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ABSTRACT

Ovarian carcinosarcomas, rare variant of ovarian carcinoma, composed of both carcinomatous and mesenchymal
components, solid and/or cystic, fleshy and hemorrhagic, frequently spreading beyond the ovary, are treated
with surgery and adjuvant chemotherapy according to the treatment principles of ovarian carcinomas due to
the small number of reported cases and lack of randomized studies. We report a case of a 37-year-old woman
with clinical signs of extremely locally advanced tumor of ovarian origin, infiltrating the lower left quadrant of
the abdominal wall with necrosis of the covering skin. Prior biopsy of the left ovary and omentum confirmed
poorly differentiated serous adenocarcinoma. Bulky tumor the size of a child’s head, originating from the left
ovary and infiltrating into the lower left quadrant abdominal wall was debulked with wide excision of the
abdominal wall and creation of wide defect of the lower left part of abdominal wall covered with Dexon mesh.
After the recovery, the medial part of the defect with exposed mesh was closed with pedicled tensor fasciae
latae fasciomyocutaneous flap, while the lateral part of the defect was covered with split thickness skin graft.
Optimal surgical cytoreduction and adjuvant chemotherapy in case of extremely locally advanced ovarian
malignant Miillerian tumor provide satisfactory recurrence-free survival period.
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BACKGROUND Histologically, carcinosarcomas are composed

of both carcinomatous and mesenchymal compo-

Ovarian carcinosarcomas, also called malignant  nents, which may be either homologous (originating

mixed Miilleriantumours (MMMT) are rare vari-
ant of ovarian cancer, accounting for less than 1%
of all ovarian tumors, with fewer than 400 cases
reported in the literature [1,2,3]. Carcinosarcomas
pathologically consist of mixture of two malignant
components, epithelial and mesenchymal, occurring
throughout the female genital tract, most common-
ly in the uterus. Ovarian carcinosarcomas are three
times less prevalent than those of the uterus [4]. Ac-
cording to the WHO, carcinosarcomas are regarded
as metaplastic carcinomas and are supposed to be of
epithelial monoclonal origin [5].

from tissue normally present in the ovary) or heter-
ologous (containing osteoid, chondroid or rhabdo-
myoid cells). Macroscopically the tumors are solid
and/or cystic, fleshy and hemorrhagic and frequently
spread beyond the ovary and over the peritoneal
surfaces.

The stage classification used for carcinosarcoma
of the ovary is the same FIGO system that is applied
to the other ovarian adenocarcinomas.

The treatment principles of ovarian carcinosar-
comas are the same as those for epithelial ovarian
cancer, but the evidence for doing so is lacking due
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to the small number of cases and lack of randomized
studies. This is also valid as far as adjuvant chemo-
therapy is concerned.

Ovarian carcinosarcoma carry a particularly un-
favorable prognosis. No effective chemotherapeutic
regimen and radiotherapy exists. Optimal cytore-
ductive surgical debulking is crucial and the FIGO
stage is considered as the only prognostic factor [3].

CASE REPORT

37-year-old woman was admitted at the Clinic
for Digestive Surgery in Skopje with clinical signs of
extremely locally advanced tumor, of ovarian origin,
infiltrating the lower left quadrant of the abdominal
wall. Upon clinical examination, large tumor the size
of a child’s head, with signs of necrosis and hemor-
rhage, completely infiltrating the full thickness of the
lower abdominal wall and necrosis of the covering
skin was established. Laboratory examination upon
admission revealed RBC 2.58x10'%/L, hemoglobin
67g/L, hematocrit 0.220 L/L, platelets 506x10°/L,
albumin level 25g/L, total protein level 50g/L and
CRP 48.9 mg/L.

13 months prior to the admission, the patient
underwent surgery because of tumor of the right
ovary. During the surgery, the right ovary was re-
moved and biopsy of the left ovary and large omen-
tum was performed. The pathohistological analysis
confirmed presence of poorly differentiated serous
adenocarcinoma of the right ovary and tube, with
tumor implants onto the left ovary and malignant
cells in the ascites. The pathological stage was IIC
(pTNM=pT2c G3 pNx C4 G3 LV1).

The patient was advised for reoperation and
chemotherapy, which were declined by the patient.

7 months prior to the admission, CT of the ab-
domen and pelvis was performed, verifying large
tumorous mass in the lower left quadrant of the
abdomen with wide interface with the lower left
part of the anterolateral abdominal wall. One month
later, second CT of the abdomen and pelvis was
performed, verifying several tumorous masses of
different sizes, the largest being 9 cm in diameter;
compression of the anterior abdominal wall; enlarged
pelvic lymph nodes, secondary deposit with diameter
of 35mm in the VIII segment of the liver and medium
quantity of ascites.

