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Abstract
Background: Malignant transformation of abdominal wall endometriosis is extremely rare. Clear cell
carcinoma and endometrioid carcinoma are the two most prevalent histological subtypes of malignant
endometriosis. To date, approximately thirty cases of clear cell carcinoma arising from abdominal wall
endometriosis have been described worldwide.

Case Presentation: We report two cases of clear cell carcinoma developing postoperatively in the anterior
abdominal wall in women with a history of extensive endometriosis. Histopathology of the resected
abdominal wall tumor demonstrated benign endometriosis contiguous with features of clear cell
carcinoma. These histological features satis�ed Sampson’s criteria which are required for diagnosing
malignant endometriosis. Both patients were successfully managed with platinum-based adjuvant
chemotherapy following cytoreductive surgery.

Conclusion: Clear cell carcinoma arising from abdominal wall endometriosis is a rare, highly aggressive
cancer with a propensity to recur or metastasize. Due to the limited publications on this clinical entity,
there are no clearly established protocols regarding adjuvant treatment, and an evaluation of prognostic
factors is lacking. Clinicians must have a high index of suspicion for malignant endometriosis of the
abdominal wall, particularly in patients with an abdominal wall mass, prior abdominal surgery, and long-
standing endometriosis. By presenting our case, we expect to raise awareness and study of this rare
endometriosis-related neoplasm.

Introduction:
The abdominal wall is a common site of extraperitoneal endometriosis and it typically occurs following
cesarean section, hysterectomy, laparoscopic trocar placement, episiotomy, and hernia repair. (1)
Although the complications of endometriosis are diverse, malignant transformation of endometriotic
lesions is rare, and carries a 0.7-1.0% incidence rate. (2)

Sampson et al de�ned three criteria for diagnosing an endometriosis-related neoplasm: 1. evidence of
endometriosis in proximity to the tumor, 2. absence of another primary site tumor, and 3. histological
evidence consistent with an endometrial origin. (3) Clear cell carcinoma is the most common histologic
subtype of malignant endometriosis, followed by endometrioid cancer. (4)

Clear cell carcinoma arising from abdominal wall endometriosis presents as a slow-growing mass
adjacent to a scar from previous surgery and cyclical abdominal pain. These symptoms may be easily
mistaken for benign conditions such as a hernia, abscess, lipoma, or hematoma. The management of
clear cell carcinoma of the abdominal wall necessitates cytoreductive surgery with considerations for
adjuvant platinum-based chemotherapy. In general, the prognosis of this condition is poor as disease
recurrence or progression is common.
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Herein, we report two cases of clear cell carcinoma of the abdominal wall which developed
postoperatively in patients with a history of long-standing endometriosis. Both patients were managed
with surgical debulking and platinum-based chemotherapy. One patient developed recurrence in the
inguinal and pelvic lymph nodes which necessitated lymph node dissection and further chemotherapy.

Case Description:

Case 1:
A 46-year-old nulliparous female presented to us with a four-month history of a progressively enlarging
suprapubic abdominal mass associated with worsening pelvic pain. She denied experiencing symptoms
of fever, weight loss, vaginal bleeding, discharge, and urinary or gastrointestinal complaints. She had a
history of endometriosis for 15-years, and her past surgical history is signi�cant for laparoscopic ovarian
drilling 10-years prior. The patient had no personal or family history of malignancy.

On clinical examination, a 10cm x 8cm suprapubic abdominal mass was noted with extension to the
mons pubis. The mass was non-tender, immobile, and �rmly attached to the abdominal wall. The
overlying skin appeared erythematous with areas of necrosis secondary to the pressure effects of the
mass. The uterus was also enlarged and extended to the umbilicus. There were also no clinical signs of
gross ascites.

Blood investigations revealed a haemoglobin concentration of 8.7 g/dl, and elevated tumour markers:
CA125- 1200 U/ml, CA15-3- 425.8 U/ml, CA19-9- 6610.8 U/ml and a CEA- 10.2 U/ml. An HIV rapid test
was negative. Computed tomography (CT) scan of the chest, abdomen, and pelvis (Figure 1)
demonstrated normal appearances of the intra-abdominal viscera and an enlarged uterus measuring
16.5cm x 10.1cm x 11.5cm with multiple intramural and subserosal leiomyomas. A low anterior
abdominal wall mass arising from the rectus abdominis muscle was also noted. The mass measured
10.8cm x 7.8cm x 8.5cm and crossed the midline, extending to the left iliac fossa. Prominent pelvic
lymph nodes were also noted. Additionally, there were bilateral ovarian cysts, right and left measuring
6.1cm x 6.0cm and 4.4cm x 3.2cm respectively.

