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Case Report

Rapidly growing ovarian endometrioid adenocarcinoma involving
the vagina: A case report
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Abstract

Objective: We present a rare case of a very rapidly growing stage IV ovarian endometrioid adenocarcinoma involving the uterine cervix and
vagina without lymph node involvement.

Case Report: A 43-year-old woman visited the hospital with complaints of lower abdominal discomfort and vaginal bleeding over the previous
3 months. Serum levels of tumor marker CA 125 and SCC antigen (TA-4) were normal. On magnetic resonance imaging, a 7.9 x 9.7 cm
heterogeneous mass with intermediate signal intensity was observed in the posterior low body of the uterus. Two months ago, a computed
tomography scan revealed an approximate 4.5 x 3.0 cm heterogeneously enhanced subserosal mass with internal ill-defined hypodensities. A
laparotomy, including a total abdominal hysterectomy with resection of the upper vagina, bilateral salpingo-oophorectomy, pelvic and para-
aortic lymph node dissection, appendectomy, total omentectomy, and biopsy of rectal serosa was performed. A histological examination
revealed poorly differentiated endometrioid ovarian adenocarcinoma with vaginal involvement. The patient had an uncomplicated post-operative
course. After discharge, she completed six cycles of adjuvant chemotherapy with paclitaxel (175 mg/m?) and carboplatin (300 mg/m?) and has
remained clinically disease-free until June 2010.

Conclusion: Epithelial ovarian cancer may grow very rapidly. The frequent measurement of tumor size by ultrasonography may provide
important information on detection in a subset of ovarian carcinomas that develop from preexisting, detectable lesions.

Copyright © 2011, Taiwan Association of Obstetrics & Gynecology. Published by Elsevier Taiwan LLC. All rights reserved.
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Introduction

Ovarian cancer is the leading cause of death from gyne-
cological malignancy in most developed countries, although it
is still relatively infrequent in developing countries. In the
USA, ovarian cancer is the fifth leading cause of cancer-
related death among women and the leading cause of gyne-
cological cancer deaths, accounting for nearly 16,000 deaths
in 2008 [1]. Over 90% of all ovarian cancers are epithelial in
type histologically [2]. Endometrioid carcinoma of the ovary
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is a specific histopathological entity that accounts for 16—25%
of epithelial ovarian cancer.

Generally, epithelial ovarian cancer grows rapidly and
presents as advanced disease at the time of diagnosis because
patients do not experience symptoms in the early stages [3, 4].
However, it generally takes about 3—6 months for a cancer to
double in volume [5]. A previous study developed models for
the growth, progression, and detection of occult serous cancers
based on a comprehensive analysis of published data on serous
cancers discovered by prophylactic bilateral salpingo-
oophorectomy (PBSO) in BRCA1 mutation carriers [6].
However, to our knowledge, no report has been published on
rapidly growing endometrioid ovarian cancer. In this study, we
report a case of an endometrioid carcinoma of the ovary,
which grew very rapidly and caused metastases to the uterine
cervix and the vagina without lymph node involvement.

1028-4559/$ - see front matter Copyright © 2011, Taiwan Association of Obstetrics & Gynecology. Published by Elsevier Taiwan LLC. All rights reserved.

doi:10.1016/j.tjog.2011.10.023


mailto:obypf@kangwon.ac.kr
www.sciencedirect.com/science/journal/10284559
http://dx.doi.org/10.1016/j.tjog.2011.10.023
http://dx.doi.org/10.1016/j.tjog.2011.10.023
http://www.tjog-online.com
http://dx.doi.org/10.1016/j.tjog.2011.10.023

S. Na et al. / Taiwanese Journal of Obstetrics & Gynecology 50 (2011) 522—527 523

Case report

On December 9, 2009, a 43-year-old woman (gravida 2,
para 2) presented to the Department of Obstetrics and Gyne-
cology in Kangwon National University Hospital with
complaints of lower abdominal discomfort and vaginal
bleeding over the previous 3 months. Her usual menstrual
cycle was regular at 30 days, and her menstruation was
moderate. Although she had mild dysmenorrhea, she had not
taken any pain medication. She had her first period at the age
of 13. Her medical and family histories were not significant.