Indication for elective operation was established
and median laparotomy was performed. Intra-oper-
ative finding was bulky tumor with size of a child’s
head, originating from the left ovary and infiltrating
into the lower left quadrant of the anterolateral ab-
dominal wall (Figure 1).

Figure 1. Large tumor, with signs of necrosis and
hemorrhage, completely infiltrating the full thickness of
the lower abdominal wall and necrosis of the covering skin

abdominal wall

Debulking of the major part of the ovarian tumor
was performed, with omentectomy and wide exci-
sion of the abdominal wall. The median laparotomy
was closed but the wide defect of the lower left part
of the anterior abdominal wall was covered with
Dexon mesh covered with Vaseline gauze dressing
(Figure 2).

The size of the full thickness resected abdominal
wall was about 15x10cm. Since a prompt reconstruc-
tion was needed, it was decided to close the medial
part of the defect with exposed Dexon mesh with a
pedicled tensor fasciae latae fasciomyocutaneous
flap, while the lateral part of the defect was covered
with split thickness skin graft (Figure 3).

The patient received chemotherapy with Pacl-
itaxel 285mg and Carboplatin 490 mg.

Results 6 months after the initial surgery are
shown in Figure 4.

13 months after the initial surgery local recur-
rence was noted on the lateral abdominal wall and
CT scan of the abdomen was indicated, revealing
local recurrence in the lateral abdominal wall in
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Figure 4. Antero-lateral abdominal wall 6 months after
debulking and wide excision of abdominal wall

the vicinity of the previous incision, ascites and
mass on the peritoneum with 3 cm in diameter. The
lateral abdominal wall mass was excised in general
anesthesia creating atypical laparotomy approach
for excision of the peritoneal mass. After the op-
eration, the patient received chemotherapy for the
second time.

DISCUSSION

Basically ovarian carcinosarcoma is a mixture of
two different malignancies, epithelial and sarcoma-
tous, which behave in independent manners. This is
evident in their pattern of metastasis: transperitoneal
spread being almost exclusively accomplished by
malignant epithelial deposits and with great difficulty
by the sarcomatous component [6].

The few case series present in the literature tend
to agree that maximal cytoreduction appears to corre-
late with better progression free survival and overall
survival and the complete cytoreduction should be
the goal of surgical treatment [7,8].

Secondary cytoreduction in epithelial ovarian
carcinoma is a standard proven to extend survival
whenever R0 is achieved; on the other hand, ovarian
carcinosarcoma does not seem to follow this princi-
ple [9]. On the contrary, there are reports that show

statistically significant survival benefit for women
who have optimum cytoreduction after surgery [1].

In case of not achieving optimal debulking of
the tumor, there are also conflicting reports. The
size of the residual disease after tumor debulking
did not significantly impact the survival according
to Barakatet al. [10], while Muntz et al. [11] state
the opposite.

Research in malignant mixed mesodermal tum-
ors of the uterus have suggested that the sarcomatous
and carcinomatous components both arise from a
single malignant precursor cell which has undergone
metaplastic change to a sarcomatous form in some
areas of the malignant tissue which contributed to
the presence of both histological types [12].

Carcinosarcomas of the ovary are very aggres-
sive tumors that are usually diagnosed at an older age
compared to women with epithelial ovarian cancer.
Ovarian carcinosarcomas are usually at an advanced
stage at the time of the diagnosis, and survival af-
ter the diagnosis varies by stage of the disease and
histological type [13]. The overall median survival
period is 8 months [1].

One of the most perplexing situations ever to
confront the surgeon is an open abdomen in the ab-
sence of adequate somatic substance to effect secure
closure of the abdominal cavity. Major defects in
abdominal wall substance pose few basic problems.
First of all, there is various depth of tumor infiltration
into the abdominal wall. No thought of subsequent
closure should ever influence the surgeon to be less
thorough or to accept less than adequate tumor resec-
tion. Closure of the abdominal wall under excessive
tension regularly fails because of subsequent tissue
disruption and serious wound infection. In cases
where there is too great a gap between the abdominal
side walls , insertion of a sheet of synthetic mesh
to bridge the defect will maintain visceral position
within the abdomen proper. In selection of a fascial
substitute, certain fabric characteristics appear to be
crucial. The substance should be pliable to preclude
erosion into major structures, inert to avoid greater
inflammatory response, porous to allow free drainage
of the exudates and to have fiber resilience suffi-
cient to maintain mesh integrity offering potential
for permanence.

