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CASE PRESENTATION
A 65- year- old woman, gravida 1, parity 0 (G1P0100) 
presented to her doctor with post- menopausal 
bleeding for 3 months. A pelvic ultrasound revealed 
a thickened endometrial stripe of 1.5 cm. Her past 
medical history was significant for obesity with a 
body mass index of 40 kg/m2. She denied having any 
prior surgeries. Her family history was unremarkable. 
On physical examination she was noted to have a 
normal appearing cervix and a mobile uterus without 
palpable adnexal masses; however, the exam was 
limited by her habitus. An endometrial biopsy was 
performed and revealed an International Federation of 
Gynecology and Obstetrics (FIGO) grade 1 endome-
trioid adenocarcinoma and she was referred to gyne-
cology oncology. Unfortunately there was a >6 month 
delay between referral and oncologic evaluation, for 
social reasons.

Dr Rauh-Hain

What would be your approach to counseling a 
patient with this diagnosis?
Endometrial cancer most frequently presents in 
post- menopausal women with the incidence peaking 
between the age of 60 and 70 years. Generally 
speaking, the malignancy produces abnormal uterine 
bleeding symptoms that prompt an evaluation that 
ultimately leads to a diagnosis before it becomes 
an advanced stage. In fact, the majority of cases 
(60–70%) are diagnosed at an early stage and over 
90% of cases are considered type 1 neoplasms, 
which have a low- grade endometrioid histology 
and comprise the majority of endometrial cancers.1 

Reassuring elements of this patient’s pathologic diag-
nosis include that it is a well- differentiated (grade 1) 
malignancy with endometrioid histology.

Dr Tandon
The endometrial biopsy was composed of superficial 
fragments of endometrial endometrioid adenocarci-
noma, FIGO grade 1 (Figure 1A and B). Immunohisto-
chemical staining demonstrated retained expression 
of MMR (mismatch repair) proteins (microsatellite 
stable).

Dr Rauh-Hain

Did you pursue any additional pre-operative 
work-up in this case?
Classically, endometrial cancer is surgically staged 
but pre- operative imaging with either transvaginal 
ultrasound or magnetic resonance imaging (MRI) are 
important tools to assess the degree of myometrial 
invasion, the presence of cervical stromal involve-
ment, and also can identify possible distant spread.2 
Computed tomography can also be utilized; however, 
it is less valuable for interpreting myometrial inva-
sion compared with MRI.3 In this case, given the 
delay between initial sampling and the patient’s clin-
ical evaluation, an MRI of the pelvis was obtained to 
assist in management planning and to rule out more 
advanced stage disease. The patient was coun-
seled that provided she had early- stage disease, the 
standard of care management would be surgical. 
Survival outcomes in this setting are >95% at 5 
years and cure is achievable in early grade, early- 
stage disease.1 In her case, the MRI was notable for a 
hypoenhancing lesion in the endometrium consistent 
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with the biopsied endometrial cancer, but also raised concern for 
widely metastatic disease given findings consistent with peritoneal 
carcinomatosis (Figure 2). Additionally, an enhancement was noted 
in the liver, which was also concerning for metastasis.

Dr Rauh-Hain

What would be your discussion with the patient at this time 
with the imaging findings raising concern for metastatic 
disease?
Although endometrial cancer is often diagnosed at an early stage, 
these imaging findings were concerning for widespread meta-
static disease. While it is atypical for low grade histology such 
as the patient’s to widely metastasize in such fashion, the pres-
ence or absence of metastatic disease would alter her treatment 
strategy. If the imaging findings were to indeed represent widely 
metastatic disease that was not amenable to surgical resection, 
one treatment approach would be neoadjuvant chemotherapy with 
a platinum- based regimen prior to attempting complete surgical 
resection.4–7 However, if the liver lesion was deemed more likely 
to be a benign entity, the treatment approach would be surgical 
with a total hysterectomy and bilateral salpingo- oophorectomy 
with lymph node staging. Lymph node staging would be omitted 

if there was evidence of carcinomatosis or extra- uterine spread 
as this would up- stage the patient, rendering lymph node dissec-
tion irrelevant. Therefore, at this juncture I would counsel that it 
is reasonable to obtain additional focused imaging of the liver as 
well as a liver biopsy to more definitively ascertain whether the 
liver mass represented a malignant versus benign process, as this 
would significantly impact the treatment approach. A dedicated MRI 
of the liver was therefore subsequently obtained and demonstrated 
an enhancing hepatic lesion measuring up to 2 cm (Figure 3).

Dr Tandon
The patient underwent biopsy of the segment 6 liver lesion, which 
showed benign hepatic parenchyma (Figure 4A and B). No evidence 
of malignancy was identified.

