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Case Report

Inguinal Fungating Massin Carcinoma Ovary- A Rare Case Report.

Amit Mahajan, Renji Mathew
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Abstract: Cancer that forms in the tissue of the ovary is called ovarian cancer. Ovarian tumours, other than highly malignant sarcomas and
teratomas which spread by the blood stream to the lungs, rarely produce remote metastasis. The lymph nodes most likely to beinvolved are the
aortic group. The incidence of inguinal lymphadenopathy from ovarian carcinoma at presentation is rare. W\e present a case of 55 year old
fermale patient who presented with right inguinal fungating massin a case of carcinoma ovary with raised CA-125 levelsand review of relevant

literature.

INTRODUCTION

oinswelling haslot of differentidsand if lymphadenopathy isthere,
ifferentid diagnod's involves infectious processes, immunologic
itions, malignant processes, storage diseases, and a vaigty of
miscellaneous disorders. The neoplastic causes include lymphoma, and
metagtatic disease usudly dueto primary tumorsof thegenitd (vulva, vaging,
and cervix) or anorectd locations, lower extremity melanoma, and basal cell
or sguamouscell skincarcinoma. Lymphadenitismay becaused duetovarious
bacterid infectionsof skin and deeper tissues of thelower limb and genitdia
Incisiond biopsy of the mass with immunohistochemistry will usudly bring
out the diagnosis and the primary lesion in neoplagtic disease wheresstissue
culture of the mass may be employed in certain infective causes'.
In cases of carcinomaovary, the routes of lymphatic spread arein 3 different
directions. @ within the infundibulo-pevic ligaments to the paraeortic and
paracavd lymph nodes b) sub ovarian plexus to the obturator and pelvic
lymph nodes and ¢) and supposedly through bilaterd round ligaments to
externd iliac and degp inguina lymph nodes. |solated inguina lymph node
metagtases without any extended intra-abdomind spreed is arare event in
patients with ovarian carcinome?. This case report is about a patient who
primarily presented with a fungating inguinad mass which on biopsy was
traced to beinguina node with metagtatic depogitsand the primary was|later
found to be ovary.

CASE REPORT

A 55 year old femae, a known hypertensive on regular trestment presented with mass in right
groin since 1 year. The masswasinitialy small in size and progressively grew to the present size
over 1 year. There was no history oflump anywhere ese in the body, per vagind discharge or
bleeding. Generd physical and per rectd examination was normal. Per vagina examination was
normal. On local examination 10 x 10 cm large fungating mass was present in the right inguina
region (Fig 1). Blood investigations other than TLC (19,700) were normdl.

Colonascopy done was norma, PAP smear showed few cells with high Nucdeo- Cytoplasmic
ratio. CT scan reveded large fungating mass in right inguinal region, pelvic and inguina lymph
node enlargement and bilateral adnexa lesions (Fig.1). MRI pelvis revedled large fungating right
inguina mass, pelvic and inguina lymph node enlargement, bilateral adnexa lesions and bulky
posterior cervix (Fig. 1). PET scan done showed metabolically active diseasein left adnexa mass
(Fig.1).

Cervix biopsy revealed acute on chronic cervicitis. Biopsy of the fungating masswas donewhich
showed metastatic carcinomatous depositsin inguinal lymph nodes.

CA-125 levels were raised (679 1U/L). Diagnosis of carcinoma ovary with inguind metestasis
was mede. Plan for the patient is chemotherapy followed by debulking surgery of mass and later
ontotal hysterectomy with bilateral sal pingoophrectomy for staging and prognosis of tumor.

DISCUSSION

Mogt ovarian cancers are dther ovarian epithelia carcinoma or maignant
germ cdll tumor. Ovarian cancerwith groin lymph node metastasisisrare. In
rare casesovarian cancer can directly metastise to groin even in relaively
initid tumor growth phase. PET scan may play arolein diagnoss of occult
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ovarian tumor®. Digant metastasis is unusud at presentation and during the
course of ovarian cancer. The most common ste for distant metastasisare
pleura, liver, lung and lymph nodes’. Primary ovarian lymphatic drainage
occurs viathe infundibulopelvic ligament to paraeortic nodes’. Involvement
of pevic lymph nodes is a risk factor for recurrence of epithelia ovarian
cancer inipsilatera inguina lymph nodes. Surgica excison of theinguina
lymph node metastass may play arole in improving the survivd of these
patients. Inguina lymph node metastasisis arare site of involvement in both
primary and recurrent ovarian cancer®. The most common route of oread in
epithdia ovarian carcinoma is lymphatic disseminaion and transcelomic
spread to adjacent viscera. Lymphatic drainage occur mainly via
infundibulopevic ligament to parasortic lymph nodes, hencethese nodesare
a highest risk of involvement through lymphaticsthet run pardlel to ovarian
vessdslesscommonly, lymphaticstraversethesubovarian plexusinthebroad
ligament to the obturator and pelvic lymph nodes. In addition lymph vessdls
that follow the round ligament of the uterus pass through the inguind cand
and drain in to superficid inguind lymph nodes and can aso reach the
contrdatera ovary by traversing across the uterine fundus’.

The prognogtic significance of lymph node metagtasi's in ovarian cancer is
il controversid and researches have paid most atention to investigating
the prognostic impact of parasortic lymph node metastas <. The purpose of
reporting thiscaseisto ddinestetheimportanceof condderingrarepossibilities
like ovarian carcinoma as the differential diagnosis in cases of inguind

lymphadenopathy in femaes.
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