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Abstract

Background:

High-grade serous ovarian carcinoma (HGSOC) is the most common and aggressive sub-type
of epithelial ovarian cancer, often diagnosed at advanced stages due to non-specific symptoms.
Despite advances in surgical and chemotherapeutic strategies, the prognosis remains poor,
particularly in late-stage disease. Malignant bowel obstruction (MBO) is a severe complication in

advanced ovarian cancer, contributing to significant morbidity and mortality.

Case Presentation:

A 51-year-old nulliparous woman presented with a three-month history of progressive weight
loss, abdominal distension, and anorexia. Imaging revealed a 7.8 x 3.9 x 8.0 cm left ovarian
mass with liver metastases and ascites. Histopathological examination confirmed stage VB
high-grade serous ovarian carcinoma. The patient underwent staging laparotomy, total
abdominal hysterectomy, bilateral salpingo-oophorectomy, and infracolic omentectomy.
Postoperatively, chemotherapy was delayed for six weeks due to patient non-compliance. After
receiving one cycle of chemotherapy, she defaulted and later presented with malignant bowel
obstruction and renal failure. Despite conservative management and dialysis, she died on day 8

of readmission.

Conclusion:

Timely postoperative follow-up and early initiation of chemotherapy are critical in advanced
ovarian cancer to prevent disease progression and complications such as malignant bowel
obstruction. Delays in treatment significantly worsen outcomes, as demonstrated in this case.
This underscores the importance of patient adherence to treatment protocols and the need for

close surveillance in managing advanced ovarian cancer.
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Introduction

High-grade serous ovarian carcinoma (HGSOC) is the most common and aggressive sub-type of
epithelial ovarian cancer, accounting for approximately 75% of cases [1]. It is often diagnosed at an
advanced stage due to vague and non-specific symptoms such as abdominal bloating, gastrointestinal
disturbances, and fatigue [2]. Consequently, nearly three-quarters of patients present with stage Il or IV
disease, leading to poor prognostic outcomes despite advances in surgical and chemotherapeutic

strategies [3].

Standard management of advanced ovarian cancer involves cytoreductive surgery followed by adjuvant
platinum-based chemotherapy. Timely initiation of post-operative chemotherapy is critical for reducing
recurrence risk and improving overall survival [4]. However, logistical challenges, post-operative
complications, or health system limitations can contribute to delays in adjuvant therapy, potentially
impacting patient outcomes [5]. Malignant bowel obstruction (MBO) is a severe complication of advanced
or recurrent ovarian cancer, occurring in up to 50% of late-stage cases [6]. It is associated with high
morbidity and signals disease progression. Management of MBO is complex, often requiring a

combination of supportive care, surgical intervention, and palliative measures [7].

This case report describes a patient with FIGO stage IVB HGSOC who presented late and experienced a
significant delay in the initiation of post-operative chemotherapy. The delay was followed by the
development of malignant bowel obstruction and acute renal failure, culminating in the patient's death
shortly after re-admission. The case underscores the critical need for early diagnosis and timely
postoperative treatment in the management of advanced ovarian cancer to prevent life-threatening

complications [8].

Case Presentation

A 51-year-old nulliparous woman presented to our facility with a 3-month history of progressive weight
loss and a 1-month history of rapidly increasing abdominal distension accompanied by anorexia. Bowel
habits were normal. She had a background history of primary infertility but no family history of ovarian or
breast malignancies. On examination, she appeared cachectic, with a grossly distended and tense
abdomen (figure 2a), demonstrating the classic "egg-on-stick” appearance. Abdominopelvic
ultrasonography/Transvaginal Ultrasound Scan (TVUS) revealed massive ascites, a bulky uterus with
multiple fibroids, and a left ovarian mass measuring 7.8 x 3.9 x 8.0 cm. The mass had a nodular wall,

mixed echogenicity, and increased vascularity on Doppler interrogation (Figure 1b). The right ovary
appeared normal on ultrasound (Figure 1a). Contrast-enhanced CT of the abdomen and pelvis showed

hepatomegaly with metastatic nodules, moderate ascites (Figure 1c), and an enlarged uterus measuring

16.3 x 11.5 cm. Both ovaries appeared normal on CT imaging (Figure 1d, arrowheads).Serum CA-125
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was markedly elevated at 1000 U/mL, giving a Risk of Malignancy Index (RMI) of 3000. A provisional

diagnosis of advanced ovarian carcinoma was made.

She and her husband were counseled for staging laparotomy, total abdominal hysterectomy, bilateral
salpingo-oophorectomy, and infracolic omentectomy, with planned adjuvant chemotherapy. Six days after
initial evaluation, she presented to the emergency department with worsening abdominal discomfort,
dyspnea, persistent vomiting, and insomnia. On examination, she was in painful distress, tachypneic (RR:
30/min), with oxygen saturation of 94% on room air. Her abdomen remained distended and tensed. She
was managed with daily ultrasound-guided paracentesis (maximum 1.5 L/day), IV fluids, analgesics,
omeprazole, antiemetics, and prophylactic antibiotics. A total of 7 liters of hemorrhagic ascitic fluid was
drained over 8 days, which improved her symptoms. Cytological analysis of the ascitic fluid was
performed. Routine pre-operative work-up including full blood count, serum electrolytes, urea, creatinine,
chest X-ray, ECG, and viral screening (HIV, HBV, HCV) were all within normal limits. Two units of blood

were cross-matched in preparation for surgery.

