OVARIAN CANCER RECURRENCE AT THE LAPAROSCOPIC
PORT FOR CHOLECYSTECTOMY
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Cancer recurrence at the laparoscopic ports is a well-
known complication of laparoscopic surgery. The
frequency of the complication is increasing in recent years
because of the wide use and popularity of laparoscopic
surgery. We report two cases of ovarian papillary
carcinoma which recurred at the port of laparoscopic
cholecystectomy. The tumor was localized at the portal site
with no evidence of metastases at any other site. The
patients had laparoscopic cholecystectomy for chole-
lithiasis some time before the ovarian tumor was
diagnosed. This shows that the incidental presence of
intraperitoneal cancer and inflation of the abdomina
cavity may lead to the seeding of tumor cells even without
manipulation of these tumors. This supports the hypothesis
that CO, gas leads to dispersion of cancer cells, which may
then be deposited on the site of the ports. But metastasis
through lymphatics to the scar cannot be ruled out.

Case Reports

Casel

A 64-year-old woman presented to another hospital for
chronic cholecystitis for which she had Iaparoscopic
cholecystectomy, which was uneventful. Three years later,
she started to have lower abdominal pain. Investigations
showed right ovarian carcinoma. Total abdominal
hysterectomy and oophorectomy were performed. Six
months after the second surgery, she started to feel pain in
her upper abdominal wall at the site of the laparoscopic
port. CT scan showed thickening of the rectus muscle at
the site of the port. She was observed for four months.
Repeat CT scan showed the port had a mass at the level of
the rectus muscle (Figure 1). Pelvic and liver examinations
showed no tumor. Fine-needle aspiration revealed poorly
differentiated carcinoma. A wide local excision of the mass
was performed. The abdominal wall was reconstructed,
using a Marlex mesh. The wound healed completely.
Pathologic examination of the resected mass revedled a
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metastatic adenocarcinoma with areas of necrosis. The
morphology of this tumor was compatible with metastasis
from previously resected ovarian carcinoma (Figure 2).
Review of the dides from the cholecystectomy specimen
revealed no neoplasm. Twelve months after surgery, there
was no evidence of recurrent tumor.

Case 2

A 70-year-old woman presented to another hospital
because of chronic cholecystitis, for which she had
laparoscopic cholecystectomy. Seven months later, she
developed a mass at the mid-clavical laparoscopic port.
Histopathology report of the excised mass demonstrated
metastatic ovarian carcinoma. Investigations showed a
9x7x10 cm adnexa solid mass with ascites. Totd
abdomina  hysterectomy and oophorectomy  was
performed. Four months later, the patient developed a
mass at the same port site. Wide re-excision of the tumor
was performed and the abdominal wall was reconstructed
using Marlex mesh. The patient had an uneventful
postoperative course. Four weeks after surgery, the patient
was doing well without any evidence of recurrent tumor.

FIGURE 1. CT scan of the abdomen demonstrates thickening of the right
rectus.



FIGURE 2. Photomicrograph of the mass at the |aparoscopic port, featuring
amoderately differentiated adenocarcinoma.

TaBLE 1. Ovarian abdominal wall cancer recurrence after laparo-
scopic surgery.
Sex/ Steof  Timeof
Study (year) age Procedure  recurrence recurrence  Status
Dobronteetd. F/52 Laparoscopy Portsite 2wks Died after 6
(1978)’ wks
Stockdaleand F/59 Laparoscopy, Portsite 8days Diedafter 1
Pocock (1985)8 biopsy month
Hsiuetal. F/30 Laparoscopy, Portsite 3 wks 9mns: no
(1986)° biopsy evidence of
disease
F/28 Laparoscopy, Portsite  3wks 6yrs. no
biopsy evidence of
disease
Childerset al. Second-look  Portsite 56days Died after 7
(1994)%° laparoscopy mns
Presentcases F/64 Laparoscopy, Portsite  3yrs 9mns: no
cholecystectomy evidence of
disease
F/70 Laparoscopy, Portsite 7mns 4 wks: no
cholecystectomy evidence of
disease
Discussion

Laparoscopic surgery is widely used for benign and
malignant diseases. Seeding of tumor cells in the port sites
is one of its drawbacks,* and a complication which is being
reported with increasing frequency.? The mechanisms
involved in recurrence of cancer at the laparoscopic port
are not fully understood. The first suggested mechanism is
that constant insufflation of CO, necessary to maintain the
pneumoperitoneum results in the dispersion of cancer
cells, which may then be deposited at the site of the entry
of the laparoscopic port. The second mechanism is that the
port sites are contaminated by the laparoscope and other
instruments, as well as by the resected specimen if the
tumor is present in the area of the |laparoscopic procedure.®
However, in our cases, there was no direct contact between
the malignant cells and the port site, since at the time of
cholecystectomy no gallbladder cancer was present.

CASE REPORT: OVARIAN CANCER RECURRENCE

Ovarian cancer could be present at the time of
cholecystectomy, thus it seems the cancer dispersed and
contaminated the port site. Since it is a slow-growing
tumor, it takes about three years for these cells to
proliferate and form a symptomatic tumor at the port site.

Seeding of the laparoscopic port may occur in a variety
of carcinomas, including the gallbladder, colon and
stomach.*® Only five cases of recurrent ovarian carcinoma
a the laparoscopic port have previously been reported
(Table 1).”% In al these cases, there was evidence of
either manipulation of the tumor through the laparoscopic
port or of atissue biopsy being performed, thus explaining
the occurrence of tumor seeding at the laparoscopic port.
Our cases appear to be unique, since no apparent tumor
was present at the time of the laparoscopic procedure. Y et,
when the patients |later developed ovarian carcinoma, there
was recurrence of carcinoma at the laparoscopic port about
10 months after total abdominal hysterectomy and bilateral
oophorectomy. We cannot speculate when the implantation
occurred, since it could have been either a the time of
laparoscopic cholecystectomy or at the time of oophorec-
tomy. Recently, Childers et al. reported one case of
papillary serous adenocarcinoma of the ovary implanted in
the abdominal wall after laparoscopy.”® Patsner et al.
reported one case of umbilical metastasis after laparoscopy
in a patient with stage 1B cervical cancer.!’ Metastasis of
these cell cancers through the lymphatics channel from the
lower abdomen to the upper part of the abdomina wall
cannot be ruled out, as the ovarian carcinomas are likely to
spread aong the abdomina peritoneal surfaces. More
experimental studies are needed to determine the exact
mechanism for the seeding of malignant cells.
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