She had previously visited a private obstetric and gyneco-
logic clinic with complaints of spotting and abdominal
distention on September 3, 2009. She underwent a screening
examination including a pelvic examination and transvaginal
ultrasonography (USG). An approximately 2.4 x 2.0cm
mixed echogenic density was observed on the left side of the
posterior cervix of the uterus, which was suspicious of
a cervical myoma (Fig. 1), but no other abnormalities were
found in the uterus or either ovary. A Pap smear of the cervix
was conducted, and the results were normal. Two days later,
because symptoms persisted, she underwent an explorative
pelviscopic operation, which revealed an adhesion between the
left ovary and the posterior wall of the uterus and an
approximate 3.5 x 2.0 cm cystic mass in the left ovary. No
other gross abnormality was observed in the pelvic cavity,
including the right ovary. A pelviscopic left ovarian cys-
tectomy was performed, and the cyst was pathologically
diagnosed to be an endometrioma. Two days later, she was
discharged without any events. On the 7th day after the
operation, a postoperative follow-up transvaginal USG showed
nothing abnormal.
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However, her symptoms continued and brought her to the
Chuncheon Sacred Heart Hospital on September 30, 2009.
Diagnostic procedures, including a pelvic examination, tumor
marker (AFP, CA 19-9, and CA 125) analysis, gastroscopy,
colonoscopy, chest X-ray, and an abdominal and pelvic
computed tomography (CT) scan were conducted. The pelvic
examination, tumor markers, endoscopy, and chest X-ray
revealed nothing abnormal. The CT scan showed an approxi-
mate 4.5 X 3.0 cm heterogeneously enhanced subserosal mass
with internal ill-defined hypodensities and a circumferential
rim in the posterior wall of the uterus (Fig. 2), suggesting
a degenerated uterine myoma, an endometrioma, or, less
likely, an exophytic growing cervical cancer. The right adnexa
adhered to the uterine mass so closely, that it was difficult to
draw clear lines of demarcation between the right adnexa and
the uterine mass. The CT scan failed to show any other
specific findings in the abdominal or pelvic cavities, including
the left adnexa. Because the spotting had stopped, she was
discharged without any therapeutic procedures.

One month later, vaginal bleeding restarted and continued
for 1 month, so she visited Kangwon National University
Hospital. She appeared chronically ill, and showed a weight
loss from 53.0 to 50.4 kg over the previous 3 months. No gross
abnormal findings in the chest and abdomen were noted. On
pelvic examination, she had a large, hemorrhagic, friable mass
that seemed to originate from the anterior fornix and extended
to the upper vaginal wall. A rectovaginal exam was negative.
Colposcopically, a 3—4 cm sized exophytic mass covering the
right side of the upper vagina and cervix was found (Fig. 3).
Because the mass was friable and highly vascular, with
multiple bleeding foci, it was difficult to identify the tumor
origin. A punch biopsy of the tumor showed massive tumor
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Fig. 1. Transvaginal ultrasonography finding on the first visit. An approximate 2.4 x 2.0 cm mixed echogenic density observed in the left side of the posterior

cervix of the uterus is suspicious of a cervical myoma (arrow).
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Fig. 2. Computed tomography findings of September 30, 2009. Arrow shows
an approximate 4.5 x 3.0 cm heterogeneously enhanced subserosal mass with
internal ill-defined hypodensities and a circumferential rim in the posterior
wall of the uterus.

cell nests with squamoid differentiation (Fig. 4). The tumor
appeared more likely to be a non-keratinizing invasive squa-
mous cell carcinoma originating from the cervix, but carci-
noma from the ovary could not be excluded. Because the
origin of the tumor was unclear, the final diagnosis was
pending at that time.

