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INTRODUCTION

❖ Krukenberg  tumours (KTs) are defined by the WHO as ovarian carcinomas characterized 

by the presence of  stromal involvement, mucin-producing neoplastic signet ring cells 

Carcinoma (SRCC).

❖ Up to 30 % of  ovarian metastases arise from a colorectal origin, Inspite of  gastric 

adenocarcinoma Is the most common primary site.

                                                                    ( Shiono . et al., 2014).



❖ The presence of  KTs appears to indicate extensive malignant spread within the abdominal 

cavity. Usually  with poor prognosis(most patients die within 1 year after diagnosis of  ovarian 

Metastasis),  and a high incidence of  peritoneal metastatic disease 

❖ Chemotherapy improves response in colorectal malignancies but has low antineoplastic 

activity in the ovaries (which act as a shield for cancer cells ). 



❖ There is a debate for patients with KTs of  colorectal origin with poor prognosis, poor 

patient tolerance to surgery, difficult tumor resection, and a high risk of  complications. 

❖ Some studies have shown that resection of  metastatic tumors can prolong survival; whilst 

others have found that aggressive surgical therapy offers no benefit for patients with KTs.

                                                                            ( Xu et al., 2017).



Presentation of 

case



EARLY HISTORY

❖  28-year-old female 

❖ developed  Intestinal Obstruction & went to private hospital in cairo 

Abdominal exploration 

❖ Huge locally advanced  rectosigmoid mass unresectable 

❖  peritoneal nodules all over the abdomen as reported with the patient

❖ Minimal mucous  component 

❖ Ascetic fluid cytology positive for malignancy and only ileostomy was done.(

( at Nov 2020)



CT CAP 12/2020 

Rt. pleural  effusion with large recto-sigmoid mass & bilateral small adnexal  masses



LOWER ENDOSCOPY 

Rectosigmoid  adenocarcinoma grade II



Pt  started 1st line neoadjuvant  chemotherapy at Shefaa El Orman Hospital(SOH)

FOLFOXIRI  3 cycles

Followed by 3 cycles Avastin/ FOLFOX



CT CAP 4 /2021

❖ Mural soft tissue thickening at rectosigmoid junction, 

❖   lt. pericolonic LNs ,

❖  still bilateral adnexal  heterogeneous lesions more at right measuring  5.6x4.7 cm 

❖ mild pelvic free fluid collection

Then The pt. received  another 3 cycles

Avastin/ FOLFOX



PET/CT AT 8/2021 AT SOH

❖ Negative study for FDG avid active neoplastic disease or active metastatic deposits .

❖MDT at SOH >>>>laparoscopic assessment



LAP. EXPLORATION  AT 

SOH    8/2021 

❖ Extensive abdominal adhesions 

❖ Elevation transverse colon to ant. Abdominal wall

❖ Heavy infestation peritoneal nodules (mainly pelvic) ,rt. Sub-hepatic,sub diaphragmatic  , 

small intestinal nodules & root of  mesentery

❖ Large ovarian lesions (malignant featuring) , with ascites 

And the Final Decision Was To Complete Neoadjuvant





THE PT PRESENTED TOQOC

❖ Reassessment CT CAP

❖ Minimal bilateral pleural effusion

❖ Ascites 

❖ Rt. Ovarian mass 

❖ stationary course rectosigmoid mass 

The pt. then received 6 cycles FOLFIRI



CT CAP & MRI  AT 4/2022

❖ Bilateral pleural effusion

❖ Progressive course rectosigmoid mass 5.3x3.9x6.8 cm 

❖ Newly developed pericolic LNs 

❖ Large pelviabdominal mass 34 x28x30 cm.





CLINICALLY

❖ The pt. developed marked abdominal  distension ,

❖ Dyspnea 

❖ Marked Cachexia 

❖ Attacks of  vomiting 

❖ Poor response to neoadjuvant so the decision was surgical excision to the mass.





LABORATORY TESTS



EXPLORATION WAS DONE AT 6  /2022 

❖ Huge Rt. Ovarian lesion  attached to stomach and transverse colon 

❖ The rectosigmoid mass was locally infiltrating adjacent tissues and retroperitoneal 

surroundings, lt. ureter, mesenteric vessels 

❖ Peritoneal nodules all over the abdominal cavity  

❖ Most of  the colon was infiltrated by the tumor





❖ Due to the vey bad general condition of  the pt. and the pt. demand as regard fertility 

sparing .