She underwent exploratory laparotomy under general anesthesia with intraoperative findings of 2.8 liters
of hemorrhagic ascitic fluid, moderate abdominopelvic adhesions, omental caking with peritoneal
seedlings, and hepatic surface nodules suggestive of metastasis. The uterus was markedly enlarged
(equivalent to 28 weeks gestation) with multiple fibroids and weighed 2.32 kg (figures 2b & c¢). The
ovaries appeared grossly normal (figure 2c); however, the fallopian tubes were edematous. No signs of

rupture or hemorrhage were observed on both ovaries. Estimated intraoperative blood loss was 500 mL.

She underwent total abdominal hysterectomy, bilateral salpingo-oophorectomy, and infracolic
omentectomy. Postoperative recovery was uneventful. She received IV fluids, antibiotics,
thromboprophylaxis, and analgesia, and was discharged on postoperative day 4. Her wound healed
satisfactorily, with staple removal on day 10 post-op. Histopathological examination revealed malignant
epithelial neoplasm of both ovaries arising from the ovarian surface epithelium with stromal invasion,
consistent with high-grade serous carcinoma (Figure 3c). Omental biopsies confirmed widespread
metastatic involvement with necrotic foci (Figure 3d). A final diagnosis of FIGO stage IVB serous ovarian

carcinoma was made. The need for timely adjuvant chemotherapy was emphasized.

The patient was scheduled to begin chemotherapy in the third postoperative week after being assessed
as fit; however, she defaulted and did not return for follow-up despite repeated contact attempts. Six
weeks after surgery, she returned and received her first course of chemotherapy (Paclitaxel and
Carboplatin). The plan was to administer six cycles at 21-day intervals, but she again defaulted and

missed her second cycle.
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Seven weeks after her initial chemotherapy session, she presented with recurrent abdominal distension,
intractable vomiting, and oliguria. Examination revealed severe cachexia and a firm, tender
abdominopelvic mass (equivalent to 24 weeks gestation). Imaging showed intestinal masses (figure 1e)
with dilated bowel (figure 1f). She was diagnosed with malignant bowel obstruction (MBO) and managed
conservatively with nasogastric decompression, nil per os, and IV fluids. Laboratory results revealed
significant azotemia with elevated urea and creatinine. She underwent one session of hemodialysis, and

was being worked-up for surgery to relieve the obstruction; however, her condition continued to

deteriorate. She was confirmed dead on the 8th day of admission.

Figure 1: Imaging: Ultrasound scan showing (a) normal right ovary (b) enlarged left ovary with nodular

wall & mixed echogenicity and increased vascularity on Doppler interrogation

(c) Contrast CT showing gross ascites (d) CT showing normal appearing ovaries bilaterally (arrows) (e)

ultrasound showing intestinal mass (f) CT showing dilated bowel
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Figure 2: showing (a) Distended abdomen before surgery (b) Bulky uterus on opening the
abdomen (c) Specimen after surgery
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Cut section through the uterus shows a patulous cervical os, distended endometrial cavity with 2 submucous
nodules (diameter of 3.5cm and Scm respectively) and blood clot. On the right is a huge subserosal nodule
measuring 17x13x7cm, cut section shows a greyish white whorled appearance

b
MICROSCOPY '

. H&E section of omental tissue shows a malignant
H&E section of the right ovary shows a malignant epithelial neoplasm disposed in epithelial cells disposed as clusters with areas of necrosis
complex glands and papillae as depicted by the arrow (X4) C shown by the arrow head (X4)

H&E section of the omental tissue shows malignant epithelial

cells disposed in complex glands and branching papillae in a
fibrocollagenous stroma.

Figure 3: Histopathology (a) A distorted TAH specimen that measures 18x13x10cm and weighs 2500g
with a tagged fibrofatty omental tissue.
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b) Cut section through the uterus shows a patulous cervical os, distended endometrial cavity with 2
submucous nodules (diameter of 3.5cm and 5cm respectively) and blood clot. On the right is a huge
subserosal nodule measuring 17x13x7cm, cut section shows a greyish white whorled appearance.