Serum levels of tumor marker CA 125 and SCC antigen
(TA-4) were 14.3 U/mL and 1.02 ng/mL, respectively. Her
chest radiograph was normal. A magnetic resonance image
revealed a 7.9 x 9.7 cm heterogeneous mass, with interme-
diate signal intensity in the posterior lower body of the uterus
(Fig. 5). The uterine cervical structure had no well-defined
features, and the center of the mass was located in the
posterior lower body of the uterus. The mass seemed to
involve the proximal rectum and abutted the vagina. A
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Fig. 3. Colposcopic finding on December 9, 2009 shows a 3—4 cm exophytic
mass covering the right side of the upper vagina and cervix.

Fig. 4. Microscopic findings of the tumor showing: (A) tumor cell nests
(arrow) and (B) squamoid differentiation (arrow).

sigmoidoscopy detected no abnormality in the mucosa, but
extrinsic compression was seen in the left lateral wall of the
rectum. An intravenous pyelogram showed no radiopaque
lesion or filling defect in the bilateral opacified renal pelvo-
calyces, bilateral ureters, or the opacified bladder.

A laparotomy was performed on December 14, 2009. A
small amount of ascites was found in the peritoneal cavity. An
approximate 6 cm right ovarian mass was adhered to the
posterior aspect of the lower uterine segmental mass, which
was estimated to be about 10 cm in size. This mass perforated
the lumen of the upper right side of the vagina (Fig. 6.). The
transformation zone of the cervix and cervical canal seemed to
be grossly intact. The pelvic mass had adhered to the rectum,
but no involvement of the omentum, intestines, or pelvic
cavity peritoneum was observed. A total abdominal hyster-
ectomy, including resection of the upper vagina, bilateral
salpingo-oophorectomy, pelvic and para-aortic lymph node
dissection, appendectomy, total omentectomy, and biopsy of
the rectal serosa, was conducted. The ascites cytology showed
no tumor cells.
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Fig. 5. MR (A) sagittal and (B) axial images on December 10, 2009. A
7.9 x 9.7 cm heterogeneous mass with intermediate signal intensity is seen in
the posterior low body of the uterus (arrows). The uterine cervical structure has
poorly defined features, and the center of the mass is located in the posterior
low body of the uterus.

A histological examination revealed that the tumor had
extended to the lower uterine segment, the uterine cervix, the
vaginal wall, and the rectal serosa, but no involvement of the
left ovary, fallopian tube, or the uterine endometrium was
found. Metastases were not found in any of the 38 retrieved
lymph nodes. Immunohistochemical examinations to deter-
mine the tumor origin were performed. Cytokeratin staining
was positive, whereas staining for cytokeratin-7/20, inhibin,
calretinin, smooth muscle actin (SMA), and carcinoembryonic
antigen (CEA) were negative. Epithelial membrane antigen
(EMA) and vimentin staining were focally positive. The final
diagnosis was poorly differentiated endometrioid ovarian
adenocarcinoma, with focal squamoid differentiation.
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Fig. 6. (A) Anterior and (B) posterior gross findings of the specimen. An
approximate 6-cm right ovarian mass was adhered to the posterior aspect of
the lower uterine segmental mass, which was estimated to be about 10 cm.
This mass perforated the lumen of the upper right side of the vagina.

She had an uncomplicated post-operative course. After
discharge, she completed six cycles of adjuvant chemotherapy
with paclitaxel (175 mg/m?) and carboplatin (300 mg/m?).
After treatment, she remained clinically disease-free until June
2010. The clinical course of the patient is summarized as
a flow chart (Fig. 7).

Discussion

It is generally believed that solid tumors such as ovarian
cancer start from a single malignant cell, and exponential
growth occurs early in the history of the tumor. Some factors
influence the rate of tumor growth. For example, advanced stage
tumors grow more rapidly than early stage tumors, and meta-
static lesions generally have a faster doubling time than primary
lesions [5]. Histological type can also influence the growth rate;
germ cell tumors, lymphomas, and malignant mesenchymal
tumors are relatively fast-growing tumors (doubling time,
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Vaginal spotting and abdominal distention for 1 month
Explorativepelviscopic operation

About 3.5 X 2.0-cm cystic mass in the left ovary and adhesion between the left ovary and
the posterior wall of the uterus. Normal looking right ovary. Pelviscopic left ovarian
cystectomy was performed and diagnosed as endometrioma (September 5, 2009).

