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Case Report

Isolated primary endometrioid carcinoma of the ovary an unusual case of
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A B S T R A C T

Endometrioid tumors tend to be malignant in most cases and accounts for roughly 20.0% of all cases of
ovarian cancer. This form of ovarian epithelial carcinoma tends to simulate atypical endometrial glands.
As the tumor grows, it infiltrates into the surrounding tissues and organs, allowing the tumor to feed with
greater ease and become more solid. Survival after the appearance of an endometrioid tumor of the ovary
depends upon the stage and grade of the tumor at the time of diagnosis and the treatment modality followed.
Because of the high possibility of malignancy, aggressive chemotherapeutic regimen and possibly extensive
surgery should commence as soon as possible. If the tumor is diagnosed early and successfully treated,
patients have a five-year survival rate of 75.0%. We report an unusual case of isolated primary endometrioid
carcinoma of the ovary in a 55-year-old woman, who presented with dull aching pain and lump in the right
lower abdomen for the last 3 months.

© 2019 Published by Innovative Publication. This is an open access article under the CC BY-NC-ND
license (https://creativecommons.org/licenses/by/4.0/)

1. Introduction

Epithelial ovarian carcinoma remains the most lethal
of gynecologic malignancies. Numerous studies have
revealed the various histological subtypes of ovarian cancers
might have distinguishing origination and mechanism
of development, and divergent clinical and pathological
characters and different prognosis as well.1

Ovarian endometrioid carcinoma (OEC) accounts for
16 – 25% of all epithelial ovarian cancers.2 Compared
with patients with high-grade serous carcinoma, a higher
percentage of patients who are diagnosed with OEC are at
the early stage, and the prognosis of this series of patients
is relatively better. It is currently believed that patients
with International Federation of Gynecology and Obstetrics
(FIGO) stage I ovarian endometrioid carcinoma have a good
overall prognosis and low rates of cancer recurrence.3

Most ovarian tumors are adenocarcinomas of different
histological subtypes, derived from the surface epithelium
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of the ovary.4 They manifest in various morphological
forms as adenocarcinomas with serous, mucinous, clear cell
or endometrioid differentiations. Also it is well known that
primary endometrial neoplasms include the same subtypes.5

2. Case Summary

A 55-year-old woman presented with dull aching pain and
lump in the right lower abdomen for the last 3 months.
Ultrasonograpgy of the lower abdomen revealed a well
defined mass in the right ovary. CT Scan confirmed the
mass with hypechoic shadows in the right ovary with no
noticeable ascitis. Hematogical and bichemical parameters
were within normal limits, except a raised CA-125 levels of
154µg.

Hysterectomy with right oophorectomy was performed.
Grossly, there was no evident intrauterine tumor with
only foci of adenomyotic patches in the myometrium of
the uterus and the endometrium was unremarkable with
no involvement of the omentum. The right ovary was
enlarged with smooth external surface, 10x 9.2 cms in size.
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Cut section showed solid to cystic growth with papillary
configurations (Figure 1). There was no evidence of
disease elsewhere in the abdomen with no lymphadenpathy,
although there was a significant amount of fibrosis. The
patient was staged as FIGO-IIA by Ovarian International
Federation of Gynecology and Obstetrics classification.

Microscopically, tissue sections showed closely packed
glands lined by columnar epithelium with hyperchromatic
basal nuclei, with minimal intervening stroma with foci
of papillary configuration of tumor cells. Extensive
areas of haemorrhage and necrosis was also noted with
no lymphovascular invasion. (Figure 2). Immuno-
histochemical analysis showed the tumour cells reactive
strongly with epithelial membrane antigen (Figure 3) and
pancytokeratin and focally reactive with vimentin. A final
diagnosis of endometrioid-type ovarian adenocarcinoma
was given. Our patient was administered combination
adjuvant chemotherapy of 6 cycles of 50 mg/m2 of
carboplatin and 50 mg/m2 of paclitaxel.Our patient is doing
well after 12 months of follow up.

