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Pregnancy after diagnosis of ovarian cancer is a rare event. Ovarian Cancer is associated
with difficulty in achieving pregnancy. Little is known about the mechanism of this
condition due to limited literature and studies. In this paper, the authors report a rare
case of successful pregnancy in a patient with ovarian cancer. Patient initially diagnosed
with cystadenocarcinoma mucinous of the ovary, two years prior to pregnancy, and later
diagnosed with suspected ovarian cancer in the third trimester. The patient was then
treated with optimal debulking surgery and cesarean section at 35 weeks of pregnancy.
The patient delivered a healthy baby girl. Debulking surgery was carried out, and the
patient was scheduled for chemotherapy. The findings from this case conclude that
patients with ovarian cancer who receive conservative surgical treatment could have
successful pregnancy outcomes. The quality of the patient’s life should be a priority, and
follow-up for further treatment is essential.
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1. Introduction

and could potentially receive a conservative surgical
treatment, with the preservation of the uterus and the

In recent years, women are increasingly postponing
childbirth to later in life [1, 2]. Early-stage ovarian cancer
refers to cancer that is limited to one or both ovaries and
corresponds to Stage | A or B according to the
International Federation of Gynecology and Obstetrics
(FIGO), a global organization that provides standardized
cancer staging guidelines [3]. As fertility preservation
becomes increasingly important, many young women
diagnosed at an early stage are seeking options to
maintain their reproductive potential [4]. These patients
are, in some cases, identified at an early stage of disease
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contralateral ovary.

Fertility and hormone preservation are key quality of life
(QoL) considerations for premenopausal patients
diagnosed with ovarian cancer [5]. Nonetheless, many
surgeons hesitate to pursue conservative approaches
due to concerns about the potential for undetected
microscopic cancer remaining in the retained ovary.

For early-stage epithelial ovarian cancer (EOC), the
standard surgical treatment has traditionally been total

Page | 16 .


http://heca-analitika.com/ijcr
https://doi.org/10.60084/ijcr.v3i1.260
https://crossmark.crossref.org/dialog/?doi=10.60084/ijcr.v3i1.260&domain=pdf
mailto:richardomarpaung2@gmail.com
mailto:f.armanza@gmail.com
mailto:hariadiyuseran@yahoo.com
mailto:setyoteguhw@gmail.com
mailto:salanyosef@gmail.com
mailto:richardomarpaung2@gmail.com
https://creativecommons.org/licenses/by-nc/4.0/

Indonesian Journal of Case Reports, Vol. 3, No. 1, 2025

May 2024

Patient had routine antenatal

October 2022, care, and diagnosed ovarian
Patient diagnosed with cancer with 33 weeks of
suspect ovarian cancer pregnancy

November 2022
Patient underwent
fertility sparing
surgical staging

August 2025
Patient scheduled for
chemotherapy, but
declined

June 2025
Patient underwent
elective cesarean section
followed by complete
surgical staging

Figure 1. Timeline of the case report.

hysterectomy, bilateral salpingo-oophorectomy (BSO),
plus peritoneal and lymph-node sampling [6]. While
definitive evidence is still lacking, a growing body of
research supports the safety of fertility-sparing surgery
(FSS) in young women diagnosed with early-stage ovarian
cancer [7-9]. Ditto et al. suggest that FSS upholds the
oncologic effectiveness of radical-comprehensive
surgical staging, preserving reproductive and endocrine
functions [10]. However, there is still no clear consensus
on the selection criteria for FSS. The medical literature
presents a broad spectrum of restrictive criteria across
various studies. While most research supports the safety
of FSS in patients with well-differentiated tumors
confined to the ovaries, only a limited number of studies
have assessed its effectiveness in cases of poorly
differentiated EOC [11, 12]. Ratanasrithong and
Benjapibal showed that selected patients with early-stage
ovarian cancer who underwent conservative surgery
along with suitable adjuvant chemotherapy were able to
achieve favorable pregnancy outcomes, reporting a
51.7% pregnancy rate among those who attempted to
conceive [4].

