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Abstract

Synchronous primary carcinomas of the female genital tract are rare comprising only about 1% of all genital malig-
nancies. We present a 64 -year menopausal patient with synchronous primary endometrial and ovarian carcinoma. An 
operation was performed, including the classic total laparohisterectomy without a lymphatic pelvic dissection. The 
main diagnostic problem is the differential diagnosis between synchronous tumor primacy in the ovary and endome-
trium from a local advanced endometrial tumor with hematogenous metastases in the ovary.
Macroscopic pathohistological and immunohistochemical criteria are significant factors for determining the progno-
sis and strict definition of the clinical stage and the need for adjuvant postoperative treatment.
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Introduction
Synchronous tumors of the female genital tract are rare com-
prising only about 1% of all genital malignancies [1-3]. Their 
pathogenesis is not clear. Tumor synchrony is most likely due 
to a combination of embryonic, hormonal and genetic factors 
[4,5]. As the incidence of synchronous primary endometrial 
and ovarian carcinoma (SPEOC) is limited, it can easily be 
confused with endometrial cancer with ovarian metastasis [6]. 
The main diagnostic problem is the differential diagnosis be-
tween synchronous tumor primacy in the ovary and endome-
trium from a local advanced endometrial tumor with hematog-
enous metastases in the ovary.

Clinical Case
We present a 64 -year menopausal patient with complaints of 
genital bleeding and pelvic pain. An operation was performed, 
including the classic total laparohisterectomy without a lym-
phatic pelvic dissection. Two endometroid tumors are diag-
nosed pathologically- one in the endometrium and one in the 
ovary. Histological result: uterine body - moderately differenti-
ated endometroid carcinoma of the endometrium with infiltra-
tion of 2/3 of the myometrium (Figure 1); adenomatous polyp 
of the cervical canal; in the area of the cervix -epithelial glan-
dular -papillary erosion. Immunohistochemical (IHC) analysis: 
Estrogen receptor (ER)-positiv; Vimentin- positiv (Figure 2) /
рT1в G2. Left ovary- moderately differentiated endometroid 
ovarian adenocarcinoma without infiltration in the ovarial cap-

sule (Figure 3). The tumor infiltration does not reach the outer 
layer of the cyst wall. Right ovary- cortex hyperplasia, inclu-
sion and chocolate cyst, ovarian endometriosis. Immunohisto-
chemical (IHC) analysis: Estrogen receptor (ER)-negativ (Fig-
ure 4)/ pT1a G2. The patient was presented to the Oncology 
Committee and judged as adjuvant complex treatment, includ-
ing chemotherapy (Ch) and postoperative radiotherapy (RT). 3 
courses Ch were carried out, followed by Intensity Modulated 
Radiotherapy (IMRT) with VMAT technique in the tumor bed 
with the above 2/3 of the vagina and the pelvic lymph nodes 
with Daily Dose (DD) 2 Gy up to total dose (TD) 50 Gy and 3 
courses adjuvant Ch (Figure 5). After completion of the com-
plex treatment, the patient was referred for control gynecologi-
cal examinations.  

Discussion
The endometroid subtype of the primary tumors is the most 
common histological finding which is found in 50%–70% of 
cases and the primary independent tumors are often grade 1 
or 2 [7]. Among them, synchronous endometrial and ovarian 
tumors are the most common types of malignancy, with a fre-
quency of 5% among endometrial and 10% among ovarian 
primary tumors [8,9]. Synchronous endometroid adenocarci-
nomas are classified into three groups: 1/ Synchronous primary 
tumors (Figure1, 3); 2/ Primary endometrial carcinoma with 
metastasis in the ovary; 3/ Primary ovarian carcinoma with 
metastasis in the endometrium [10]. In primary endometrial 
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Figure 1: Photomicrography- Moderately differentiated endometroid adenocarcinoma of the endometrium 
with infiltration of 2/3 of the myometrium/ H&E 10 х; H&E 20 х.

Figure 2: Photomicrography – Immunohistochemical analysis of endometrioid endometrial adenocarcinoma - А/ 
ЕR positive expression х 10.; Б/ Vimentin positive expression х10; В/ Vimentin positive expression х 20.

Figure 3: Photomicrography of a left ovary - Moderately differentiated endometroid ovarian adenocarcinoma 
without infiltration in the ovarial capsule А/H&E 10 х; В/ H&E 20 х.