Dr Rauh-Hain

Based on the pathologic findings of the liver biopsy, what 
would be your recommendations for this patient?
The biopsy findings are reassuring that the lesion does not repre-
sent a metastatic disease. While this was encouraging, we know 
that only 10–25% of the endometrial cavity is sampled with 
an endometrial biopsy and that a high- grade malignancy could 

Figure 2 MRI of the pelvis demonstrating (A) a multi- fibroid uterus with hypoenhancing tumor lesion in the endometrial cavity 
(white arrow) and (B) enhancing carcinomatosis with omental caking.

Figure 1 Hematoxylin and eosin stain of endometrial biopsy at diagnosis at 4× (A) and 10× (B) magnification.
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potentially be identified on resampling.1 Therefore, the patient 
was counseled on the risks/benefits of proceeding with definitive 
surgical management versus re- sampling the endometrium, and 
she elected to proceed with definitive surgery with a total hyster-
ectomy, bilateral salpingo- oophorectomy with sentinel lymph node 
mapping, and tumor debulking.

What were your surgical considerations and what were the 
intra-operative findings?
Given the discrepancy between the patient’s uterine pathology and 
pre- operative imaging, there was consideration of performing a 
diagnostic laparoscopy with intra- operative frozen specimens of 
any areas of demonstrated disease to determine the presence or 
absence of widely metastatic disease. If this were to be identified, 
an assessment of feasibility of laparoscopic staging and tumor 
reductive surgery could be performed. And, while the GOG- LAP2 
trial demonstrated that laparoscopic surgical staging with clinical 
stage I to IIA uterine cancer is feasible and safe, the standard of 
care for more advanced endometrial cancer is less clear cut.8 In 
fact, according to the National Comprehensive Cancer Network, 

both open and minimally invasive surgery are acceptable treatment 
approaches for advanced endometrial cancer.4 Given the enlarged 
multi- fibroid uterus and the potential for metastatic disease seen on 
pre- operative imaging, an open approach was selected in this case. 
On entering the abdomen, peritoneal carcinomatosis was noted 
with disease involving the uterus, omentum, and bilateral hemid-
iaphragms along with numerous small (2–3 mm) nodules over the 
bowel mesentery, but without disease over the bowel serosa. There 
were also several small nodules on the liver in addition to a larger, 
approximately 2 cm lesion, that had been biopsied pre- operatively. 
An optimal cytoreductive surgery was ultimately performed and 
included a total abdominal hysterectomy, bilateral salipingo- 
oophorectomy, supra- colic omentectomy, and argon beam coagu-
lation of implants to the liver, mesentery, and diaphragm.

Dr Tandon

What was the final pathologic diagnosis in this case?
On gross examination, the omentum showed multiple tan- white 
nodules, with the largest nodule measuring 7 cm in greatest 

Figure 3 Axial post- contrast MRI with enhancing observations in the right hepatic lobe (segment 6, white arrow) measuring 
approximately 2 cm concerning for metastasis.

Figure 4 Liver biopsy (A) and (B) showing benign hepatocytes.
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dimension. The uterus showed an endometrial tumor measuring 4.5 
cm. No myometrial invasion was identified grossly. One of the fallo-
pian tubes showed a hemorrhagic cyst measuring 4.5 cm, while 
the contralateral fallopian tube and bilateral ovaries were grossly 
unremarkable. Histological examination demonstrated a synchro-
nous malignancy with a stage IIIC peritoneal high grade Mullerian 
carcinoma and a stage IA FIGO grade 2 endometrial endometrioid 
adenocarcinoma.

The high grade Mullerian carcinoma was composed of mixed 
serous and endometrioid carcinoma (Figure 5A, B and C). Immu-
nohistochemical stains showed that the tumor was diffusely and 
strongly positive for p53 (Figure  5D) and p16 with focal positive 

staining for estrogen receptor and progesterone receptor. The 
serous component of the tumor showed focal positive staining for 
WT1, while the endometrioid component was negative for WT1. 
The high grade Mullerian carcinoma involved the uterine serosa, 
and one fallopian tube and ovary. The liver nodule showed minute 
foci of extensively crushed atypical cells (Figure 5E). The atypical 
cells were positive for pancytokeratin. They showed diffuse, strong 
staining for p53 and weak staining with estrogen receptor consis-
tent with metastatic high grade Mullerian carcinoma.