Ovarian cancer limited to the ovaries (FIGO Stage I) is
potentially curable in up to 90% of cases, while cancer
confined to the pelvis (Stage Il) is associated with a five-
year survival rate of approximately 70%. In contrast, once
the disease has spread beyond the pelvis (Stages IlI-1V),
long-term survival drops significantly, with rates of 20%
or lower [13]. In this report, we aimed to present our
experience in managing a case of a pregnant patient who
previously underwent conservative surgical staging for
ovarian cancer, became pregnant, and was then
diagnosed with ovarian cancer; we also review the related
literature.

2. Cases

We present the case of a 30-year-old woman, in her third
pregnancy, with two previous deliveries and no history of
miscarriage, who was referred to the antenatal clinic at
Ulin General Hospital, Banjarmasin. The timeline of this
case is illustrated in Figure 1. A routine ultrasound

examination at 35 weeks revealed a single fetus
consistent with 35 weeks of gestation, along with a
unilateral, multilocular-solid cystic adnexal mass in the
left ovary, measuring over 16 cm in maximum diameter
(Figure 2). Color Doppler imaging revealed that the mass
was vascular. Ascites was also present. Both the kidneys
and liver appeared normal. The patient had no significant
medical history and no known family history of
endometrial, ovarian, colorectal, or breast cancer. The
result of the biological markers was elevated, suggestive
of malignancy, with cancer antigen 125 (CA-125) value
395,39 IU/ml (reference range: < 10 IU/ml). The patient
was diagnosed with Stage IB Ovarian Cancer 2 years
prior. Under consideration of early-stage ovarian cancer
in young patients, and the patient's demand to preserve
fertility function, the patient underwent conservative
surgical staging with the risk of leaving microscopic
cancer cells. The Histopathology Result shows,
“Cystadenocarcinoma Mucinous Ovary.” The patient was
initially scheduled for chemotherapy to reduce the risk of
cancer recurrence, but she declined chemotherapy
treatment because her house was located far from the
hospital, and she was short of money. The patient also
stopped attending appointments (loss to follow up) and
didn't have antenatal care until 32-33 weeks.

Multidisciplinary counseling was used: the patient and
family were informed about surgical operations at 35
weeks, the possible outcomes of laparotomy, the
maternal and fetal risks, and the possibility of
chemotherapy treatment after delivery. The patient was
referred at 35 weeks; chemotherapy wasn't given
because pregnancy termination was due. Up until the
admission, pregnancy went smoothly: obstetric
ultrasounds confirmed normal fetal growth and
development. At 35 weeks, the fetus is considered viable,
with an estimated fetal weight of 2,200 g, and fetal lung
maturity has been achieved. Thus, a cesarean section
followed by optimal debulking surgery was performed to
prevent further cancer progression. The patient, the baby
(female, 2,300 g), was born alive, with no congenital
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Figure 3. Clinical image of the left ovarian mass.

defects and an Apgar score of 7-8-9. At the moment of
birth, the placenta appeared normal. Exploration
revealed ascites, with a 25 x 20 ¢cm left ovarian mass,
intact capsules, with adhesion to omentum, transverse
and descending colon (Figure 3). A nodular mass was
found in the peritoneum and colon. A total abdominal
hysterectomy, left salpingo-oophorectomy, omentectomy,
peritoneal washing, bilateral pelvic lymph node
dissection, and several peritoneal biopsies were
performed. Histopathology assessment of the left
ovarian mass showed mucinous carcinoma (Figure 4),
lymph nodes, and peritoneal fluid showed negative
results, with positive results on the omental mass (sized
<2 cm). The patient was therefore diagnosed with ovarian
cancer stage llIB based on the International Federation of
Gynecology and Obstetrics (FIGO) classification. Detailed
counseling of the patient and her family with
multidisciplinary staff has been given; no gross fetal
anomalies were documented at examination. The

postpartum check-up went smoothly. The follow-up
ultrasound and chest radiograph revealed no evidence of
metastasis. We  scheduled paclitaxel-carboplatin
chemotherapy for this patient’'s postpartum treatment.
However, the patient declined due to a similar matter.
Even though the patient has been provided with
government assistance funds, the patient still refuses to
undergo chemotherapy. She currently has no abdominal-
related issues 2 months after surgery. She continues to
breastfeed and has no concerns about her infant’s health
or development.

