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ABSTRACT 

 

 
 ARTICLE DETAILS

 
Primary peritoneal tumors share a common anatomical site and therefore their clinical manifestations 

are very similar. When peritoneal masses are detected, the tentative initial diagnosis is secondary to 

metastatic disease, which has been determined most frequently in the peritoneal cavity. However, 

primary peritoneal tumors should always be included in the differential diagnosis. Among the primary 

malignant peritoneal neoplasms, mesothelial tumors have been identified (malignant mesothelioma, 

well-differentiated papillary mesothelioma, benign cystic mesothelioma, adenomatoid tumor of the 

peritoneum), epithelial-type tumors (primary peritoneal serous carcinoma, primary peritoneal serous 

borderline tumor), tumors of the smooth muscle (disseminated peritoneal leiomyomatosis) and tumors 

of uncertain or undetermined origin (desmoplastic small round cell tumor, peritoneal solitary fibrous 

tumor).
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INTRODUCTION 

Primary carcinoma of the peritoneum is a pathology that has 

been defined relatively recently. It is characterized by an 

abnormal carcinomatosis of the peritoneal cavity with 

minimal or negative involvement of the ovarian adnexa. One 

of the first few cases reported in the medical literature 

involved a young woman with a pelvic tumor with peritoneal 

involvement, with characteristics of papillary serous ovarian 

cancer. However, it was later determined that the peritoneal 

tumor is a lineage of a mesothelioma, which would later be 

classified as a tumor of mullerian origin. Based on medical 

evidence, 10-15% of cases of advanced "ovarian cancer" 

should be reclassified as primary peritoneal carcinomas. 

Although there are many similarities between epithelial 

ovarian cancer and peritoneal carcinoma, molecular and 

epidemiological studies suggest that these two pathologies 

have certain discrepancies.1,2 

This article summarizes the current literature regarding a case 

of a series of abdominal tumors of ovarian origin in a 32-year-

old patient. In addition, the most important characteristics of 

primary neoplastic diseases of the peritoneum are reviewed 

to provide the general practitioner with a basis for the 

differential diagnosis between benign and malignant 

processes, whether primary or secondary, which commonly 

present with a similar spectrum of imaging findings. . 

Throughout the article, we will highlight a series of clinical, 

epidemiological and pathological observations characteristic 

of these tumors, which will allow the doctor make a more 

specific diagnosis. 1,2,3 

This pathology presents with non-specific gastrointestinal 

symptoms and signs and it is common for the initial 

management to be by a general surgeon due to the presence 

of intestinal occlusion or data of acute abdomen. The 

objective of the article is to carry out a bibliographic review 

of the main databases in relation to advances in the diagnosis 

and surgical treatment of primary peritoneal cancer. Present 

the advances in epidemiology and pathology, clinical picture, 

surgical treatment and management guidelines in peritoneal 

cancer. 4,5 

 

EPIDEMIOLOGY 

The incidence of primary carcinoma of the peritoneum is 

unknown, it is estimated that approximately 10% of cases 

diagnosed as ovarian cancer are really primary of the 

peritoneum. Due to the greater knowledge of this entity, there 

is a relative increase in frequency. It is estimated that up to 
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18% of laparotomies performed for ovarian cancer in the final 

pathology report will correspond to primary peritoneal 

cancer. We found epidemiological differences between 

primary peritoneal cancer and mesothelioma. Malignant 

mesothelioma usually occurs in men (with incidences of 60-

80%), and in more than 80% there is evidence of housing with 

asbestos, it has a poor response to chemotherapy and survival 

time is short in most cases. 6,7 

Primary peritoneal cancer occurs almost exclusively in 

women, although two cases have been reported in men and 

there is no history of asbestos exposure in them. 8 

Recent studies have focused on the epidemiological 

differences between primary carcinoma of the peritoneum 

and epithelial ovarian cancer. When it has been diagnosed, 

women present with an age of almost 64 years, unlike men 

who present with 55. As a risk factor, it has been found that 

women with primary cancer of the peritoneum have had an 

earlier menarche, more pregnancies and less history of 

gynecological cancers. No study has shown significant 

differences in relation to race, socioeconomic status, 

smoking, oral contraceptives or hormone replacement 

therapy. There is no evidence to describe whether pregnancy 

or the use of oral contraceptives decreases the risk of 

peritoneal cancer, it is also unknown whether infertility 

increases the risk of primary peritoneal cancer. Women with 

BRCA1 mutations have an increased risk of developing 

primary peritoneal cancer. In these women, it is estimated that 

the risk of developing it after prophylactic oophorectomy is 

approximately 5-10%. The risk for women with BRCA2 gene 

mutations is unknown. 9,10,11 

 

