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Second primary malignant neoplasm in 
patient with ovarian cancer – case report
Drugie ognisko pierwotne u chorej z rakiem jajnika – opis 
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ABSTRACT:   Increase in the occurrence of multiple primary malignant tumours is associated with significant extention of survival 
rate among patients treated for malignant neoplasm. Treatment of multiple primary malignant tumours demands 
precise clinical evaluation, imaging, laboratory diagnostics and histopathological evaluation of the lesion. In the pre-
sented case immunohistochemical staining of lymphatic metastasis from nasopharyngeal carcinoma was mimicking 
distant metastasis from poorly differentiated ovarian cancer. It impeded histopathological diagnosis and required 
additional imaging enriched by PET-CT, which allowed the visualization of the second tumor..
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STRESZCZENIE:    Wzrost występowania mnogich nowotworów pierwotnych jest związany ze znaczącym wydłużeniem przeżywalności 
w grupie chorych leczonych z powodu nowotworów złośliwych. Leczenie pacjentów z mnogimi zmianami pierwotny-
mi wymaga skrupulatnej oceny klinicznej, badań obrazowych, laboratoryjnych oraz oceny histopatologicznej zmian. 
W prezentowanym przypadku w badaniu immunohistochemicznym przerzut węzłowy raka nosogardła sugerował 
przerzut odległy niskozróżnicowanego raka jajnika. Utrudniło to postawienie rozpoznania histopatologicznego i 
wymagało wykonania poszerzonego o PET-TK panelu badań obrazowych, w którym uwidoczniono drugi guz.
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INTRODUCTION

The dynamic development of oncology and related bran-
ches of medicine over the past few years has enabled more 
effective treatment of patients suffering from malignant 
tumors and prolonged their survival time. As much as 66% 
of patients treated for malignant neoplasms has a chance 
of surviving a 5-year follow-up period [1]. However, toge-
ther with a rise in the number of cured oncological patients 
we observe an increase in the incidence of second prima-

ry tumors that represent a new diagnostic and therapeutic 
challenge. Depending on the time of diagnosis of individual 
foci, multiple primary malignant tumors (MPMTs) may be 
classified as synchronous lesions (time between detection 
of individual lesions ≤6 months) or metachronous (time 
between detection of lesions >6 months). The incidence of 
MPMT ranges from 0.4 to 21.0% depending on the studied 
population [2-5]. Increase in the number of patients dia-
gnosed with MPMT is related to environmental and gene-
tic factors, as well as therapy and lifestyle. 
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CASE REPORT

A 63-year-old patient reported for a planned hospitalization at 
the Department of Head and Neck Cancer Surgery in Lodz to 
undergo a surgical biopsy of a neck tumor. ENT examination 
performed on admission to the Department revealed a mova-
ble tumor, about 20 mm in diameter, in field II on the left. The 
lesion was painless and appeared 3 weeks prior to the admis-
sion. On palpation, the shape of the tumor resembled an enlar-
ged lymph node, but otolaryngological examination (otoscopy, 
indirect laryngoscopy, anterior rhinoscopy and assessment of 
the nasopharynx) was unremarkable. Cytological examination 
of material obtained earlier through fine needle aspiration fa-
iled to provide the diagnosis. 

Two years earlier the patient had undergone panhisterectomy 
combined with PC (Paclitaxel, Carbaplatin) adjuvant chemo-
therapy due to bilateral G3 ovarian cancer (cystoadenocarci-
noma papillare serosum G3). During surgery the appendix, 
unchanged in microscopic examination, and a fragment of pe-
ritoneum with multifocal neoplastic infiltrations, subsequently 
confirmed in histopathological examination, were removed.

At the time of admission to the department the patient rema-
ined in good condition. She denied weight loss. Medical hi-
story included well-controlled type 2 diabetes.

Lymphadenectomy of the fields II-V was performed under ge-
neral endotracheal anesthesia. Lymphatic system of the abo-
ve-mentioned fields was removed together with a tumor that 
had been located in field IIB. 

Ambiguous histopathological picture in standard H&E staining 
was insufficient to yield a diagnosis. Tissue was assessed for 
expression of immunohistochemical markers. The following 
result: PAX8 (-), p16 (-), ER (-), CK7 (-), CK20 (-) suggested a 
metastasis of poorly differentiated ovarian cancer, but absen-
ce of any markers did not allow unequivocal identification of 
tumor’s origin. 