An ultrasound-guided biopsy of the mass exhibited papillary structures while immunohistochemistry
demonstrated positive stains for CK7, CK20, ER, p53, and a negative stain for WT-1. These features were
suggestive of adenocarcinoma, likely related to the female genital tract. Furthermore, immunotyping was
not typical of a serous type or primary peritoneal carcinoma.

The patient subsequently underwent an exploratory laparotomy, resection of the abdominal wall mass,
total hysterectomy, bilateral salpingo-oophorectomy, pelvic lymph node sampling, and reconstruction of
the rectus sheath with a polypropylene mesh. Intraoperatively, endometriotic deposits were noted
throughout the pelvic cavity. The intra-abdominal viscera appeared unremarkable and there was no
evidence of ascites.
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Histopathology of the abdominal wall mass indicated clear cell carcinoma associated with a solid, acinar
pattern and a 1mm clear margin. The tumor cells exhibited marked nuclear atypia and clear cytoplasm.
Intraglandular necrosis admixed with eosinophilic material was noted. The tumor occurred within a cyst-
like structure lined by aggregates of siderophages and hemosiderin. This suggested an origin from a
focus of ‘burnt out’ endometriosis. Endometriotic deposits were found elsewhere in the excision sample
including both fallopian tubes and ovaries. Lymph nodes were negative for metastatic involvement.

The patient’s case was discussed at the multi-disciplinary team (MDT) meeting and she was referred to
the Medical Oncology team for adjuvant chemotherapy. The chemotherapy regime consisted of six cycles
of paclitaxel (135mg/m2) and carboplatin (720mg (AUC-6)) given every twenty-one days. During
treatment, a monthly evaluation of a CA-125 level was done followed by every three months after
treatment was completed. CA-125 levels steadily decreased during treatment and were within normal
limits upon completion of treatment. The patient is now thirty-two months since her treatment concluded,
and is currently followed up in both Gynae-Oncology and Medical Oncology clinics with no evidence of
recurrence.

Case 2:
A 57-year-old female presented with a one-year history of an abdominal wall mass at the right margin of
a previous Pfannensteil scar, and a four-day history of increasing abdominal pain. The patient denied
experiencing nausea, vomiting, fever, weight loss, and urinary or bowel symptoms. She is a known
diabetic and hypertensive with a 20-year history of endometriosis. Her past surgical history is signi�cant
for an umbilical hernia repair 26-years prior, two cesarean sections 27 and 29-years ago, and a total
abdominal hysterectomy with ovarian conservation secondary to symptomatic uterine leiomyomas 15-
years prior. She had no personal or family history of malignancy.

On clinical examination, a 15cm x 15cm �rm, immobile, irreducible, and non-tender mass was noted in
the right lower quadrant of the abdomen with areas of super�cial skin necrosis. A CT scan of the
abdomen and pelvis demonstrated a heterogenous enhancing mass in the anterior abdominal wall
measuring 15cm x 8cm x 13.8cm with involvement of the right rectus abdominis muscle (Figure 2).
Partial protrusion into the abdominal cavity was noted. Anterior abdominal wall lymphadenopathy was
noted, however, there was no evidence of lymphadenopathy elsewhere. The intra-abdominal viscera
appeared unremarkable and there was no evidence of a hernia or ascites.

An ultrasound-guided biopsy of the abdominal mass was performed. Immunohistochemistry showed a
tumor that expressed weak positivity for CK7 and strong positivity for PAX8 (Figure 3A, 3C). Tumor cells
were ER, WT1, CK20 negative. This immunohistochemistry pro�le concluded moderately differentiated
metastatic adenocarcinoma with a primary origin from the reproductive tract or kidneys.