❖ Rt. SalpinOopherectomy only was done with excision of  infiltrated part of  stomach and 

resection of  part of  transverse colon and anastomosis.

❖ NB : Grossly , The Lt. Ovary was completely normal 





HISTOPATHOLOGY 

Metastatic mucinous adenocarcinoma Huge ovarian mass 

42x36x17 cm, tube, omental, colonic segment and peritoneal 



OUTCOMES

❖ Symptoms improved markedly post operative and the pt. gain weight ,good respiration and 

with good response to neoadjuvant chemotherapy

❖ Marked improvement of  abdominal distension, Dyspnea & vomitting



❖ The pt. then started palliative chemotherapy treatment again and showing good response 

to it 

❖ Follow up one year later unfortunately there were another rapidly growing pelvic mass 



PET/CT AT 3/2023

❖ Rectosigmoid mass about 4.7x3.6 cm (regressive course) 

❖ Another Huge lt. sided pelvic neoplastic cystic mass about 10x8x10cm 



At 5/2023 the pt. did a 3rd Exploratory abdominal operation 

❖ the recto sigmoid mass was highly infiltrating the surroundings and locally advanced, 

multiple nodules allover the small intestine

❖ Resection of  another krukenberg tumor at lt. side



HISTOPATHOLOGY 

Mucinous Adenocarcinoma with Focal Signet Ring Differentiation  lt.ovarian KT 12x9x8 cm





LAST FOLLOW UP SINCE 7\2023

❖ The pt. now very good general condition 

❖ No pleural effusion 

❖ Good response to palliative chemotherapy the last metastatic work up showing good 

response

❖   so the pt. was diagnosed at Nov 2020 and till now is good general condition ,so surgical 

resection of  KT in metastatic colon cancer  improve life quality and expectancy 



Discussion 



❖ The ovary is the 2nd  most common intra-abdominal solid organ site of  metastasis of  

colorectal cancer after the liver.

❖ If  one ovary is found to be positive for metastatic disease, a bilateral oophorectomy should 

be performed despite limited supporting data .  because the contralateral ovary has an equal 

probability of  metastatic involvement and may already have microscopic metastases.                            

(Banerjee et al., 2005)



❖ The prognosis of  KTs is generally poor, and in particular, patients with KTs of  

gastrointestinal origin survive an average of  7–17 months on palliative treatment .Death 

eventually resulted from intra-abdominal tumour progression that was unresponsive to 

available drugs.

(Leen et al., 2012)



❖ Because it is metastatic disease with poor outcome, surgeons do not prefer  surgical 

resection for KTs. And unfortunately When surgery is performed, it is frequently intended as 

palliative care.

❖ Additionally, a study in Japan reported that two patients with KTs of  colorectal cancer 

origin who were treated with pelvic exenteration both survived for more than 5 years

 (Sakakura et al., 2004)



❖ We agree with Elias and colleagues  that early surgical intervention for the detection of  a 

small volume of  metastasis may optimise survival benefits. (2008)

❖ in addition to its rarity Zogbi et al.,  present case in which the metastasis occurred only 6 

years after resection of  the primary tumor, unilateral and in one place, in a postmenopausal 

woman and measuring 30 cm in length.(2017)



❖ Lam and Ong described a similar case of  a 51-year-old Chinese woman with ovarian 

metastasis from unilateral right colon carcinoma, resected a year earlier and measuring 23 cm 

on the largest axis.(2017)



❖ Destri published a patient with KT after sigmoid carcinoma with hepatic metastasis, 

successfully resected.(2017)

❖ Shiono et al.,  published a bilateral KT case whose largest ovary was 23.5 cm on the 

largest axis, synchronous with right colon carcinoma(2014)



Conclusion



❖In selected cases  surgical excision of  KT has favourable 

outcomes and prolong survival &probably increase life 

expectancy

❖ Improve response to palliative treatment



❖If  one ovary is found to be positive for metastatic disease, 

a bilateral oophorectomy should be performed.

❖Early surgical intervention for the detection of  a small 

volume of  metastasis may optimise survival benefits.
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Thanks Very Much 

& We Hope Rapid and complete Cure to the patient
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