Abdominal ultrasound showed no changes that might indica-
te recurrence of previously treated disease. Chest x-ray reve-
aled single, clinically silent opacities up to 11 mm in diameter. 
PET-CT was performed in search of previously undiagnosed 
recurrence of ovarian cancer or new neoplastic lesions. The 
study demonstrated increased uptake of 18-FDG in the vicinity 
of torus tubarius (Fig. 1 and 2). On that basis the suspicion of 
a new neoplastic focus in the nasopharynx was made, promp-
ting a decision to surgically retrieve tissue sections. Examina-
tion yielded the following result:  infiltration of nosopharyn-
geal nonkeratizing differentiated carcinoma CKAE1/A3 (+), 

p63 (+), CD56 (-), LCA (-), CK7(-), CK20 (-), ER (-), S100 (-), 
PAX8 (-).Expression of the same immunohistochemical mar-
kers in the tissue section was identical to that obtained from 
the metastatic lymph node. Patient was referred for chemora-
diotherapy. Intensity modulated radiation therapy (IMRT) was 

Fig. 1.  PET-CT image in frontal cross section – visible augmented 18-FDG uptake 
in the nasopharyngeal region

Fig. 2.  PET-CT image in transverse cross section – visible augmented uptake of 
18-FDG in the nasopharyngeal region
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applied to the area of nasopharynx and cervical lymph nodes 
to a total dose of 69.69 Gy (2.12 Gy/fraction) combined with 
cisplatin monotherapy. Due to poor tolerance of implemented 
therapy (severe inflammatory reaction of oral and pharyngeal 
mucosa, dysphagia, purulent lesions in the area of right clavic-
le and malaise) treatment was stopped upon reaching a total 
dose of 53 Gy and III chemotherapy cycles. After performing a 
control CT scan of the neck and the craniofacial region, which 
did not reveal any lymphadenopathy or tumor progression, 
patient was referred for ambulatory treatment and follow-up. 
Over the next two years of follow-up no progression of naso-
pharyngeal cancer or recurrence of ovarian cancer was noted 
based on imaging (CT of the chest, neck and craniofacial re-
gion) or laboratory (CBC, CA125) studies.

DISCUSSION

The term “multiple primary malignant tumors” (MPMT) was 
first used by Bilroth in 1889. Warren and Gates published a 
description of the basic diagnostic criteria for MPMT and the-
ir epidemiology in 1932 [6,7]. In the 1970’s Moertel created a 
classification and divided MPMT lesions into subgroups [8]. 
Current definition of multiple primary malignant tumors was 
elaborated by the International Agency for Research on Can-
cer in 1991, defining them as lesions with the following cha-
racteristics:

• malignant character as confirmed by histopathological 
examination,

• not connected (there is a ≥2-cm margin of healthy 
tissues or, in case of many lesions found in one organ, at 
least 5 years have passed since the diagnosis of primary 
tumor),

• not metastases of a single tumor [9].

Development of MPMTs is associated with individual genetic 
predispositions, environmental exposure, and contact with fac-
tors of proven ability to induce carcinogenesis (including ra-
diation used during radiotherapy or chemotherapeutic agents) 
[10]. This problem affects the head and neck region in particu-
lar.  Over the last two decades the number of MPMT lesions 
grew significantly and is estimated at 9-36% of all neoplasms 
in that area. Upper airway exposure to inhaled carcinogens 
and hard liquor is an important risk factor for development 
of MPMT tumors. Such lesions are usually located in the area 
of oral cavity and pharynx (9%).  Cases of coexisting lesions of 
the pharynx are significantly less frequent [11,12]. 

Radiation used for the local treatment of certain lesions is one 
of the factors potentially contributing to induction of other 

Fig. 3.  Lymph node metastasis of nasopharyngeal cancer (Nasopharyngeal non-
keratinising carcinoma). H&E staining (magnification 100×).

Fig. 4.  Lymph node metastasis of nasopharyngeal cancer. Layers of cancer cells 
shown in wide-spectrum cytokeratin immunohistochemical staining 
(magnification 40x)

Fig. 5.  Nasopharyngeal cancer (Nasopharyngeal non-keratinising carcinoma). H+E 
staining (magnification 400×)
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SUMMARY
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