Fig. 1: Grossly, no evident intrauterine tumor with only foci
of adenomyotic patches in the myometrium of the uterus, with
unremarkable endometrium is seen. The right ovary is enlarged,
10x 9.2 cms in size, with solid to cystic growth with papillary
configurations.

3. Discussion

The mean age at diagnosis of all patients with ovarian cancer
is 59.6 years.2 Endometrioid carcinoma of the ovary is
found to be more frequent in the younger age-group (<50
years), while mucinous and serous cancer occur a decade
later.3,4 It has been suggested that endometrioid carcinomas
have a better prognosis than do serous carcinomas, and
present with lower histologic grade and FIGO staging.4

Some recent studies suggested that endometrioid
adenocarcinoma admixed with serous, clear cell fea-
tures may behave more aggressively than endometrioid
adenocarcinoma without these features.6,7 Silva et al
speculated that the endometrioid type EOC may become
dedifferentiated into undifferentiated carcinoma in which

Fig. 2: Microscopically tissue sections shows closely packed
glands lined by columnar epithelium with hyperchromatic basal
nuclei, with minimal intervening strom withfoci of haemorrhage
and necrosis. Haematoxylin and Eosin x40X.

Fig. 3: Immunohistochemical analysis showed the tumour cells
reactive strongly with epithelial membrane antigen. EMA x 10X.

the solid component of the tumour includes neoplastic cells
with variable histological appearance, without developing
glandular differentiation.8

EOCs are classified as serous, endometrioid, mucinous,
clear cell, transitional, mixed and undifferentiated sub-
types.9,10 The histological grade of EOC is decided by the
cell architecture, nuclear pleomorphism and mitotic activity.
Immunohistochemically EOCs react positively with epithe-
lial membrane antigen (EMA), inhibin, pancytokeratin
(panCK), and calretinin and in this way differ from sex-
cord stromal tumours.11 The endometrioid subtype reacts
strongly with EMA and panCK as compared to the other
types.12,13 Endometrioid adenocarcinomas developing in
the endometrium and ovary most often stain strongly for
vimentin, which greatly aids in distinguishing them from
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endometrioid or pseudoendometrioid tumours arising from
the endocervix, colon or lung.13 Our patient’s tumour
cells strongly reacted with epithelial membrane antigen
(EMA) and pancytokeratin (panCK), and focally reacted
with vimentin, so we could clearly say that the tumour
originated from the ovary.

Molecular markers emerging as mutation from PTEN
and LOH analysis as described by Ricci et al may be
more suitable to establish a correct final diagnosis in dis-
tinguishing between metastasis from primary synchronous
carcinomas of the endometrioid subtype of the ovary and
endometrium.14 The potential of these molecular markers
has to be evaluated in larger series, because so far this has
been done in only few patients.15,16

The 2016 National Comprehensive Cancer Network
(NCCN) guidelines listed hormone therapy as a postop-
erative adjuvant treatment option for histologic grade 1
OEC and low- grade serous carcinoma; like aromatase
inhibitors, leuprolide acetate, and tamoxifen.17 But our
patient of stage I OEC has responded well to platinum-
based drugs and is doing well after 12 months of follow
up period. Kumar et al in their study on 68 patients
who received postoperative platinum- based combination
chemotherapy have reported resistance to platinum-based
chemotherapy drugs in only 3 patients (4.3%).18 And there
was no difference found for the DFS of patients with less
than 4 cycles of platinum-based chemotherapy and more
than 4 cycles.19 It needs more efforts to investigate the
optimal cycles of postoperative chemotherapy for Stage I
OEC patients with variable prognostic risk factors.

The survival rate of patients with stage I OEC was
higher than the survival rates of patients with stage I serous
carcinoma and clear cell carcinoma.19 In the present study,
our patient was well after 12 months of follow up period.
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