The endometrial tumor was submitted entirely for histological 
examination and showed a grade 2 endometrioid adenocarcinoma 
(Figure 5F). No serous carcinoma or other high- grade component 

Figure 5 Hematoxylin and eosin stains and immunohistochemistry of uterine and ovarian malignancy. (A) Omentum showing 
high grade Mullerian carcinoma with mixed serous and endometrioid carcinoma. (B) Serous carcinoma component of high- 
grade Mullerian carcinoma with marked nuclear atypia. (C) Endometrioid carcinoma component of high- grade Mullerian 
carcinoma. (D) P53 showing diffuse, strong staining. (E) Liver nodule with crushed atypical cells (thick arrow) and benign 
hepatocytes (thin arrow). (F) Endometrial tumor with no myometrial invasion.
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was identified. Immunohistochemical stain, p53, showed wild- type 
staining pattern. The tumor involved the lower uterine segment; 
however, no myometrial or lymphovascular space invasion was 
identified. The tumor in the omentum was morphologically and 
immunohistochemically distinct from the endometrial tumor, 
precluding a metastasis from endometrium.

Dr Rauh-Hain

What would be your discussion with the patient regarding 
adjuvant treatment strategies?
The rate of synchronous uterine and ovarian cancers is approxi-
mately 10% for patients with ovarian cancer and 5% for patients 
with endometrial cancer, respectively.9 10 The need for adjuvant 
therapy for an early- stage endometrial cancer is dependent on 
uterine factors such as depth of invasion, lymphovascular space 
invasion, and histologic subtype.4 In this case, the patient’s endo-
metrial cancer would not warrant adjuvant therapy. However, 
her concurrent stage IIIC ovarian cancer certainly merited adju-
vant treatment.8 9 11 Because endometrioid histology is the most 
common histologic subtype in both sites of synchronous ovarian and 
uterine cancers, differentiation between three clinical situations is 
important: primary endometrial cancer with metastases to ovaries, 
primary ovarian cancer with metastases to endometrium, or two 
synchronous primary cancers. Interestingly, the survival outcomes 
for synchronous malignancies are somewhat paradoxical in that 
those patients with low- stage synchronous primary ovarian and 
endometrial cancers have favorable survival outcomes compared 
with patients with single ovarian cancers. However, in this case, 
the patient was diagnosed with an advanced stage ovarian cancer 
and her survival outcome would be expected to mirror patients 
without a synchronous diagnosis, and her treatment strategy will 
be focused on her advanced staged ovarian malignancy.4 10

CLOSING SUMMARY
Synchronous cancers of the ovary and endometrium are rare, 
representing just 3% of all epithelial ovarian cancer cases.9 Iden-
tification and distinction of this diagnosis has important clinical 
implications for treatment strategies as well as prognostic differ-
ences. In patients with low grade uterine cancer who demon-
strate imaging findings of advanced stage disease it is important 
to remain vigilant and consider a synchronous primary ovarian 
malignancy. In these cases where pre- operative imaging and 
histologic diagnosis are discordant, a repeat endometrial biopsy 
could provide additional evidence of a higher- grade endometrial 
lesion missed on initial sampling or help lead to further consider-
ation of a synchronous primary ovarian malignancy. In this case, 
where the pre- operative imaging findings were concerning for 
metastatic disease, one could consider a diagnostic laparoscopy 
with frozen section of the omentum or other areas amenable for 
biopsy, to allow for a more objective assessment of the diagnosis 
to further guide the treatment planning and determine the feasi-
bility of optimal cytoreductive surgery. It is well known that optimal 
cytoreductive surgery (resected to <1 cm gross residual disease) 

in ovarian cancer is associated with improved survival6; and, while 
the data are more limited in endometrial cancer, these findings 
are often extrapolated from ovarian cancer.9 10 Therefore, deter-
mination of whether a case represents an advanced stage uterine 
versus ovarian malignancy can ultimately guide the provider in 
selecting the appropriate course for either neoadjuvant treatment 
followed by surgery or for adjuvant therapy after surgical cytore-
duction.

Often, as in this case, the path to treatment recommendations 
in synchronous ovarian and uterine cancers ultimately depends on 
the final pathologic diagnosis and does not necessarily proceed in 
a straightforward fashion. Here, we demonstrate a case for recon-
sideration of the diagnosis when pre- operative imaging findings of 
metastatic disease are not in keeping with an initial pathologic diag-
nosis of low- grade endometrial carcinoma. These sorts of scenarios 
highlight the importance of thorough discussions, careful consent 
processes, and shared decision- making with patients when moving 
forward with treatment recommendations.

Contributors DMG is the presenter, NT is the pathologist, NF is the radiologist, and 
RJH is the discussant.

Funding The research reported here is supported in part by the T32 training grant 
(CA101642) for DMG.

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval Not applicable.

Provenance and peer review Not commissioned; internally peer reviewed.