Symptoms continued.

About 4.5 X 3.0-cm heterogeneously enhanced subserosal mass with internal ill-defined
hypodensities and a circumferential rim in the posterior wall of the uterus on CT
(September 30, 2009).

Becausevaginal spotting had stopped, the patient
was dischargedwithout treatment. I month later,
vaginal bleeding restarted.

7.9 X 9.7-cm heterogeneous mass with intermediate signal intensity in the posterior lower
body of the uterus on magnetic resonance imaging (December 9, 2009). Histologically
diagnosed as endometrioid ovarian adenocarcinoma, originating from the right ovary.

Fig. 7. A flow-chart showing the clinical course of the patient.

20—40 days), whereas adenocarcinomas and squamous carci-
nomas grow more slowly (doubling time, 50—150 days) [5].

Data from the literature concerning the growth rate of ovarian
carcinoma are scarce. Brown and Palmer estimated the growth
rates of early-stage and late-stage (stage III and IV) serous
ovarian tumors using the Monte Carlo method. According to
their analyses, early stage ovarian cancers double in volume
approximately every 4 months, whereas advanced-stage tumors
double in volume approximately every 2.5 months [6]. If a tumor
grows faster, it is more likely an infection than a cancer, and if it
grows slower, the possibility that it is a cancer is low. In this
study, we reported on a very rapidly growing endometrioid
ovarian cancer. Although we could not find a previous study
reporting the growth rate of endometrioid ovarian carcinomas,
we assumed that it might be similar to that of serous ovarian
cancer, because both are epithelial in origin.

In the present case, the right ovarian mass, suspected as
a degenerated uterine myoma on the CT scan, seemed to grow
to a 4.5 x 3.0 cm tumor in 1 month, as the right ovary was
macroscopically normal on a previous laparoscopy. Further-
more, about 2 months later, the tumor had enlarged to 10 cm,
which was an increase of about three times in diameter,
comparable to a 20—30 fold increase in volume. Considering
that typical advanced-stage ovarian tumors double in volume
approximately every 2.5 months, the growth rate of our case
was extraordinary, more than 10-fold the normal growth rate.
Kobayashi et al reported on an ovarian tumor that grew from 5
to 14 cm in diameter in only 4 weeks [7]. Compared with our
case, the growth rate of that tumor seemed to be more rapid.
But we still believe that our case is worth reporting, because
their patient developed the tumor during pregnancy. Because
the levels of gonadotropins and steroid hormones change
markedly during pregnancy, a malignant neoplasm can grow
much more rapidly under such a condition [7]. Cuesta et al

suggested that an endometrioid adenocarcinoma coexisting
with endometriosis has a favorable prognosis [8]. The pres-
ence of pelvic endometriosis may contribute to the early
diagnosis of ovarian cancer because of symptoms, including
pain and dysmenorrhea. Another study suggested that the
coexistence of an endometriotic lesion might serve as a nega-
tive influence on the intraperitoneal spread of the localized
cancer cells in the ovary [9]. Nevertheless, our patient was
diagnosed as stage IV due to direct invasion to the vaginal
lumen, which may be additional evidence of the extraordi-
narily rapid growth of the tumor in this case.

