.com/scholar_lookup?journal=Int+J+Gynecol+Cancer&title=The+utility+of+peritoneal+biopsy+and+omentectomy+in+the+upstaging+of+apparent+early+ovarian+cancer&author=R+Shroff&author=RA+Brooks&author=I+Zighelboim&author=MA+Powell&author=PH+Thaker&volume=21&publication_year=2011&pages=1208-1212&pmid=21633295&
https://www.ncbi.nlm.nih.gov/pubmed/24770785
https://scholar.google.com/scholar_lookup?journal=Ann+Surg+Oncol&title=The+role+of+omentectomy+and+random+peritoneal+biopsies+as+part+of+comprehensive+surgical+staging+in+apparent+early-stage+epithelial+ovarian+cancer&author=JY+Lee&author=HS+Kim&author=HH+Chung&author=JW+Kim&author=NH+Park&volume=21&publication_year=2014&pages=2762-2766&pmid=24770785&
https://www.nccn.org/professionals/physician_gls/pdf/ovarian_blocks.pdf
https://www.nccn.org/professionals/physician_gls/pdf/ovarian_blocks.pdf
https://doi.org/10.2353/ajpath.2010.100105
https://scholar.google.com/scholar_lookup?title=Ovarian%20cancer%20development%20and%20metastasis&author=E.%20Lengyel&publication_year=2010
https://doi.org/10.1016/j.cell.2006.11.001
https://scholar.google.com/scholar_lookup?title=Cancer%20metastasis:%20building%20a%20framework&author=G.%20P.%20Gupta%20&author=J.%20Massagu�&publication_year=2006