REFERENCES
 1 Epidemiology of Endometrial Cancer Consortium (E2C2). Available: 

https://epi.grants.cancer.gov/eecc/ [Accessed 10 Oct 2019].
 2 Haldorsen IS, Salvesen HB. What is the best preoperative imaging 

for endometrial cancer? Curr Oncol Rep 2016;18:25.
 3 Faria SC, Sagebiel T, Balachandran A, et al. Imaging in endometrial 

carcinoma. Indian J Radiol Imaging 2015;25:137–47.
 4 National Comprehensive Cancer Network. Uterine neoplasms 

(version 1.2022). Available: https://www.nccn.org/professionals/ 
physician_gls/pdf/uterine.pdf [Accessed 10 June 2022].

 5 Wang Y, Tillmanns T, VanderWalde N, et al. Comparison of 
chemotherapy vs chemotherapy plus total hysterectomy for women 
with uterine cancer with distant organ metastasis. JAMA Netw Open 
2021;4:e2118603.

 6 Shih KK, Yun E, Gardner GJ, et al. Surgical cytoreduction in 
stage IV endometrioid endometrial carcinoma. Gynecol Oncol 
2011;122:608–11.

 7 Ren Y, Shan B, Shi D, et al. Salvage cytoreductive surgery for 
patients with recurrent endometrial cancer: a retrospective study. 
BMC Cancer 2014;14:135.

 8 Walker JL, Piedmonte MR, Spirtos NM, et al. Laparoscopy 
compared with laparotomy for comprehensive surgical staging of 
uterine cancer: Gynecologic Oncology Group study LAP2. JCO 
2009;27:5331–6.

 9 Zaino R, Whitney C, Brady MF, et al. Simultaneously 
detected endometrial and ovarian carcinomas--a prospective 
clinicopathologic study of 74 cases: a Gynecologic Oncology Group 
study. Gynecol Oncol 2001;83:355–62.

 10 Williams MG, Bandera EV, Demissie K, et al. Synchronous primary 
ovarian and endometrial cancers: a population- based assessment of 
survival. Obstet Gynecol 2009;113:p 783–9.

 11 National Comprehensive Cancer Network. Ovarian cancer including 
fallopian tube cancer and primary peritoneal cancer. (version 
5.2022). Available: https://www.nccn.org/professionals/physician_ 
gls/pdf/ovarian.pdf [Accessed 10 June 2022].

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://ijgc.bm

j.com
/

Int J G
ynecol C

ancer: first published as 10.1136/ijgc-2022-004140 on 3 January 2023. D
ow

nloaded from
 

https://epi.grants.cancer.gov/eecc/
http://dx.doi.org/10.1007/s11912-016-0506-0
http://dx.doi.org/10.4103/0971-3026.155857
https://www.nccn.org/professionals/physician_gls/pdf/uterine.pdf
https://www.nccn.org/professionals/physician_gls/pdf/uterine.pdf
http://dx.doi.org/10.1001/jamanetworkopen.2021.18603
http://dx.doi.org/10.1016/j.ygyno.2011.05.020
http://dx.doi.org/10.1186/1471-2407-14-135
http://dx.doi.org/10.1200/JCO.2009.22.3248
http://dx.doi.org/10.1006/gyno.2001.6400
http://dx.doi.org/10.1097/AOG.0b013e31819c7bdf
https://www.nccn.org/professionals/physician_gls/pdf/ovarian.pdf
https://www.nccn.org/professionals/physician_gls/pdf/ovarian.pdf
http://ijgc.bmj.com/

	Anaphylaxis management: a survey of school and day care nurses in Lebanon
	Abstract
	Methods
	Design
	Population
	Instrument
	Data collection
	Statistical analyses

	Results
	Study population characteristics
	Current policies, processes and training sessions
	Previous experience in the management of anaphylaxis reaction


	Diagnostic and treatment considerations for synchronous cancer of the ovary and endometrium
	Case presentation
	Dr Rauh-Hain
	What would be your approach to counseling a patient with this diagnosis?
	Dr Tandon
	Dr Rauh-Hain
	Did you pursue any additional pre-operative work-up in this case?
	Dr Rauh-Hain
	What would be your discussion with the patient at this time with the imaging findings raising concern for metastatic disease?
	Dr Tandon
	Dr Rauh-Hain
	Based on the pathologic findings of the liver biopsy, what would be your recommendations for this patient?
	What were your surgical considerations and what were the intra-operative findings?
	Dr Tandon
	What was the final pathologic diagnosis in this case?
	Dr Rauh-Hain
	What would be your discussion with the patient regarding adjuvant treatment strategies?

	Closing summary
	References


