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Summary

Most grade 1 endometrioid cancers are confined at the time of diagnosis and confer a good prognosis. The author reports the case of
a 46-year-old Caucasian woman, referred to the gynecologist for anemia and increased volume of the abdomen. Computed tomogra-
phy scan showed a large intra-abdominal cystic mass, originating from ovary. The tumor measured 22 cm and was perforated. The pa-
tient underwent radical surgery. Histology confirmed epithelial tumor type endometrioid, very good differentiated, grade 1
adenocarcinoma. Adjuvant chemotherapy was administered. At 12 months post-presentation, imaging did not show any sign of recur-

rence and the patient remains under surveillance.
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Introduction

Endometrioid carcinomas of the ovary are a subtype of an
ovarian tumor of epithelial origin. The vast majority are
malignant and invasive. Endometrioid carcinomas account
for 8-15% of all ovarian carcinomas. It is considered the
second commonest malignant ovarian neoplasm [1].

The author reports the case of a 46-year-old Caucasian
woman with no medical or surgical past, presenting with a
perforated endometrioid low-grade ovarian adenocarci-
noma.

Case Report

The author describes the case of a young woman, gravida 3 para
2, without any medical past who was referred by her general prac-
titioner to the gynecologist for anemia and abdominal distension.
She did not undergo menopause. Physical examination was nor-
mal.

A computed tomography study detected a large 31x35x43 cm
intra-abdominal cystic mass, originating from right ovary. Bilat-
eral hydronephrosis was present. Because of signs of peritonitis,
aradical operation was urgently performed: a total hysterectomy,
bilateral salpingo-oophorectomy, excision of the left colon, and
appendicectomy, segmentectomy of the small intestine, and ex-
tirpation of the intra-abdominal neoplasm. Twelve liters of asci-
tis were evacuated.

The histological findings suggested a bulky perforated right
ovarian tumor, with a cystic brownish content. It was a papillary
and glandular proliferation, protruding within a cyst. The com-
plex architecture with papillar and glandular structures were lined
by cylindric stratified epithelioma without any cytonuclear atypia
nor nuclear polymorphism. Glandular structures were packed
against each other without interposition of stroma.

Immunohistologically, cytokeratin 7 and vimentin were focally
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positive. Cytokeratin 20 and CDX 2 were negative. Hormonal re-
ceptors (estrogen and progesterone) were diffusely and strongly
positive. WT 1 and p53 were negative. Peritoneal cytology was
negative for atypic cells. The Ca-125 level was 152 [U/mL. On the
basis of these findings and after confirmation from an expert cen-
ter, diagnosis of grade 1, well differentiated endometrioid adeno-
carcinoma was made. Because of the perforated tumor at initial
presentation, it was decided to deliver adjuvant chemotherapy.
The patient received six cycles of carboplatin+paclitaxel regimen,
with a very good tolerance. Ca-125 was normalized after com-
pletion of six cycles. At 12 months post presentation, the patient
remains free from relapse.

Discussion

The typical gross appearance of endometrioid tumors is
similar to that of other epithelial lesions, with variable cys-
tic and solid areas [2]. Histologically, an endometrioid car-
cinoma is characterized by the appearance of tubular
glands, and bears a strong resemblance to the endometrium.
Squamous differentiation can be present in more than a
third of patients. Synchronous endometrial carcinoma or
endometrial hyperplasia may be present in up to a third of
cases.

Endometrioid carcinoma is the most common malignant
neoplasm arising within an endometrium, although overall
this is an uncommon occurrence. Bilateral involvement can
be seen in 25-40% of cases [3-5].

An endometrioid histology may have a slightly better
prognosis than a serous or mucinous cystadenocarcinoma.
Pure endometrioid tumors have better outcomes than a
mixed variety.

Differential diagnosis that should be evocated are metas-
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tasis to the ovary and differentiation from metastatic en-
dometrial cancer[6].

Conclusion

The author reported the original case of a grade 1 en-
dometrioid adenocarcinoma, that was given adjuvant
chemotherapy, because of the performed tumor. The fol-
low-up does not show any sign of metastasis, that confirms
the good prognosis of such type of cancers.
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