CONCLUSION

Optimal surgical cytoreduction and adjuvant
chemotherapy in case of extremely locally advanced
ovarian malignant Miillerian tumor provide satis-
factory recurrence-free (13 months in our case) and
survival period (19 months in our case).
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Pe3nme

EKCTPEMHO JIOKAJIHO HAITPEJJHAT OBAPUJAJIEH MAJIUT'EH MYJIEPUCKHU TYMOP
KAJ 37-'OAUIIHA KEHA - IIPUKA3 HA CJIYYAJ

T'opiu Jota!, Pagomup IeneBckn?, 3opan Kapanos', Peuen Ceamann’,
Marnanena I'enagueBa-/Iumurposa’, Maprapura IleneBa‘, Becna JoBanoBcka-MaHeBcKka’

! YHuBep3uTeTCKA KIIMHKUKA 32 IUT€CTHBHA XUpypruja, Ckorje
? Omnurra 6onuuia Kymanoso, Kymanoso
3 VHHBep3UTETCKa KIIMHKKA 33 racTpoeHTepoxenaronoruja, Ckorje

* YHuBep3uTETCKATa KJIMHUKA 32 TIACTHYHA U PEKOHCTPYKTUBHA XUpypruja, CKorje

Ancrpakr

OBapujaHuTe KapLUHOCAPKOMH, PETKa BApHjaHTa HA OBAPHjATHUTE KAPLUHOMH, COCTABEHH 1 OJI ME3CHXH-
MaJjHa ¥ KapIIMHOMAaTO3Ha KOMIIOHEHTA, COMIHU W/WUITM IUCTHYHH, MECECTH HIIM XeMOParu4HH, Y€CTO MPOIIH-
PEHH M MOAAJIEKy OJf OBApHYMOT, C€ JIEKyBaaT XUPYPIIKH 1 CO aJijyBaHTHA XeMOTepaIuja, CIopes MPUHIUINTE
3a JIKyBarbe¢ Ha OBAPUjaTHUTE KAPUHOMH, KaKO pe3ylITaT Ha MaIHoT Opoj Ha OMHIIAHY CTy4au ¥ HEAOCTHTOT Ha
pannomMu3npanu cTynud. OBa e puKas Ha ciydaj Ha 37-TOUIIHA JKeHa CO KITMHMYKU 3HAIM HA eKCTPEMHO JIO-
KaJIHO HaIpeJHAT TYMOP OJ1 OBAPH]jaTHO MOTEKII0, KOj 'O MH(UIITPUpA JOJTHHOT JIeB KBAIPaHT Ha a0JOMHUHAITHHOT
SHJI CO HEKp03a Ha IperoKprBaukara koxka. [IperxoHara Ouorcyja Ha JIEBUOT OBAPUYM M OMEHTYM IOKaa JIOIIO
IuQepeHIpan cepo3eH ajeHokapimHoM. Bulky-Tymop co roeMiHa Ha IeTcKa IaBa, co MOTEKIIO OJf JICBUOT
OBaprUyM U CO HHOUITPAIHja BO JOITHUOT JIEB KBAJAPAHT HA a0JOMUHATHIOT SHI, Oetie 0CI000IeH CO IMHPOKa
eKCIIM3H]ja Ha a0IOMIHAIHUOT SHI M CO37IaBarhe MUPOK Ae(hEKT Ha JOTHUOT JIEB e Ha a0OMIHAHUOT SHII, KOj
Oerie mokpueH co Jlekcorcka Mpexa. [1o 3a31paByBameTo MEMjaTHUOT JeN Ha ISEKTOT CO M3JIOKEHATA MPEXKa
Oerre 3aTBOpEH co (acIMOMHOKYTaH (It Ha TIeTeNKa of TSH30p Ha Mupokara (aciuja, 1o/1eKa JaTeparTHuoT
JIeN O] M3JI0XKEHAaTa Mpexa Oellie MOKPUEH Co KoxkeH rpadt co nonoBuyuHa aeoennna. OnTuMaiHaTa XUpypiika
[IUTOPEAYKIIH]ja U a/[jyBAHTHA XeMOTEpAIuja BO CIyyaj Ha EKCTPEMHO JIOKAJTHO HATPEIHAT OBApHjAJICH MaTUTeH
MyJIEpPUCKU TyMOp 00e30e/1yBa 3a10BOIUTEINCH MIeproj 0e3 PEelUIUB 1 IIPEKUBYBAIbE.

Kityunu 300poBH: JIOKaTHO HAMPEHAT MELIAH TYMOP Ha jajHUIMTE, KAPIIMHOCAPKOMA, XHPYPIIKO OCTpa-
HyBambe, aJjyBaHTHa XeMOTepaIuja