CLINICAL PRESENTATION 

The clinical presentation for women with primary peritoneal 

cancer is very similar to that of patients with advanced 

epithelial ovarian cancer. 75% of cases have a preoperative 

diagnosis of ovarian cancer, but when entering the cavity they 

find neoplastic masses. 12,13 

The most common symptoms are diffuse abdominal pain 

(65%), constant abdominal distention (51%), changes in 

bowel habit (30%), nausea/vomiting (9%), urinary frequency 

(6%). They are associated: abdominal distension, 

postprandial fullness and changes in the intestinal habit in 

80% of the cases, including intestinal occlusion secondary to 

the mass effect generated or due to adhesions. Only 6% of 

cases are asymptomatic. The pelvic exam may be normal 

because there is minimal involvement of the ovaries and there 

may be a delay in diagnosis if imaging studies are not ordered 

in time. 14,15 

 

CLINICAL CASE PRESENTATION 

This is a female patient who was admitted to the emergency 

department due to diffuse abdominal pain, for which imaging 

studies were requested to rule out appendiceal pathology, 

finding multiple intra-abdominal masses of approximately 

14x12x10 centimeters in size in the computerized axial 

tomography report. She was admitted to the operating room 

by the oncologist surgeon, finding masses adhered to deep 

planes in the peritoneum with significant vascular 

compromise, without the possibility of surgical resection, so 

she proceeded to close and establish chemotherapy treatment. 

(Figure 1) (Figure 2). Waiting for the reduction of the tumors 

for subsequent surgical resection.

 

            
              Figure 1. Large abnormal                  Figure 2. Large tumors attached 

                                                           abdominal masses                                  to deep planes. 

PATHOLOGY 

The gross appearance of primary peritoneal carcinoma is 

similar to advanced stage epithelial ovarian cancer, except 

that the ovarian adnexa remain normal in size with minimal 

surface implants. Extensive tumor implants are typically 

found in the abdominal and pelvic peritoneum, ascites, 

"omental cake", diaphragmatic implants and frequent pleural 

effusion. 16 

The diagnosis must be made after a careful evaluation of the 

surgical piece and subsequently sent for an adequate 
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histopathological study, initially it may be indistinguishable 

from epithelial ovarian cancer. In 1988, a study by Mills et al. 

were the first to establish the criteria to separate these two 

entities: normal macroscopic ovaries, size less than or equal 

to 3 cm, with implants on the surface and minimal invasion. 

17,18 

 

SURGICAL MANAGEMENT 

Due to the clinical and pathological similarity between 

epithelial ovarian cancer and primary peritoneal cancer, many 

authors have suggested a treatment plan very similar to that 

used in ovarian cancer. Surgical exploration is important to 

establish the diagnosis and perform cytoreductive surgery 

and, if possible, resection. Extensive debulking is required in 

98% of cases for abdominal wall tumor and pelvic disease. 

Because the diagnosis can only be made after 

histopathological study, all cases are preferably managed 

surgically in conjunction with gynecology and oncology, as 

if it were epithelial ovarian cancer. Omentectomy is 

performed because tumor infiltration is found in 80-100% of 

patients. In the case of macroscopic pelvic and para-aortic 

adenopathies, lymph node dissection is performed, but 

routine dissection is not necessary in all cases. 19,20,22 

 

FIRST LINE CHEMOTHERAPY 

Neoadjuvant therapy has been used in women with advanced 

ovarian cancer, or when optimal reduction cannot be ensured 

with surgery or radiation therapy. Neoadjuvant chemotherapy 

is administered to reduce tumor volume, the possibility of 

performing optimal cytoreduction surgery is greater and 

surgical morbidity decreases in addition to increasing the 

survival rate. Patients who respond to neoadjuvant 

chemotherapy undergo exploratory laparotomy in addition to 

performing hysterectomy, bilateral salpingo-oophorectomy, 

and omentectomy, because tumor activity at these sites is not 

completely eradicated by chemotherapy alone. 23,24 

Necessary judgment must be taken to take into account that, 

if upon inspecting the peritoneal cavity we consider that our 

surgery will be incomplete, and not even suboptimal, it is 

preferable to take a biopsy, which will allow a rapid 

postoperative recovery, so that the patient begins treatment 

with chemotherapy as soon as possible for induction and 

subsequent laparotomy. In such a case, the procedure should 

be limited to allow rapid postoperative recovery and prompt 

initiation of chemotherapy.25 

 

CONCLUSIONS 

Surgery together with chemotherapy constitutes the 

cornerstone in the therapeutic plan against primary cancer of 

the peritoneum. The role of surgery from diagnosis, staging 

and finally as therapeutic cytoreduction, with a significant 

impact on survival, is not in doubt. The generalities in the 

diagnostic approach and basic concepts of surgical 

procedures in peritoneal cancer and epithelial ovarian cancer 

should be known, although they are different in their 

pathogenesis and prognosis. The surgeon must know the 

importance of making a maximum surgical effort to improve 

patient survival. It must always be considered that this 

pathology can be found in a picture of intestinal sub-

occlusion due to adhesions, or as an unexpected finding in 

emergency surgery. 
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