Figure 4: Photomicrography - Immunohistochemical analysis of moderately differentiated endometroid ovarian 
adenocarcinoma- A/ ЕR negative expression х10; В/ ЕR negative expression х20.
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Figure 5: Intensity modulated radiotherapy with VMAT technique in the tumor bed with the above 2/3 of the 
vagina and the pelvic lymph nodes with DD 2 Gy up to TD 50 Gy.

carcinoma with metastasis in the ovary, several pathohistologi-
cal characteristics are important:1/ large volume of endome-
trial tumor with a small ovarian tumor; 2/ additional presence 
of atypical endometrial hyperplasia; 3/ deep myometral tumor 
invasion, accompanied by vascular invasion and local distribu-
tion in the adnex; 4/ bilateral ovarian tumors and/ or multinod-
ular; 5/ lack of ovarian endometriosis [11]. In primary ovarian 
carcinoma with metastasis in the endometrium, several patho-
histological characteristics are typical: 1/ large ovarian tumor 
- small endometrial tumor; 2/ presence of ovarian endometrio-
sis; 3/ unilateral ovarian tumor in 80-90% of cases; 4/ lack of 
atypical hyperplasia in the endometrium [11]. In the primary 
endometrial and primary ovarian carcinomas, such pathohis-
tological tumor characteristics aneuploidy / heteroploidy with 
similar DNA changes or diploids of both tumors and similar 
molecular -genetic or karyotype changes are detected. Age is a 
significant factor for high levels of hormonal ER receptors (P = 
0.007) in endometrial carcinomas. 

The relapses and the lethal outcome correlate significantly 
with low levels of ER and PR (p <0.01) [12]. IHC analysis of 
ER and PR of endometroid endometrial and ovarian tumors 
distinguishes the primary tumor synchronicity from distant 
metastasis. In metastatic endometrial and ovarian carcinomas, 
the same ER and PR receptors levels are detected, and in syn-
chronous primary tumors they are different [13,14]. 62.5% of 
the simultaneous endometrial and ovaryal neoplasms are sig-
nificantly distinguished from the metastatic by different im-
munohistochemical expression of ER and PR receptors (P = 
0.0006), and in 31.3% of cases a Differential Diagnosis (DD) is 
required via BCL-2 (P = 0.03). The DD is not applicable to the 
IHC of Her-2 /Neu, P53 and KI-67 [14]. In our clinical case, a 
different hormonal estrogen and progesterone IHC expression 
is demonstrated, which proves the synchronous tumor primacy 
(Figure 2, 4). 

In synchronous endometroid tumor primacy, a number of most 
common clinical and pathochistological characteristics are re-
ported in the endometrium and ovarium: 1/ Endometrial tumor- 
G1 endometroid tumors in 57%, without vascular invasion in 
85.8%, with myometral wall invasion under ½ in 71.4%, lack 
of endometrial hyperplasia in 57% [15]. 2/ Ovarian tumor- en-
dometroid tumors, unilateral ovarian tumor in 80-90% of cas-
es, there is no tumor infiltration in the ovarian surface epithe-
lium; without invasion of the fallopian tube; without vascular 

invasion of 71.4%. The opinion of the different authors differs 
about the lack of ovarian endometriosis [11,15]. In the clinical 
case we have presented, the patient is in postmenopausal age, 
which is associated with the presence of ovarian endometriosis. 
As with the clinical case presented, in many authors, synchro-
nous primary carcinomas are mainly in an early clinical stage 
[16-18]. Published literature has reported better outcomes in 
the synchronous disease category as compared to the groups 
with a single primary having metastatic disease [19]. Endo-
metrioid histology has been shown to have a better prognosis 
than non-endometrioid histology [10,20].  In synchronous tu-
mor primacy, systematic surgical staging is the mainstay of the 
management for such patients and often includes total abdomi-
nal hysterectomy with bilateral salpingo‐oophorectomy, total 
omentectomy, appendectomy, pelvic and para‐aortic lymphad-
enectomy, and complete resection of all diseases with biopsy 
of suspect lesions and pelvic lavage [21-27]. It is well known 
that optimal cytoreductive surgery (resected to <1 cm gross re-
sidual disease) in ovarian cancer is associated with improved 
survival [28] and, while the data are more limited in endome-
trial cancer, these findings are often extrapolated from ovarian 
cancer [21,29]. The main question in the healing tactics is the 
need for adjuvant postoperative treatment /Radiotherapy (RT) 
and /or Chemotherapy (Ch) in both early endometroid neo-
plasms (clinical stage IB and IA G1-2)?  

However, no guidelines for adjuvant therapy in patients with 
synchronous cancers have been established yet and the treat-
ment of respective cancer guides the adjuvant treatment. In 
ovarian cancer, all but stage IA/B are to receive Ch and in 
endometrial cancer, it is indicated when the risk of distant 
metastasis is high [30]. The need for adjuvant therapy for an 
early-stage endometrial cancer is dependent on uterine fac-
tors such as depth of invasion, lymphovascular space invasion, 
and histologic subtype [31]. The role of postoperative adju-
vant treatment is controversial [20,21,32]. In many clinical 
cases, synchronous primary endometrial and ovarian tumors 
require an individual approach for adjuvant treatment that cor-
responds to the risk of recurrence of each individual carcinoma 
[32,33]. Meta-analysis of local and locoregional recurrences in 
the 1st clinical stage of endometrial carcinoma compares the 
data of patients with and without adjuvant RT. After adjuvant 
RT, a significant reduction in local recurrences is demonstrated 
without improved overall survival [34,35]. In order to reduce 
local recurrences in the lower 2/3 of the vagina, in low-risk 
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