It is not clear whether the ovarian cancer originated from
endometriosis or de novo. In fact, the coincidence of endo-
metriosis and endometrioid ovarian cancer has been
mentioned in several reports since 1928 [10]. Endometriosis is
found in approximately 10% of premenopausal women, but is
present in 10—15% of patients with ovarian cancer [11, 12].
Endometrioids, clear-cell carcinomas, and mixed subtypes are
pathologically common in neoplasms arising from endome-
triosis [13]. The incidence of ovarian endometrioma in ovarian
cancer occurs as follows: 3.3%, serous type; 3.0%, mucinous
type; 21.2%, endometrioid type; 39.2%, clear-cell adenocar-
cinoma [9]. A malignant transformation of endometriosis is
thought to occur in 0.7—1.0% of all cases [14]. Sampson, who
first described a possible association between endometriosis
and carcinoma of the ovary, defined the following criteria for
diagnosing a malignant transformation of endometriosis: (1)
a clear example of the endometriosis in proximity to the tumor
must be found; (2) no other primary site for the tumor can be
found; and (3) the histological appearance must be consistent
with an origin from endometriosis [13]. Based on this
perspective, it seems difficult to conclude that malignant
transformation occurred in this case, as endometriosis was
initially diagnosed on the left side, whereas the cancer was
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detected only on the right side. However, even though a left
ovarian cyst was diagnosed histologically as endometrioma on
a previous laparoscopy, we cannot exclude the possibility that
endometrioid ovarian cancer may have coexisted with the
benign lesion. According to the patient’s first time operation
record, a left ovarian cyst, enlarged to 3—3.5 cm, was admixed
with the small intestine and adhered to the lower posterior
portion of the uterus. It is possible that the posterior cul-de-sac
might have been at least partially obliterated. In such condi-
tions, due to technical limitations, the surgeon might not open
the surgical field enough for the proper diagnosis. It may be
that only a benign lesion was included in the specimen for the
histological exam. An adhesion between the left ovary and the
uterus may have helped cryptic cancer cells to invade the
uterus and right ovary directly. Incomplete first time surgery
might debulk only the benign portion of the tumor and
augment the growth rate of crypt cancer cells. De novo
carcinogenesis is also possible in the development of endo-
metrioids and the clear-cell type of ovarian carcinoma [15].

A distant metastasis (stage IV disease) is unusual, but it may
occur at the time of diagnosis of ovarian cancer, or can arise
during evolution of the disease. In a previous study, distant
metastases were present in 8% of the patients at the time of
diagnosis and in 22% of the patients during the disease course
[16]. When these tumors metastasize, they usually initially
metastasize to the retroperitoneal lymph nodes [17]. A distant
metastasis is usually associated with widespread disseminated
disease and poor performance status; the effects of this rare
metastasis are devastating, and survival is usually very poor
[17]. Distant metastases theoretically may occur anywhere;
however, the pleura, liver, lung, central nervous system, spleen,
skin, bone, and breast are, decreasing in order, the most
commonly involved sites [16]. This case was diagnosed as stage
IV, due to direct vaginal invasion. Ovarian cancer rarely
metastasizes to the uterine cervix, vagina, or vulva. So, vaginal
invasion is an interesting pattern of distant metastasis in this
case of ovarian cancer. Bergman’s autopsy series documented
11 cases of vaginal spread of ovarian carcinoma [18]. It was
suggested that the lymphatics may convey tumors from the
ovary to the vagina, as described by Willis [19]. However, in all
of Bergman’s cases, the pelvic peritoneum was involved with
tumor masses in the pouch of Douglas, from which the carci-
noma could infiltrate the vagina, which is a similar metastasis
pattern to our case. Most cases of ovarian carcinoma spread
through the retroperitoneal lymphatics. Ovarian cancer gener-
ally causes ascites or bowel adhesions, but peritoneal and distant
metastases seldom occur in the absence of intra-abdominal
disease [16]. Interestingly, in our case, direct vaginal invasion
occurred without formation of malignant ascites or lymph node
involvement. It seemed that the speed of extension was so rapid
that cancer could invade the uterine cervix and vagina before
metastasis to the lymphatics and blood vessels. Unfortunately, it
is unclear what made the cancer grow and invade the neigh-
boring organs so quickly. Further studies are needed.

In our case, the patient’s tumor marker levels were within
normal ranges, and the tumor showed nonspecific findings on
the USG even 3 months before diagnosis. Although it is well

known that serous or other histological types of ovarian
carcinomas that appear to develop from a normal-appearing
ovary cannot be detected even by careful examination using
transvaginal USG [20], the frequent measurement of tumor
size by USG may provide important information on detection
in a subset of ovarian carcinomas that develop from preex-
isting, detectable lesions. Presently, no practical option seems
to be available except frequent measurements of tumor size
by USG and checking serum tumor marker levels for the
management of a pelvic mass.

References

[1] Jemal A, Siegel R, Ward E, Hao Y, Xu J, Murray J, et al. Cancer
statistics. Cancer J Clin 2008;2008(58):71—96.

