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ABSTRACT
Ovarian carcinoma is a common malignancy with a grim prognosis and a high mortality rate. Here, we report a rare case of an
Iranian woman with four episodes of recurrent metastatic ovarian carcinoma. She was initially diagnosed with stage IVa high-
grade serous ovarian adenocarcinoma (HGSOC), treated with paclitaxel-carboplatin and capecitabine, followed by total abdominal
hysterectomy and bilateral salpingo-oophorectomy. Two years later, she developed cerebellar metastasis and received whole-brain
radiotherapy and paclitaxel-carboplatin. Eighteen months later, she had peritoneal metastasis and had sequential gemcitabine-car-
boplatin-paclitaxel. One year later, she had splenic metastasis, treated with splenectomy and adjuvant carboplatin and nano-albu-
min bond paclitaxel. The patient remains in remission until now, 11 months after completing the most recent regimen. This
report emphasizes the potential to successfully use chemoradiotherapy with sequential courses of platinum-based agents in
patients with recurrent metastatic HGSOC.
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O
varian carcinoma is the second most common
malignancy of the female reproductive system in
the United States, with epithelial ovarian carci-
noma (EOC) accounting for >90% of all ovar-

ian carcinoma.1 Despite rapid advances in cancer treatments,
EOC continues to have a grim prognosis.2–4 Here, we report
a rare case of an Iranian woman with poorly differentiated
EOC with four relapses successfully treated with paclitaxel,
carboplatin, capecitabine, gemcitabine, and nano-albumin
bond paclitaxel.

CASE DESCRIPTION
A 62-year-old Iranian woman presented with progres-

sively enlarging supraclavicular lymphadenopathy. She had
no known medical history and was not taking any medica-
tions. Ultrasound revealed the involvement of cervical lymph
nodes levels III, IV, and VI. Her serum tumor markers
revealed a normal a-fetoprotein, carcinoembryonic antigen,

and carbohydrate antigen (CA) 19-9 but elevated CA 15-3,
CA 125, and human epididymis protein-4. An excisional
biopsy of the right cervical lymph node revealed neoplastic
cells with variable-sized vesicular nuclei and micropapillary
features. Immunohistochemistry was positive for CK7,
CK20, CA125, and WT1 and negative for GATA3, TTF1,
and CDX2, consistent with poorly differentiated high-grade
serous ovarian adenocarcinoma (HGSOC). Vaginal ultra-
sound revealed right ovarian enlargement, while computed
tomography (CT) revealed diffuse abdominal lymphadenop-
athy. The patient was diagnosed with stage IVa HGSOC.
She received six cycles of paclitaxel-carboplatin, followed by
6 months of capecitabine. She subsequently had a total
abdominal hysterectomy and bilateral salpingo-oophorec-
tomy and achieved complete clinical response.

Approximately 18 months later, the patient presented
with an ataxic gait. Brain magnetic resonance imaging (MRI)
revealed multiple metastatic lesions in the pons and the
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cerebellum (Figure 1a). The patient was diagnosed with
recurrent HGSOC with brain metastasis and had whole-
brain radiotherapy and six cycles of paclitaxel-carboplatin.
She achieved a complete response with no residual lesions on
her brain MRI (Figure 1b). Approximately 18 months later,
she presented again with abdominal lymphadenopathy and
elevated tumor markers. Her positron emission
tomography–CT scan revealed multifocal peritoneal seeding
and hypermetabolic lymph nodes (Figure 2). The lymph
node excisional biopsy revealed recurrent HGSOC. The
patient had chemotherapy with six cycles of sequential gem-
citabine-carboplatin-paclitaxel and had a complete response.
One year later, the patient again presented with elevated
tumor markers. Her abdominopelvic CT revealed a splenic
lesion, suspicious for recurrent HGSOC. She had a splenec-
tomy, followed by six cycles of nano-albumin bond paclitaxel
and carboplatin. The patient achieved a complete response
and has remained in remission for the past year. The clinical
timeline of the patient’s diagnosis until her most recent treat-
ment is shown in Figure 3.

DISCUSSION
Ovarian carcinoma is the second most commonly diag-

nosed reproductive tract cancer, with a lifetime risk of 1.1%;
it accounts for 2.1% of all cancer-related deaths, as >75% of
patients present at an advanced disease stage.1,2 Despite ini-
tial response to treatment, nearly 70% of the patients with
advanced ovarian carcinoma develop recurrent disease within
18 to 24 months.3 Risk factors include nulliparity, hormone
replacement therapy, pelvic inflammatory disease, and muta-
tions in the BRCA1, BRCA2, or mismatch repair genes
MSH2, MLH1, and MSH6.4–7

EOC is often diagnosed in the advanced stages of the dis-
ease due to the ovaries’ location and the biological behavior
of epithelial tumors.8 The recommended workup for patients
includes abdominopelvic ultrasound followed by CT or
MRI.9,10 The serum tumor markers for EOC diagnosis
include CA 19-9, CA 125, carcinoembryonic antigen, a-feto-
protein, b-human chorionic gonadotropin, and lactate
dehydrogenase, and occasionally CA 15-3 and human epi-
didymis protein-4.11–13 The most common sites of EOC dis-
semination are the peritoneal cavity, abdominal or distant
lymph nodes, colon, mediastinum, and hepatobiliary sys-
tem.14 EOC metastasis to the central nervous system (CNS)
is rare, with an incidence rate as low as 0.3%.15–17

Treatment for CNS metastasis often includes palliative
chemotherapy with platinum agents.18 However, CNS
metastasis portends a poor prognosis, with the median
overall survival ranging from 3 to 15 months.17 In contrast,
our patient has been in remission for 3 years after CNS
metastasis. This highlights the potential for whole-brain
radiotherapy and adjuvant chemotherapy using high-dose
paclitaxel-carboplatin to successfully treat recurrent EOC
with brain metastasis.

A multimodal therapeutic approach is used to treat meta-
static EOC, combining chemoradiotherapy and cytoreduc-
tive surgical resection.4,19 Systemic chemotherapy regimens
include a combination of fluoropyrimidines, platinum
agents, taxanes, irinotecan, gemcitabine, and doxorubi-
cin.20–22 One of the preferred chemotherapy regimens is a
combination of fluoropyrimidines or taxanes and platinum
agents.9,19–21 Patients with recurrent disease after 6 months
of platinum therapy are considered to be platinum sensitive
and may be treated again with paclitaxel and carboplatin,
while patients with disease relapse <6 months after remission
are considered platinum resistant and treated with other

Figure 1. Top: Brain MRI showing several metastatic lesions in the pons and
the cerebellum. Bottom: Posttreatment brain MRI showing no evidence of
residual tumor.

Figure 2. The patient’s positron emission tomography/CT scan showing
multifocal hypermetabolic intraperitoneal metastatic seeding with hypermeta-
bolic lymph nodes, with small sized bilateral axillary adenopathy with mild
metabolic activity, most likely reactive in nature (maximum standardized
uptake up to 2.3).

Figure 3. Clinical timeline from the patient’s initial diagnosis of metastatic
ovarian carcinoma until her most recent treatment and remission. HGSOC
indicates high-grade serous ovarian adenocarcinoma; WBRT, whole-brain
radiotherapy.
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regimens (i.e., cyclophosphamide, irinotecan, or doxorubi-
cin).23,24 Despite aggressive therapy, the 5-year survival in
advanced EOC is <30% due to disease relapse and chemore-
sistance.3,4 This report emphasizes the potential to success-
fully use multiple courses of platinum-based agents in
patients with recurrent metastatic HGSOC.
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