A DIAGNOSTIC DILEMMA FROM ABDOMINAL TUBERCULOSIS TO
METASTATIC MUCINOUS ADENOCARCINOMA

INTRODUCTION:

In clinical practice, patrients who present with metastases but without a known prima-

ry cancer are often encountered. It is essential to determine the primary fumor and

to freaf It dccording|y (1). However, occosiono”y it is ditficult to iden’rii[y the primary

tumor site. Theretore, it is onl possib|e to resect or treat the metastases.
Cys’rddenOCdrCinomd IS O mdi/igndni form of a cysiddenomd and is derived from
landular epiine|iurn, in which CysTiC accumulations of retained secretions are tormed.

%ne neop|dsiic cells manifest varying degrees of dndp|dsid and invasiveness, and

local extension and metastases occur

Cysiddenocorcinomds can be classitied into

1. serous Cysiddenoc:drcinornds

2. Mucinous cystadenocarcinomas

Cys’rodenocarcinomds deve|op frequen’r|y in the ovaries,where pseudomucinous
and serous types are recognized.

Similar tumor nisio|ogy has also been repor’red in the pancreas, d|inougn IT IS O
Considerdb|y rarer entity representing | - 1.5% of all Pancreatic cancer.

A Cys’rddenocorcinomd contains comp|e>< multi-loculatea Cyst but with exuberant
solid areas in p|dces. |t usuo||y presents with omental metastases which cause fluid ac-
cumulation in the peritoneal cavit (ascites).

Reiroperiioneo’oprimdry cys’rdorenocorcinomds are exireme|y rare enfities .

CASE REPORT:

We present a case of 19 years old JANNAT who reped’red|y came to medical out-
patient depdrirneni for lastl .5 Years with progressive Weigni loss , altered bowel
habits vomiting , low grdde fever anao pAIN abdomen. after Workup she was
treated in line of abdominal tuberculosis . She remained well over a period of 7
months after starting ATT .

X But again after a period of 11 months she presented with significant weight
loss , pain abdomen ) abdominal distension and absolute constipation tor 3-4
days and was Admitted in medical ward with working diagnosis ot subacute in-
testinal obstruction seconddry to abdominal tuberculosis.

Surgery depdrirneni got @ call from medicine depdrimeni to assess for surgic:d|
/ acute abdomen.

X-RAY Abdomen shows distended small bowel loops and multiple air fluid levels.
CT abdomen and pelvis showed Ascites , enhancing peritoneal nodularity with
matted bowel |oops N pe|vic Cavity d|ong with omental ’rnickening and significoni
abdominal |ympnddenopd’rny. |nf|dmmdiory stricture In sigmoid colon |edding to
oroximal bowel dilatation.

EXPLORATORY LAPAROTOMY was done with operative findings OF

1. 1 litre ascitic fluid

2. Omental caking.

5. Tumor invo|ving rigni colon , transverse colon , descending colon and sigrnoid
colon.

4, Mu|iip|e tumor deposiis all over the peri’roned| cavity small ana |drge Intes-
tines.

5. Large gut has multiple areas of distension.

Mu|iip|e incisional biopsies were taken and sent for nisio—pd’rno|ogico| dnd|ysis
that turned out as Metastatic mucinous adenocarcinoma in o fibromyxoid back-
ground.

DISCUSSION:

In approximately 3 to 5% of all new cancer cases, it is difficult to determine the
primary fumor site, even ito||owing extensive imaging and pathology tests (1,2).
This dii[fictu is particularly frequen’r for |drge or invasive tumors in the female
oelvic region, not only since it is a complex part of the body, but also because it
is an area suitable for the acceptance of metastasis (3). In the present case, we
were not able to determine the origin of the mass based on Imaging information.
The origin may be ovarian, uterine, rectum or metastatic. Clinical molecular pa-
ino|ogy tests p|dy an incredsing|y critical role in the differential didgnosis of a
tumor of uncertain origin. With regdrd to metastatic tumors, pdino|ogy rests may
also provide valuable insights to guide the search tor the primary tumor site (4).
n the present study, pathological examination of the resected tissue indicatea
that the mass was a metastatic mucinous Cyst adenocarcinoma, which was most
ike|y of gdsiroin’resiind| origin. Exp|ord’rory |dpdro’romy Was pencormed on this 0a-

tient. However, due to the comp|e>< anaromy of the pe|vis and the dincictu of the
surgico| dpprOan, the tumor was not resected and we could on|y took some inci-
sional biopsies and uniforiund’re|y histo-pathological analysis came out as meta-
static mucinous cyst adenocarcinoma and this young patient was given only the
oalliative treatment which included the pain management and colonic stenting
to relieve the signs and symptoms of intestinal obstruction , caused by the com-
pression effects of huge pelvic mass/ tumor.

CONCLUSION:

Cystadenocarcinomas develop Frequenﬂy in the ovaries,where pseudomucinous
and serous types are recognized. |t usuo||y presents with omental metastases
which cause tluid accumulation in the peritoneal cavity. In the majority of instanc-
es preoperative diagnosis of these lesions is not possible because computed to-
mography (CT) scans or magnetic resonance imaging (MRI) is not able to dis-
tinguish the exact origin of the lesion. The most common oresumptive diagnosis

at surgery is abdominal mass. This case remained a diagnostic dilemma from ab-

dominal tuberculosis to metastatic mucinous adenocarcinoma . It has however
been shown that MAC is less likely to be resected with negative surgical margins
more often metastasizes to |ynn|on nodes and generd||y presents At a later stage

REFRENCES:

1. Pavlidis N, Briasoulis E, Hainsworth J, Greco FA. Diagnostic and therapeutic
management of cancer of an unknown primary. Eur J Cancer.
2003;39:1990-2005. [PubMed] [Google Scholar]

2. Monzon FA, Medeiros F, Lyons-Weiler M, Henner WD. |dentification of tissue
of origin in carcinoma of unknown orimary with a microarray-based gene expres-
sion test. Diagn Pathol. 2010;5:3. [PMC free article] [PubMed] [Google Scholar]
3. Roblick UJ, Bader FG, Lenander C, et al. Unditferentiated pelvic adenocarcino-
mas: diagnostic potential of protein protiling and multivariate analysis. Int ] Col-
orectal Dis. 2008;23:483-491. [PubMed] [Google Scholar]

4. Natoli C, Ramazzotti V, Nappi O, et al. Unknown primary tumors. Biochim Bio-
ohys Acta. 2011:1816:13-24. [PubMed] [Google Scholar]

5. McRee AJ, Cowherd S, Wang AZ, Goldberg RM. Chemoradiation therapy in
the management of gastrointestinal malignancies. Future Oncol. 2011,7:409-426.

[PubMed] [Google Scholar]

AUTHORS:

PROF DR HUMAD NAEEM RANA
DR MAHAM TAHIRA

DR DAAWOOD MORAD

(SHALAMAR MEDICAL AND DENTAL COLLEGE)