¢) H&E section of the left ovary shows a malignant epithelial neoplasm disposed in complex glands and
papillae as depicted by the arrow (X4)

d) H&E section of omental tissue shows a malignant epithelial cells disposed as clusters with areas of
necrosis shown by the arrow head (X4) (left) & H&E section of the omental tissue shows malignant

epithelial cells disposed in complex glands and branching papillae in a fibrocollagenous stroma (right)

Discussion

Ovarian cancer is the most lethal gynecological malignancy, with the majority of cases diagnosed at
advanced stages due to non-specific and subtle early symptoms [9]. In this case, the patient presented
with classic features of advanced disease, including progressive abdominal distension, weight loss,
anorexia, and ascites which are common, yet often overlooked signs that contribute to diagnostic delays
[10].

Although the exact etiology of ovarian cancer remains unclear, several risk factors have been
established. These include a family history of ovarian or breast cancer [11] BRCA 1 and 2 mutations, p53
gene alterations, [12] nulliparity, and infertility [13]. In our patient, while there was no known family history,
she was nulliparous with a history of primary infertility which are both recognized risk factors. [13] Her
markedly elevated CA-125 level (1000 U/mL) and a Risk of Malignancy Index (RMI) of 3000 strongly
suggested a malignant process. Imaging confirmed widespread disease, including liver metastases,
consistent with FIGO stage IVB ovarian cancer. She was appropriately counseled regarding her
diagnosis, prognosis, and the need for surgical staging and subsequent chemotherapy [14]. Surgical
findings confirmed extensive peritoneal disease, omental caking, and hepatic metastases. Consistent with
the pre-operative CT finding (figure 1d), both ovaries appeared grossly normal, a rare occurrence in
approximately 1% of cases.[15] Similar findings have been reported in previous literature, where high-
grade serous carcinoma may not present with overt ovarian enlargement despite extensive metastases
[16]. Ultrasound (especially TVUS) provides better resolution for adnexal structures and is the first-line
imaging tool for evaluating suspected ovarian pathology. CT scans, on the other hand, are better at
evaluating disease spread (e.g., peritoneal carcinomatosis, omental caking, hepatic metastases) but can
miss small or isodense ovarian lesions, especially in postmenopausal women or in the presence of large
pelvic masses/distortion. This may explain while a combined abdomino-pelvic/TVS scan in our patient
was able to detect pathology in the left ovary (figure 1b) while CT findings in the ovaries appeared normal
(figure 1d).
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The current standard for managing advanced epithelial ovarian cancer includes maximal cytoreductive
surgery followed by adjuvant chemotherapy, typically with a platinum—taxane combination. The primary
goal of postoperative chemotherapy is to eradicate residual disease, delay recurrence, and improve
survival outcomes. Our patient was scheduled to begin chemotherapy in the third postoperative week,
consistent with international guidelines recommending early initiation to optimize outcomes [17].
However, she defaulted and delayed treatment initiation by three additional weeks. Delay in
chemotherapy following surgery is associated with increased risk of disease progression and reduced

overall survival, especially in aggressive subtypes like high-grade serous carcinoma [17].

After receiving only the first cycle of chemotherapy, the patient again defaulted, returning seven weeks
later with features of malignant bowel obstruction (MBO), a common and life-threatening complication of
advanced and recurrent ovarian cancer. MBO occurs in approximately 50% of patients with recurrent

ovarian malignancy and is associated with a poor prognosis and limited therapeutic options. [6]

The management of MBO focuses primarily on symptom palliation and maintaining quality of life.
Conservative measures include bowel rest, nasogastric decompression, IV hydration, antiemetics,
analgesics, and antisecretory agents. Surgical interventions such as bowel resection, stoma creation, or
stenting may be considered in selected patients with favorable performance status. Palliative
chemotherapy may also be beneficial in select cases. In this case, our patient was managed
conservatively and evaluated for possible surgical intervention; however, her clinical status rapidly
deteriorated, precluding operative management. Despite a trial of hemodialysis for acute renal

impairment, she succumbed to complications on the 8th day of admission.

The prognosis following MBO is generally poor, with studies reporting median survival ranging from 65 to
105 days post-diagnosis in patients with recurrent disease.[18, 19] While exceptional outcomes have
been reported, including cases of prolonged survival following aggressive multimodal treatment, even in

stage IV disease, these are uncommon and typically rely on early and consistent intervention.[20, 21]

In our patient, the delayed commencement and subsequent default from chemotherapy likely contributed
significantly to disease progression, development of MBO, and eventual renal failure. Earlier initiation of
adjuvant chemotherapy may have mitigated disease spread, prevented obstructive complications, and
potentially prolonged survival. This case underscores the critical importance of timely postoperative care,
adherence to treatment protocols, and patient education regarding the implications of treatment delays in

advanced ovarian cancer.



UNDER PEER REVI EW

Conclusion

Timely postoperative follow-up and early initiation of chemotherapy as soon as wound healing is achieved
and patient is clinically fit are critical to achieving optimal outcomes, even in advanced-stage ovarian
cancer. Delays in treatment can lead to rapid disease progression, complications such as malignant
bowel obstruction, and significantly reduced survival. This case underscores the importance of patient

adherence to treatment schedules and the need for close surveillance to maximize therapeutic benefit.
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