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Malignancy of the small bowel presents unique diagnostic
and therapeutic challenges resulting in a delayed diagnosis
in many cases. Small-bowel tumors respond poorly fo most
forms of freatment. Metastatic lesions to the ovaries com-
prise a small percentage of all ovarian malignant neo-
plasms. Ovarian metastases from primary small-bowel
fumors are often difficult to differentiate from primary ovari-
an tumors. Only few reports have described ovarian metas-
tases from small-bowel sources. A high index of suspicion
can lead to an earlier diagnosis and can have an impact
on the therapeutic options as well as the survival of the
patients. The current report also underscores the impor-
tance of careful review of symptoms, investigative studies
and pathology.

Key words: small-bowel tumor B ovarian metastasis i
adnexal mass

© 2006. From the Department of Surgery (Husain and Thompson, residents)
and College of Physicians and Surgeons (Thomas, assistant clinical professor of
pathology; Donaldson and Sabbagh, assistant clinical professor of surgery),
Columbia University, Harlem Hospital Center, New York, NY. Send correspon-
dence and reprint requests for J Natl Med Assoc. 2006;98:799-802 to: Dr. Raja
Sabbagh, Assistant Clinical Professor of Surgery, College of Physicians and
Surgeons, Columbia University, Harlem Hospital Center, 506 Lenox Ave., New
York, NY 10037; phone: (212) 939-4122; e-mail: rs2051@columbia.edu

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

CASE REPORT

A 45-year-old African-American woman present-
ed to the emergency room with lower abdominal
pain, specifically in the periumbilical region. The
patient denied associated symptoms, such as nausea,
vomiting, fever, chills, weight loss and changes in
bowel habits. Physical exam was unremarkable.
Baseline labs were within normal limits except for
significant anemia. Abdominal computerized
tomography (CT) scan with oral and intravenous
contrasts demonstrated a 6.9-x-5.7-cm, heteroge-
neously enhancing left adnexal mass and mild
small-bowel thickening. Based on the CT findings
with a working diagnosis of ovarian neoplasm, the
patient was admitted to gynecology service, and a
surgical consult was obtained. The patient under-
went exploratory laparotomy and left salpingo-
oophorectomy. Frozen section biopsy of the con-
tralateral ovary was obtained, and peritoneal fluid
washings were sent for cytology. The small bowel
was examined intraoperatively; however, no gross
lesions were identified. The patient was discharged
home after an uncomplicated hospital course. The
pathology report showed a left ovarian adenocarci-
noma, endometrioid type. Frozen section of the right
ovary and peritoneal fluid washings were negative
for malignancy.

The patient continued to experience abdominal
pain. An upper gastrointestinal endoscopy, performed
as an outpatient, showed no significant findings. One
year after the initial presentation, the patient was seen
in the emergency room with similar abdominal com-
plaints. Physical examination revealed a well-healed,
lower midline scar from the previous surgery and ten-
derness in the lower abdomen. The rest of the exam
was unremarkable. Laboratory tests again showed
severe anemia. CT demonstrated a right adnexal mass
with small-bowel obstruction.

Operative exploration revealed a stricture-like
annular constricting lesion in the jejunum with dilat-
ed proximal and collapsed distal loops (Figures 1
and 2). An omental nodule was also encountered.
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The involved segment along with its mesentery and
the right adnexal mass were removed, and a primary
bowel anastomosis was performed. The omental
nodule was excised. Initial impression at laparotomy
was that the left ovarian adenocarcinoma that had
been excised one year earlier had metastasized to the
small bowel, omentum and contralateral ovary.

On pathological examination, the resected bowel,
omental nodule and right ovary showed moderately
differentiated small-bowel adenocarcinoma with
mesenteric lymph node involvement. These findings
prompted a review of a previous ovarian specimen
with immunohistochemical staining.

The specimens were uniformly reactive for CK-
20 and CEA while being nonreactive to CA-125 and
CK-7. This confirmed that the left adnexal mass,
initially labeled as primary ovarian adenocarcinoma,
was a metastatic lesion from the small-bowel malig-
nancy that was clinically inapparent at that time.
Figure 3 shows a section through the interface
between metastatic deposit (right half of the picture)
and normal-looking ovarian stroma (left half of the
picture). Figures 4 and 5 show similar sections
stained with CEA and CK-20. The postop course
was uneventful, and the patient was referred to the
oncology department for further management.

DISCUSSION

Malignancy of the small bowel is a rare disease
that presents unique diagnostic and therapeutic chal-
lenges. The symptoms are vague, and diagnostic
studies are often inconclusive, resulting in a delayed
diagnosis. Small-bowel tumors respond poorly to
most forms of treatment and, in many cases, have
metastasized at the time of diagnosis. Ovarian
metastasis from primary small-bowel tumor is rare
and often difficult to differentiate from primary
ovarian tumors.

Epidemiology

Malignant tumors of the small bowel comprise
<2% of all gastrointestinal malignancies,' with an

incidence of 1/100,000 and prevalence of 0.6%.>
About two-thirds of small-bowel neoplasms are
malignant.?

