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Abstract
Background: Gastric metastases due to ovarian carcinoma are extremely rare and the patients’ prognosis is poor. We report a case of gastric 

ovarian cancer metastases revealed by gastrosplenic perforation. The secondary gastric tumor appeared seven years after the diagnosis of primary 
cancer.

Case presentation: The patient is a 71-year-old woman with a serous ovarian cancer hospitalized for asthenia with digestive hemorrhage. 
At esophagogastroduodenoscopy, a protruding mass was noted at the level of the gastric antrum. She underwent a hemostasis of an endoscopic 
hemostasis by argon plasma; with effective hemostasis. The final pathology revealed gastric metastases of serous ovarian adenocarcinoma. Weekly 
gemcitabine chemotherapy was adopted, but the disease progressed rapidly. The patient died 4 months later.

Conclusion: We have reported a case of gastric metastasis of ovarian tumor origin revealed by digestive hemorrhage. This work reiterates that 
this secondary localization of this cancer is possible although extremely rare. Studies are still needed to elucidate much of this unclear situation.
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Background
Gastric metastasis represents a rare situation. Several cancers 

can be at the origin but the primary ovarian is exceptional Here we 
report a case of gastric metastasis from an ovarian tumor revealed 
by a digestive hemorrhage.

Case Presentation
A 71-year-old woman with a history of Raynaud’s syndrome, 

pulmonary tuberculosis treated and declared cured, was followed up 
for a high-grade right ovarian cystadenocarcinoma with peritoneal 
carcinosis diagnosed in July 2013. The patient had received six 
cycles of neo-adjuvant chemotherapy carboplatin -paclitaxel 
followed by oncology surgery and then three adjuvant cycles. She 
underwent a monobloc excision of the right annex + hysterectomy + 
left annexectomy + ommentectomy. The pathology of the operating  

 
room was in favor of a right ovarian cystadenocarcinoma followed 
by 3 cycles of carboplatin paclitaxel as adjuvant, in In July 2014, 
the CA 125 was three times normal, associated with a hyper 
metabolic mediastinal lymph node flow on the  PET scanner. The 
administration of carboplatin gemcitabine bevacizumab made it 
possible to have a radiological remission and a normalization of CA 
125. The patient refused to continue chemotherapy since January 
2016. In October 2017 a massive lymph node and peritoneal 
resumption with clear rise in CA125 (six times normal) was 
controlled by cycles of carboplatin paclitaxel. In October 2019, the 
patient presented melena associated with asthenia, weight loss and 
anemia with a hemoglobin at 8g/dl. The gastroscopy revealed a 
tumor formation under ulcerated mucosa, hemorrhagic, measuring 
4cm of long axis, heterogeneous, with bumpy contours at the 
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expense mainly of the second layer at the level of the gastric antrum 
(Figure 1). The biopsy with anatomopathological study revealed an 
infiltration of the gastric wall by poorly differentiated carcinomatous 
proliferation whose immunohistochemistry phenotype in favor of 
an ovarian origin whose positivity of WT1 and p53 point towards a 
high rank serious carcinoma (Figure 2) . The TAP scanner showed a 

gastric mass with lymph node metastasis and peritoneal carcinosis 
(Figure 3). The recurrence of melena with deglobulisation at 5.4g/
dl, required the achievement of an endoscopic hemostasis by 
plasma of Orgon and a transfusion of the pellet whose progress was 
favorable. Weekly gemcitabine chemotherapy was adopted, but the 
disease progressed rapidly. The patient died 4 months later.

Figure 1: Gastroscopy with endoscopy have highlighted the presence of a tumor formation under ulcerated mucosa measuring 4cm of long axis, 
heterogeneous with bumpy contours mainly depending on the 2nd layer at the level of the gastric antrum.

Figure 2: Histological examination of the gastric biopsy showing an infiltration of the gastric wall by poorly differentiated carcinomatous proliferation 
whose histochemical immune phenotype in favor of an ovarian origin whose WT1 positivity points towards a high grade serous carcinoma.

Figure 3: Abdominal computed tomography. showing a mass of the gastric antrum and the body.

Discussion
The author reports a case of gastric metastasis from an ovarian 

cystadenocarcinoma revealed by digestive hemorrhage after 
six years of diagnosis of the primary tumor. Secondary gastric 
localization is a rare situation [1]. Melanoma, breast, lung and 
esophageal cancers are the best-known tumors responsible for 
secondary localization in the stomach [2]. The primitive ovarian 

gastric metastasis is exceptional [3]. The literature reports only 
one case or a few series of cases. One study found 17 metastases  
of the stomach in 1010 patients with malignant tumors, a 
frequency of 1.7% [4]. Another series of autopsies uncovered 92 
gastric metastases among 7,165 cases, with a rate of 1.28% [5]. 
In 2016, a systematic review of gastric metastases due to ovarian 
carcinoma was published [6], including a total of 18 case reports, 



Am J Biomed Sci & Res

American Journal of Biomedical Science & Research

Copy@ Hayat Errachi

268

; to our knowledge our case is the 19th case of gastric metastasis 
with primary ovarian. Ovarian carcinoma usually metastasizes the 
peritoneal surfaces by exfoliating cells that implant throughout 
the peritoneum and the intraperitoneal dissemination route is 
the most common mode of dissemination, but the mechanism of 
gastric metastasis remains unclear, this may be due to the rich 
stomach blood supply [7]. The clinical manifestations are late and 
often nonspecific and include abdominal pain, vomiting, anorexia, 
digestive hemorrhage and anemia as in the case  of our patient. The 
endoscopic aspect most often encountered is that of a single, nodular 
and ulcerated lesion of the type (valaco as ulcer) of variable gastric 
site. More rarely, metastases are of nodular appearance under 
single or multiple mucous membranes, or of linear appearance [2]. 
This appearance is very similar to a gastrointestinal stromal tumor 
(GIST). Kang et al. reported a case of primary ovarian carcinoma 
with gastric metastasis that looked like a GIST, diagnosed after 
antrectomy [8] Likewise, in our patient, we suspected that the 
gastric lesion was most probably a GIST taking into consideration 
the endoscopic  aspect of the lesion. But on the basis of the patient’s 
carcinological history and the histological result, we considered 
gastric metastasis of ovarian cancer.

Conclusion
We have reported a case of gastric metastasis of ovarian tumor 

origin revealed by digestive hemorrhage. This work reiterates 
that this secondary localization of this cancer is possible although 
extremely rare. Studies are still needed to elucidate much of this 
unclear situation.
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