[2] Umezu T, Kajiyama H, Terauchi M, Shibata K, Ino K, Nawa A, et al.
Establishment of a new cell line of endometrioid carcinoma of the ovary
and its chemosensitivity. Hum Cell 2007;20:71—6.

[3] Byun YJ, Chang KH, Lee JP, Ryu HS. A case of recurrent early-stage
epithelial ovarian cancer presenting as bone metastasis. KJOG 2004;
47:1601-5.

[4] Moon EJ, Jeon WJ, Lee JK, Youn BS, Sy R, Kim JH, et al. A clinico-

pathologic characteristics and survival analysis of 217 cases of epithelial

ovarian cancer. KJOG 2000;43:1604—10.

Robert CY, Maurie M. Chemotherapy. In: Jonathan SB, Neville FH,

editors. Practical gynecologic oncology. 3rd ed. Philadelphia: Lippincott

Williams & Wilkins; 2000. p. 86.

[6] Brown PO, Palmer C. The preclinical natural history of serous ovarian

cancer: defining the target for early detection. PLoS Med 2009;6:¢1000114.

Kobayashi F, Monma C, Nanbu K, Konishi I, Sagawa N, Mori T. Rapid

growth of an ovarian clear cell carcinoma expressing LH/hCG receptor

arising from endometriosis during early pregnancy. Gynecol Oncol 1996;

62:309—13.

Cuesta RS, Eichhorn JH, Rice LW, Fuller Jr AF, Nikrui N, Goff BA.

Histological transformation of benign endometriosis to early epithelial

ovarian cancer. Gynecol Oncol 1996;60:238—44.

Komiyama S, Aoki D, Tominaga E, Susumu N, Udagawa Y, Nozawa S.

Prognosis of Japanese patients with ovarian clear cell carcinoma asso-

ciated with pelvic endometriosis: clinicopathologic evaluation. Gynecol

Oncol 1999;72:342—6.

[10] Swiersz LM. Role of endometriosis in cancer and tumor development.
Ann N Y Acad Sci 2002;955:281—92.

[11] Olive DL, Schwartz LB. Endometriosis. N EnglJ Med 1993;328:1759—69.

12 Kurman RJ, Craig JM. Endometrioid and clear cell carcinoma of the ovary.
Cancer 1972;29:1653—64.

[13] Sampson JA. Endometrioid carcinoma of the ovary arising in endometrial

tissue in that organ. Arch Surg 1925;10:1-72.

[14] Scully RE, Richardson GS, Barlow JF. The development of malignancy
in endometriosis. Clin Obstet Gynecol 1966;9:384—411.

[15] Horiuchi A, Itoh K, Shimizu M, Nakai I, Yamazaki T, Kimura K, et al.
Toward understanding the natural history of ovarian carcinoma develop-
ment: a clinicopathological approach. Gynecol Oncol 2003;88:309—17.

[16] Cormio G, Rossi C, Cazzolla A, Resta L, Loverro G, Greco P, et al. Distant
metastases in ovarian carcinoma. Int J Gynecol Cancer 2003;13:125—9.

[17] Dauplat J, Hacker NF, Nieberg RK, Berek JS, Rose TP, Sagae S. Distant
metastases in epithelial ovarian carcinoma. Cancer 1987;60:1561—6.

[18] Bergman F. Carcinoma of the ovary. Acta Obstet Gynecol Scand 1966;
45:211-31.

[19] Firat S, Erickson B. Selective irradiation for the treatment of recurrent
ovarian carcinoma involving the vagina or rectum. Gynecol Oncol 2001;
80:213—20.

[20] van Nagell JR, DePriest PD, Reedy MB, Gallion HH, Ueland FR,
Pavlik EJ, et al. The efficacy of transvaginal sonographic screening in
asymptomatic women at risk for ovarian cancer. Gynecol Oncol 2000;77:
350—6.

[5

[7

—

[8

=

[9

[t



	Rapidly growing ovarian endometrioid adenocarcinoma involving the vagina: A case report
	Introduction
	Case report
	Discussion
	References