Metastatic lesions to the ovaries comprise a small
percentage of all ovarian malignant neoplasms. The
exact incidence of small-bowel metastatic lesions to
the ovaries is not known. Few reports have described
ovarian metastases from small-bowel sources. Of
168 patients with ovarian metastases studied by
Ayhan et al., only four cases originated from small
bowel.* Additionally, Moore et al. described the inci-
dence of 4% small intestinal source in 59 patients
with ovarian metastatic disease.’

Presentation

A review of reports of small-bowel metastatic
lesions presenting as ovarian masses indicated that
these patients typically present with vague abdomi-
nal pain, nausea, vomiting, anemia, weight loss,
diarrhea and adnexal masses.®” Many of these
patients are diagnosed as having adnexal masses at
the time of laparotomy performed for malignant
small-bowel obstruction.®

Diagnosis

Despite recent advances in diagnostic modalities,
the small bowel remains difficult to evaluate.’ The
preoperative diagnosis can be as low as 19% in cases
of small-bowel adenocarcinoma. No single radi-
ographic modality can be reliably used for detecting
small-bowel tumors. Abdominal plain films are non-
diagnostic, although signs of obstruction or free air
are frequently demonstrated."” Upper gastrointesti-
nal endoscopy, barium series and CT scans of the
abdomen, which are the most commonly used inves-
tigative tools for abdominal diseases, have low sen-
sitivities—31%, 43% and 57%, respectively—for
diagnosing small-bowel tumor.”? Of note is the
observation that enteroclysis is more sensitive than
UGI series" and has been considered a useful tool
for diagnosis of small-intestinal tumors. Additional-
ly, the introduction of CT enteroclysis may further

Figure 1. Small-bowel lesion

Figure 2. Small-bowel lesion, mucosal surface
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improve the diagnostic yield of small-bowel tumor
detection.™ In specific cases, laparoscopy and intra-
operative enteroscopy may be of use. Swain et al.
reported the use of an ingestible video capsule,
which allows video access to the entire GI tract and
is performed in an ambulatory setting."” This newer
technique overcomes the range limitation of upper
GI endoscopy but is still in the developmental stage.

Ovarian Metastases

The ovaries are the most common site of the
female genital tract for metastatic invasion. Metasta-
tic lesions to the ovary comprise 3—8% of all ovarian
tumors and 10-30% of malignant ovarian tumors.’
Primary large-bowel and breast tumors presenting as
metastasis to the ovaries have been well described in
the literature. A lesser percentage of metastatic ovar-
ian tumors arise from the stomach appendix, pan-
creas, gall bladder, liver or esophagus.'® Other pri-
mary sources include lung, cervix and urinary
bladder tumors. Rarely, malignant melanoma, lym-
phomas, leukemias and carcinoids metastasize to the
ovaries. A detailed history is essential when working
up a gynecological cancer.'®

The majority of patients presenting with metasta-
tic small-bowel cancer to the ovaries develop intes-
tinal obstruction within six months of oophorectomy
due to undiagnosed intestinal primary at the time of
initial surgery.' This underscores the importance of
thorough bowel examination, which may potentially
save the patient another major procedure.

Differentiation between primary ovarian carcino-
ma and metastatic disease to the ovary is difficult.
Characteristics of ovarian masses that favor metasta-
tic carcinoma include bilaterality (60-75% of ovari-
an metastases are bilateral), a multinodular pattern,
extensive necrosis, the lack of a fibrous capsule and
focal surface deposits.'*!” Dirty necrosis—a pseudo-
cystic change that results from central necrosis of
tumor nodules containing prominent neutrophil
infiltrate—is indicative, however, not diagnostic, of
an intestinal primary source.”'s"
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Immunohistochemistry provides the most reliable
information to differentiate between ovarian and gas-
trointestinal primaries.® Specimens are usually tested
for the presence for carcinoembryonic antigen
(CEA), CK-7 and CK-20 and CA-125. CEA is not as
valuable as once believed, as 80% of primary muci-
nous carcinomas of the ovaries are CEA positive.'
Tumors of mullerian origin are CK-7 positive and
CK-20 negative; conversely, tumors originating in the
GI tract generally stain CK-7 negative and CK-20
positive." The presence of CEA and CK-20, especial-
ly when supported by the absence of CA125 and CK-
7, improves the discriminatory value of these mark-
ers.”*? The immunohistochemistry, in our case,
revealed that small bowel as well as ovarian speci-
mens were uniformly reactive for CK-20 and CEA,
and uniformly nonreactive for CA-125 and CK-7.

Treatment

Malignant small-bowel tumors are resistant to
most forms of treatment. Once diagnosed, the only
treatment modality that has been proven beneficial
is surgical resection. Curative resection is achieved
only in approximately 50% of cases." The role of
chemotherapy is unclear. When used with nonre-
sectable tumors or as adjuvant therapy, the overall
survival rate is poor. No effective role has been
demonstrated for radiation therapy."

CONCLUSION

Our report highlights the importance of a thor-
ough work-up to rule out an intestinal source in any
patient who presents with adnexal masses and vague
abdominal complaints. A high index of suspicion
can lead to an earlier diagnosis and may have an
impact on the therapeutic options as well as the sur-
vival of the patients. The current report also under-
scores the importance of careful review of symp-
toms, investigative studies and pathology.
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Figure 4. CEA staining
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Figure 5. CK-20 staining
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