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ABSTRACT

A 60-year-old lady, who had undergone an abdominal hysterectomy 3 years ago for menorrhagia; and was inci-
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dentally diagnosed to have an adenocarcinoma of the endometrium on surgical pathology; presented with a slowly
growing right lower quadrant abdominal wall lump since 7 months. An FNAC showed the lump to be a metastasis from a high grade papil-

lary

adenocarcinoma. A metastatectomy was performed with abdominal wall reconstruction by placement of an intraperitoneal composite
mesh. This report is to bring to light a rare presentation of metastasis of adenocarcinoma of the endometrium, possibly from seeding of the

scar site of the abdominal hysterectomy.

INTRODUCTION
Endometrial adenocarcinoma is the 3' most common gynaeco-
logical malignancy in Indian women'.

Postmenopausal bleeding, warrants a high degree of suspicion
and a preemptive workup for endometrial cancer enables com-
prehensive surgical staging, prevents tumour seeding and im-
proves prognosis of incidentally detected cancers *®

87% of the recurrences occur within 3 years of primary resec-
tion, warranting a stringent follow- up across all stages™ °. Pap-
illary serous carcinoma, clear cell carcinoma, and endometrioid
carcinoma are at the highest risk of recurrence’.

Commonest sites for recurrence are the vagina, the pelvic and
para-aortic lymph nodes". Abdominal wall metastases, are ex-
tremely rare and have been linked to seeding of the scar site "

Metastatic cases are treated with surgery, chemotherapy, hormo-
nal and radiation

therapy, with cytoreduction impacting survival the most'* ',

CASE PRESENTATION

A 60-year-old diabetic lady presented with an insidiously pro-
gressing lower abdominal lump since 7 months, following an ab-
dominal hysterectomy for postmenopausal bleeding, which was
later diagnosed on histopathology to be an endometrial carci-
noma FIGO Stage IA Grade II

A well healed Pfannensteil scar with a 10x8cm, well defined, in-
tramuscular, firm, lobulated, non- tender lump, adherent to it,
was noted.
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Fig. 1: Clinical presentation. Arrow: Tumour

CECT showed a well defined, lobulated, isodense lesion of 6 x 8.5
x 9 cm (AP x TR x CC) adherent to the right rectus muscle and
peritoneum, with moderate heterogenous enhancement with
early washout.

MRI confirmed the CT findings and a PET scan did not reveal
any other sites of high tracer uptake.

Fig. 3: MRI abdomen. Arrows: Tumour
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FNAC showed a metastatic high-grade papillary adenocarcino-
ma.

CA 125 was >600U/mL (normal range < 19.5U/mL).

A wide local excision of the tumour, including peritoneum was
performed. There was no intra- peritoneal extension.

Fig. 5: Intra- operative photograph. Arrow: Tumour

The 7x8 cm muscular defect in the muscles and the underlying
peritoneum was reconstructed by placing a 18x30cm composite
mesh.

Fig. 6: Placement of intra- peritoneal composite mesh. Ar-
row: Composite mesh
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Fig. 7: Excised specimen

The histopathology report showed a metastasis of Grade II endo-
metrioid adenocarcinoma, positive for estrogen and progester-
one receptors with tumour free margins.

The patient is now being planned for post- operative chemo- ra-
diation and hormonal therapy.

DISCUSSION

Postmenopausal bleeding, warrants a high degree of suspicion
and a preemptive workup for endometrial cancer enables com-
prehensive surgical staging, prevents tumour seeding and im-
proves prognosis over incidentally detected cancers *°.

The FIGO’s surgical staging system for endometrial cancer is
based on surgical pathology, total hysterectomy, bilateral sal-
pingo- oophorectomy, pelvic and para-aortic lymphadenectomy,
and the collection of peritoneal cytology for accurate definition
of disease extent'.

The GOG-99 study defines risk based on age, tumor grade, depth
of myometrial invasion and lymphovascular space invasion. Ra-
diation therapy in higher grades improved progression-free sur-
vival with fewer local recurrences'. Alternatively, low risk, stage I
disease can be spared potential complications of pelvic lymphad-
enectomy, radiation, chemotherapy such as lymphoedema.'* ',

Incidentally detected endometrial carcinomas need a compre-
hensive pathology review as per the FIGO guidelines. This pa-
tient showed a FIGO Stage IA, Grade II endometrioid tumour and
therefore did not require further treatment**. Tumours with inter-
mediate- or high-risk features should be considered for compre-
hensive surgical staging to plan further adjuvant therapy***.

However, a pre- operative diagnosis of endometrial carcinoma
in this patient would have prompted better tissue handling and
possibly prevented the seeding of the scar site with tumour cells.
This case reiterates the importance of ruling out endometrial
cancer in all cases of post- menopausal bleeding before defini-
tive management is undertaken.

Recurrence of early stage endometrial cancer ranges from 3 to
17%" " 87% of the recurrences occurring within the first three
years®'. Survival rates are as low as 5-15%'*.

In- spite of the patient receiving the standard of care for her stage
of the disease, a regular long term follow- up schedule should
have been advised in view of the recurrence pattern of the dis-
ease, which would have enabled the detection and complete exci-
sion of any recurrences at a much earlier stage, thereby improv-
ing the overall survival of the patient and reducing the morbidity.
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Several large studies '> !> have demonstrated a statistically signifi-
cant progression-free and overall survival advantage in Grade III
& IV tumours with a multimodal approach that includes surgery,
chemo radiation, with optimal cytoreduction being the most cru-
cial aspect 2022,

75-80% of recurrences occur in the vagina', followed by pelvic
and para- aortic nodes?’. Abdominal wall metastases, are rare,
and linked to surgical incision®!!%.

We decided to operate on this patient cause of the definitive sur-
vival advantage of excising the solitary metastasis over the mor-
bidity.

Although optimal cytoreductive surgery has shown a therapeutic
benefit in metastatic disease GOG[2006] reported a randomized
trial wherein chemotherapy with doxorubicin and cisplatin in ad-
vanced endometrial cancer demonstrated a survival advantages
over whole-abdomen irradiation and chemotherapy #. Sequen-
tial and combination chemoradiation have improved outcomes
over either modality*" .

Progesterone based hormonal therapy is recommended for low
risk, endometrioid histologies with greatest response seen with a
combination of tamoxifen and medroxyprogesterone in grade I
tumours™.

In the absence of established guidelines, tumour burden, tumour
characteristics and co- morbidities should define adjuvant ther-

apy.

CONCLUSION

Postmenopausal bleeding, warrants a high degree of suspi-
cion and a preemptive workup for endometrial cancer enables
comprehensive surgical staging, prevents tumour seeding and
improves prognosis over incidentally detected cancers. A me-
ticulous follow- up schedule needs to be maintained to detect
recurrences early.

Cytoreductive surgery is an independent prognostic factor im-
pacting survival in patients with primary as well as recurrent
endometrial carcinoma. Hence, every attempt to achieve zero
residual disease should be made in all presentations of endome-
trial carcinoma.
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