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Case Report

This 38-year-old lady underwent total abdominal hysterectomy 
with bilateral salpingoopherectomy one and a half year back. 
Biopsy was serous adenocarcinoma. Adjuvant cisplatin based 
chemotherapy was given. She presented to us with history 
of four months of headache, raised intracranial pressure and 
right side cerebellar symptoms and signs. Magnetic Resonance 
Imaging (MRI) brain revealed solitary right sided cerebellar 
SOL with solid – cystic component, which was hypo on T1W1 
images and hyper on T2W1 images. Solid component along 
with cyst wall showed contrast enhancement. There was no 
perilesional edema [Figure 1a-c]. Workup for any other site 
of metastases was negative. Right sided retromastoid sub 
occipital craniotomy with gross total excision of the tumor was 
done. Histopathological report was consistent with ovarian 
adenocarcinoma. Till the last follow-up, after six months of 
surgery, she had improvement in symptoms and no evidence 
of recurrence.

Discussion

Our patient had presented after 18 month of previous surgery 
and adjuvant chemotherapy for serous adenocarcinoma of the 
ovary. The median interval from the diagnosis of epithelial 
ovarian carcinoma (EOC) to CNS metastasis manifestation is 
21.5 months (range, 0-126 months). However, in 4% of patients, 
CNS metastasis may present earlier or concomitantly at the 
time of diagnosis of the ovarian carcinoma.[3,4]

Most reports have shown that majority of patients (>80%) 
with CNS metastasis have Federation of Gynaecology and 

Introduction

Among gynecological malignancies, ovarian cancer is a 
major cause of morbidity and mortality.[1] Survival has 
increased with platinum based chemotherapy; therefore, 
rarely, brain metastases can be seen in epithelial ovarian 
cancers, its incidence ranges from 0.29 to 5%. Other reasons 
for increasing incidence of brain metastases can be better 
imaging techniques and poor penetration of chemotherapy 
agents across blood brain barrier. Central Nervous 
System (CNS) metastases in cases of epithelial ovarian 
cancer is believed to occur via hematogenous seeding 
through Virchow – Robin perivascular spaces, through 
retrograde lymphatic spread in the case of meningeal 
involvement, or by direct invasion after bony involvement.[2]  
Ovarian metastasis mimicking pilocytic astrocytoma is  
extremely rare.
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Serous adenocarcinoma of the ovary rarely can present with solitary solid -cystic cerebellar metastasis, mimicking pilocytic 
astrocytoma. A middle aged women, who underwent total abdominal hysterectomy with bilateral salpingoopherectomy 
and adjuvant chemotherapy for ovarian adenocarcinoma, presented to us with the history of headache, vomiting, and 
imbalance. Contrast enhanced magnetic resonance imaging (MRI) showed solitary cerebellar, solid cystic lesion with cyst 
lining and solid portion enhancing on contrast which was mimicking pilocytic astrocytoma and there was no perilesional 
edema. Gross total excision of the cerebellar lesion was done followed by resolution of her symptoms. Histopathology 
showed metastatic adenocarcinoma consistent with the primary ovarian carcinoma. In patients of ovarian carcinoma, 
presenting with features of raised intracranial pressureICP] thorough investigations must be done to rule out metastasis. 
Solitary metastasis of the cerebellum because of ovarian carcinoma may mimic pilocytic astrocytoma.
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Obstetrics (FIGO) stage III and IV tumors.[2,3] The most common 
type of EOC is the serous type. Cohen et al.[5] had also reported 
that 24% patients in their series had serous histology.

In about 65% patients, EOC synchronous brain metastases is 
present with extra cranial disease, while one third may have 
isolated CNS lesion. Single metastatic lesion in brain was 
reported in 43% of patients and multiple lesions in 50.1%, 
while meningeal involvement was seen in 6.3%.[3]

Brain secondaries usually present with headache which may 
resemble tension headache and may be associated with 
features of raised intracranial pressure. Clinical features 
are variable depending upon the location of metastases. All 
patients of EOC who develop neurologic deficits must be 
suspected and evaluated for metastasis of the brain. Contrast 
enhanced MRI is the imaging modality of choice. Brain 
metastases are characterized by multiple lesions, typically 
at grey white junction, profuse perilesional edema, and 
relatively smooth margin. Our patient in contrast, had a right 
cerebellar solid cystic lesion, cyst walls and solid components 
showed enhancement of contrast; surprisingly, there was 
no perilesional edema or other synchronous sites of disease 
spread and hence it became difficult to diagnose it conclusively 
on the basis of MRI scan to be a case of metastases. Patient 
was unable to afford MR spectroscopy.

Therapeutic options need to be tailored accordingly after 
considering the age of the patient, status of the primary 
disease, extra cranial spread, site and number of lesions in 
brain and performance status of the patient. Treatment of 
brain metastases may not result in cure but with proper 
treatment, life expectancy, and quality of life may improve. 
Treatment options include offering no treatment to patients 
with widespread metastatic disease, to radical resection 
in solitary metastasis followed by adjuvant whole brain 
radiotherapy. Pothuri et al.[6] in their retrospective review have 

concluded that surgery followed by Whole Brain Radiation 
Therapy (WBRT) may result in prolonged survival (median 
survival, 18  months) in patients with solitary lesions. The 
median survival time of patients with surgery alone was 
comparable with that achieved with WBRT alone (6.9 months 
and 5.3 months, respectively).[2,5]

Patients with multiple metastases in brain with or without 
extra cranial disease are offered WBRT with or without 
chemotherapy. The median survival time with WBRT alone was 
3-6 months (range 1.5-27 months).[2,5] Role of surgery in these 
patients with multiple intracranial metastases is controversial. 
However, if all metastatic lesions can be completely resected, 
then survival is improved and may be comparable to patients 
undergoing surgery for solitary metastases.

Stereotactic radiosurgery (SRS) by a linear accelerator or 
gamma knife offers a different treatment option. Radiation 
Therapy Oncology Group (RTOG) trial showed no significant 
difference in survival among patients treated with WBRT or 
WBRT plus SRS (median survival 5.7 months vs. 6.3 months 
P=0.13).[7] SRS is considered valuable in treatment of patients 
with solitary metastases who are unable to tolerate surgery 
or their lesions are inaccessible.

Objective responses and survival benefits in patients with EOC 
secondaries to chemotherapy has been observed.[8] Platinum 
based regime (cisplatin or carboplatin) are known to show 
good response.[8]

Conclusion

In this case report, we have described an unusual case of 
ovarian carcinoma presenting with solitary solid cystic 
metastases in cerebellum, mimicking low grade astrocytoma. 
Such patients may cause diagnostic dilemma. They have 
improved survival and quality of life after complete resection 
followed by WBRT. Patients with multiple metastases have 

Figure 1a-c: Contrast enhanced MRI images of axial, saggital and coronal sections of the case showing solid-cystic tumor. Solid portion and 
lining of the tumor is seen enhancing with the contrast there was no perilesional edema
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a poorer prognosis and can benefit from WBRT and  /or 
systemic chemotherapy. SRS has a role in solitary lesions, 
where either patient is unlikely to tolerate surgery or lesion is  
inaccessible.
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