3. Discussions

Complete surgical staging is widely regarded as the
standard treatment for early-stage ovarian cancer. This
procedure typically includes aspiration of ascitic fluid or
peritoneal lavage, total hysterectomy, bilateral salpingo-
oophorectomy, infracolic omentectomy, selective
peritoneal biopsies, and sampling of both pelvic and
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Figure 4. Histopathological findings of the ovarian mass.

para-aortic lymph nodes. Hysterectomy and bilateral
salpingo-oophorectomy are essential components of
treatment, as the uterine serosa and endometrium are
common sites for occult metastases. Additionally, there
is a relatively high incidence of synchronous endometrial
carcinoma in these patients. The risk of occult metastasis
in @ macroscopically normal contralateral ovary also
ranges from 2% to 12%, influenced by the tumor’s
histological subtype, grade, and stage [14-17]. The
patient underwent FSS and failed to comply with the
scheduled chemotherapy. Hence, while the patient
achieved a successful pregnancy, she also experienced
ovarian cancer relapse.

Although ovarian cancer primarily affects
postmenopausal women, around 12% of cases are
diagnosed in women under the age of 45 [18, 19]. For
these younger patients who wish to preserve fertility,
conservative surgery may be a viable option. However,
this approach presents challenges, including concerns
about tumor recurrence, the necessity and timing of
postoperative chemotherapy, and the potential impact of
cytotoxic agents on the remaining ovary and any future
pregnancies. As a result, gynecologic oncologists must
carefully weigh the desire for fertility preservation against
optimal oncologic outcomes. The criteria for selecting
candidates for conservative surgery in early-stage
ovarian cancer remain a topic of debate. According to the
European Society for Medical Oncology (ESMO), fertility-
sparing treatment is appropriate for patients with Stage
IA epithelial ovarian cancer, excluding clear cell histology,
and limited to grade 1 or 2 tumors [20]. More recently,
the Fertility Taskforce of the European Society of
Gynecologic Oncology (ESGO) has advised against
offering conservative surgery to patients with grade 3
epithelial ovarian cancer [16].

Cass et al. reported that recurrence was more common
among patients who had undergone incomplete surgical

staging [20]. Even in clinically diagnosed stage | ovarian
cancer, occult intra-abdominal metastases including
retroperitoneal lymph node involvement, have been
documented. Metastases to pelvic and/or para-aortic
lymph nodes occur in approximately 10-15% of cases
[21]. Re-staging procedures in patients initially thought to
have early-stage disease have led to upstaging in up to
30% of cases, highlighting the significance of thorough
surgical staging as a key prognostic factor [22-24].
Therefore, for patients being considered for fertility-
sparing surgery, itis critical that complete surgical staging
is performed, including pelvic and para-aortic lymph
node sampling, peritoneal washings, multiple peritoneal
biopsies, and omentectomy [25].

