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ABSTRACT

Adenosarcomas represent one of the rarest types of endometrial cancer (E.C). On the other hand, the incidence of E.C is
increasing, especially in developed countries. E.C is the fourth most common type of cancer in women. The presence of
two different histologic neoplasms inside the endometrial cavity on the same patient reflects an extremely rare occasion.
Predispositional factors which influence the therapeutic strategy are the age of the patient, tumor size, lymphatic infiltration,
staging, and grading of the lesion. Therapeutic mapping is strongly accompanied with quality of life, increased overall survival,
and fertility preservation, especially in women of reproductive age. The aim of this study is focused on the presentation of a

64-year-old patient with synchronous E.C and adenosarcoma proper diagnosed and treated.
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INTRODUCTION

denosarcomas are comprised by a malignant
Astromal sarcoma, as well as a benign epithelial
component, making up approximately 8% of all
uterine sarcomas.! They can be encountered in both pre- and

post-menopausal women. Mean age of the patients has been
reported between 50 and 55 years old.?

Adenosarcomas are not only located on the body of the uterus
but also on the cervix, the ovaries, and even the fallopian
tubes. They most commonly appear as masses in the uterus,
accompanied by uterine bleeding not linked to menstruation.
Endometrial cancer’s (E.C) incidence is on the rise and it is
subdivided into two types. Type I is related to estrogen and
includes adenocarcinomas. TypeI is known for growing
slowly and having a good prognosis since they infiltrate the
myometrium only superficially. On the other hand, Type II is
not related to estrogen and has a worse prognosis because of
its aggressive behavior.

As it is easily understood, the risk factor highly linked to
E.C is the amount of exposure to estrogen regardless if it
internally produced or it is encountered in the outside world.

Combination of several factors such as obesity epidemic,
along with aging population, and increased age of childbearing
all contributed to that increase.l**

We present a rare case of a 64-year-old patient with
coexistence of two different histologic type carcinomas
inside the endometrial cavity.

CASE REPORT

A 64-year-old patient (gravida 1 and para 1) admitted to
our department with episodes of postmenopausal bleeding.
The patient had a cesarian section in the past and underwent
also a dilation and curettage (D and C) due to removal of an
endometrial polyp.
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Pap smear tests and pelvic examination revealed no signs
of malignancy. The patient had undergone appendectomy
and tonsillectomy during her teenage years. Her atomic
history revealed diabetes mellitus II, hypercholesterolemia,
thyroiditis, and increased arterial blood pressure all under
treatment with the appropriate medication.

After all the laboratory and imaging examinations and the
continuing vaginal bleeding, the patient underwent a D
and C procedure. The histologic report consisted of an
adenosarcoma in the endometrial cavity probably originating
from the isthmus, as well as an adenocarcinoma of the
endometrium.

A computed tomography (CT) of the upper abdomen and a
magnetic resonance imaging (MRI) of the lower abdomen
were scheduled for the patient. The CT did not reveal any
signs of malignancy.

On the other hand, the MRI presented a growth of the
endometrium infiltrating more than 50% of the myometrium.
Furthermore, neoplastic tissue was located in the inner cervix.

According to histologic review, the patient underwent a total
abdominal hysterectomy, bilateral salpingo-oophorectomy,
pelvic lymph nodes dissection from internal and external iliac
region, as well as dissection of omentum. On macroscopic
examination, a mass was found protruding from the body of
the uterus. The patient had an uneventful recovery after the

surgery.

The final histologic examination revealed the isthmus as the
origin of the neoplasm, infiltrating not only the body of the
uterus but also the inner cervix. 17 dissected lymph nodes
and the omental region were all free of malignancy.

Cytological review of the peritoneum washing did not
reflect any malignant cells. Microscopically, the lesion
appeared like adenosarcoma with a sarcomatous overgrowth
[Figures 1 and 2].

The neoplasm had a binary origin with epithelial and
mesenchymal elements.

According to federation international of gynecology and
obstetrics, the neoplasm was classified as pT1c NO Mx.

The EC elements were classified as pT1 NO Mx. There
was any sign of these elements in the final histological
review. They had been entirely removed during the D and C
procedure.

The multidisciplinary council proposed CT thorax scan and
upper abdomen followed by episodes of chemotherapy and
radiotherapy.

Figure 1: Polypoid stromal projections a classical morphologic
feature of adenosarcoma (H and E x40)

epithelial component. Stromal cells exhibit increased nuclear
atypia and multiple mitoses (H and E x200)

These imaging findings did not reveal signs of metastatic
lesion. The patient is followed up with laboratory and
imaging examinations.

DISCUSSION

Early diagnosis of the uterine adenosarcoma is pivotal to the
survival of the patient. The majority of cases are presented
with a transvaginal ultrasound followed by normal imaging
findings.P!

Definite diagnosis is only placed after microscopic analysis
of the surgically removed uterus. Therapeutic mapping
and treatment of choice are adjusted with a diagnostic
hysteroscopy, along with a biopsy/resection of the lesion.

Lymph node dissection regarding the staging of EC cases is
still a topic for discussion.

Sentinel lymph node or complete pelvic or para-aortic
lymph node dissection had not been proven to lead to
increase of overall survival and disease-free survival of the
lesion.[®”]

As we mentioned before, age of the patient, tumor size,
lymphatic infiltration, staging, and grading of the lesion affect
the therapeutic strategy. In cases of premenopausal patients,
less radical strategy and fertility preservation influence the
final diagnosis.
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It is a matter for discussion whether the use of post-operative
radiotherapy offers increased survival rates.[®!

According to current literature, 5% of cases of E.C consist
premenopausal women of reproductive age.!'-

Fertility-sparing treatment entails the use of oral progestins in
high doses and/or the use of an intrauterine device releasing
levonorgestrel.

Latest meta-analysis suggests that women using
medroxyprogesterone acetate had regression up to 76.2%."
These cases are strongly accompanied with positive estrogen
and progesterone receptors.

CONCLUSION

Coexistence of two different histologic neoplasms inside the
endometrial cavity represents a rare entity. Proper diagnosis
and treatment is related to increased free survival and overall
survival of the lesion.

Multidisciplinary cooperation is mandatory to establish a
definite clinical result.
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