The patient was diagnosed with ovarian cancer and
underwent FSS 2 years prior. Guideline recommended
complete surgical staging, but FSS might be an option for
the patient who wishes to preserve fertility function. The
patient was scheduled for chemotherapy, but failed to
comply. Although the patient successfully achieved
pregnancy after the diagnosis and surgery, she never had
routine antenatal care until the pregnancy was in the
third trimester. Unfortunately, there is a loss to follow up
in a two-year gap between the initial ovarian cancer
diagnosis and pregnancy. When we evaluate the patient
with suspected ovarian cancer, we perform biomarker
evaluation to investigate the probability of causation. The
antigenic determinant CA-125 is expressed in ovarian
epithelial tumors, but it is physiologically raised during
pregnancy; increased CA-125 is detected between 30 and
40 days of gestation, with a peak between 35 and 60 days
of gestation and a reduction by the end of the first
trimester. However, only 50% of early-stage tumors in
pregnant patients with stage | ovarian cancer have a
CA125 score larger than thirty international units. Alpha-
fetoprotein (AFP), lactate dehydrogenase (LDH), and
human chorionic gonadotropin (hCG) are all altered
during pregnancy, reducing their therapeutic value [26,
27]. We discovered normal CA-125 in this investigation,
while the final pathology result was Mucinous Ovarian
cancer. Based on the surgical staging and histopathology
results, the patient was diagnosed with stage IlIB of
Ovarian Cancer. Hence, the risk of recurrence is high,
with overall survival worse compared with nonmucinous
ovarian cancer [28]. Freeman et al. suggest that the
timing for initiation of chemotherapy for the most
optimal survival in ovarian cancer is between 20-39 days
after surgery [29]. The decision to delay chemotherapy
was made by the patient herself, even though the patient
had been given detailed counseling on her disease,
including the treatment plan and the risks. Hence, the
patient has a poor prognosis.
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Nitecki et al. found that women who conceived at least
three months following fertility-sparing surgery for stage
IA or IC ovarian cancer did not face a higher risk of
adverse obstetric outcomes, such as preterm birth, small-
for-gestational-age infants, cesarean delivery, neonatal
complications, or severe maternal morbidity compared
to matched controls [27]. Further analysis based on time
from diagnosis to conception and exposure to
chemotherapy showed no significant differences in the
rates of adverse pregnancy outcomes. Although national
guidelines have emphasized the importance of
discussing fertility preservation with young cancer
patients for over a decade, data on obstetric outcomes
following fertility-sparing surgery have remained limited
[30-33]. This study offers promising evidence that
pregnancy after fertility-preserving treatment in early-
stage ovarian cancer is generally safe.

Previous research has produced mixed results regarding
the association between a history of cancer and the risk
of preterm birth [30-32]. A systematic review examining
obstetric outcomes following reproductive cancers found
that the majority of studies were limited to small case
series with low numbers of births. Notably, more than
one-third of these studies did not report key outcomes
such as gestational age at delivery or neonatal viability,
highlighting significant gaps in the available evidence.

There is limited data available to inform the optimal
timing of pregnancy following cancer treatment. Some
experts recommend that cancer survivors, especially
those who have undergone chemotherapy, delay
conception for 12 to 24 months after completing
treatment [33]. This recommendation is based on
concerns about potential oocyte damage and extended
immunosuppression, which may increase the risk of
adverse outcomes such as preterm birth, small-for-
gestational-age infants, and miscarriage [34].

A recent systematic review involving 614 patients with
epithelial ovarian cancer found that 50% attempted to
conceive, and among those, 79% (242 patients) achieved
pregnancy, with live-birth rates ranging from 76% to 96%,
figures that align with findings from other reviews [35,
36]. These outcomes offer reassurance to patients
considering fertility-sparing surgery, suggesting that
pregnancy following ovarian cancer treatment does not
appear to be linked to increased risks of preterm birth,
neonatal complications, cesarean delivery, or severe
maternal morbidity.

Due to the rarity of cancer during pregnancy [26], there is
a limited body of research to guide clinical decisions for
affected women and their healthcare providers.
However, some reports suggest that pregnancy does not

negatively impact cancer prognosis. These studies
support preserving the pregnancy whenever feasible,
emphasizing that treatment outcomes largely depend on
the individual patient's condition and the ability to
manage the cancer effectively while also protecting the
health of the fetus [26].

4. Conclusions

Patients with early-stage ovarian cancer who want to
preserve fertility function might undergo fertility-sparing
surgical staging, as long as they also comply with the
chemotherapy suggested. The goal of treating ovarian
cancer in young females has to consider the patient's
desire for pregnancy, which is part of the quality of life. In
Ovarian Cancer during pregnancy, the goal of the
treatment is to achieve the best oncologic outcome while
preserving the viability of the fetus. In conclusion, the
findings of this case suggest that pregnancy after fertility
sparing surgical staging may be an option in patient with
early-stage ovarian cancer, with good obstetric outcome,
treatment on a near term pregnancy patient with ovarian
cancer, may be performed safely to limit the danger to
the fetus, and the deterioration of maternal health. More
studies are needed to provide knowledge about these
mother-infant dyads' survival and health outcomes.
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