At the MDT meeting, a decision was made for surgical resection of the abdominal wall mass with
accompanying lymph nodes, abdominal wall reconstruction, and bilateral salpingo-oophorectomy.
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Intraoperatively, a 15cm x 13cm irregular, right-sided abdominal wall mass involving the right rectus
abdominis muscle and rectus sheath was removed. Post-status hysterectomy changes were observed
and endometriotic deposits were noted throughout the pelvic cavity. A total of eight abdominal wall
lymph nodes were excised. There was no ascites, and the intra-abdominal organs appeared
unremarkable. The abdominal wall was repaired using a polypropylene mesh.

Histopathology (Figure 3B) indicated that the abdominal wall mass was a clear cell carcinoma with a
prominent tubulopapillary pattern. The papillae had hyalinized eosinophilic cores and the tumor cells
displayed mild to moderate nuclear atypia and clear cytoplasm. Among these malignant cells, foci of
endometriotic glands and stroma were noted along with hemosiderin-laden macrophages.
Immunohistochemistry indicated strong diffuse expression of PAX-8. Eight abdominal wall lymph nodes
were positive for metastasis. The patient was subsequently referred to the Medical Oncology unit for
adjuvant chemotherapy.

This patient was placed on six cycles of chemotherapy inclusive of paclitaxel (135mg/m2) and
carboplatin (583mg (AUC-5)) repeated every twenty-one days after MDT discussion. The patient was also
monitored with monthly CA-125 levels during adjuvant treatment.

However, after the completion of six cycles of chemotherapy, CT imaging demonstrated localized disease
in the pelvic and inguinal lymph nodes. These lesions were con�rmed to be new areas of involvement
when compared to pre-surgical imaging. A decision was made at the MDT meeting to have a whole-body
FDG (�uorodeoxyglucose) positive emission tomography (PET) scan followed by potential surgical
intervention.

A whole-body FDG PET scan (Figure 2) revealed increased sizes of new bilateral para-iliac, right femoral,
and left inguinal FDG avid lymph nodes. The most prevalent FDG avid lymph node was noted in the right
para-iliac region and demonstrated a standardized uptake value (SUV) max of 10.9. This indicated a
likely recurrence of clear cell carcinoma. FDG avid adenopathy was not observed elsewhere in the body
and there was no evidence of hypermetabolic uptake in the anterior abdominal wall to suggest
progressive or residual disease.

Based on the PET scan �ndings, the patient underwent a laparotomy with removal of bilateral pelvic and
inguinal lymph nodes. Histopathology con�rmed recurrent clear cell carcinoma. A decision was made for
the continuation of adjuvant chemotherapy as there was no evidence of disease in previously resected
areas using this treatment regime. Currently, this patient is undergoing further adjuvant chemotherapy
treatment with paclitaxel and carboplatin. She is receiving follow-up care in the Gynae-Oncology and
Medical Oncology clinic.

PET scan images (C, D, E) demonstrating recurrent carcinoma in the pelvic, left inguinofemoral, and right
inguinofemoral nodes respectively.

Discussion:
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Clear cell carcinoma arising from abdominal wall endometriosis is a highly aggressive, rare cancer with a
propensity to recur or metastasize. (5) Approximately thirty cases have been described worldwide since it
was �rst reported by Sampson in 1925. (6) In general, malignant transformation of endometriosis is
highly unusual and approximately 0.7-1.0% of women diagnosed with endometriosis develop an
endometriosis-related neoplasm. (2) According to Taburiaux et al, malignant transformation of
abdominal wall endometriosis develops twenty-one years after initial uterine surgery, while the average
age at diagnosis is forty-seven years. (7)

Malignant endometriosis typically affects the ovary while, extra-gonadal malignant endometriosis may
involve the colon, rectovaginal septum, and vaginal walls. (8, 9) Rarely, the abdominal wall is implicated.
The most common histologic subtype of extra-gonadal malignant endometriosis is endometrioid
carcinoma (69.1%) followed by sarcoma (25%) and clear cell carcinoma (4.5%). (10) However, when
malignant endometriosis involves the abdominal wall, the predominant histological subtype observed is
clear cell carcinoma (66%) followed by endometrioid carcinoma (24%). (10) Clear cell carcinoma arising
from abdominal wall endometriosis is similar to clear cell carcinoma of the endometrium, ovary, vagina,
and cervix. These cancers are deeply invasive and carry a poor prognosis. (11)

The pathogenesis of malignant transformation of endometriosis remains unelucidated, however, certain
studies implicate oxidative stress according to a two-step process in endometriotic carcinogenesis. (12)
Firstly, �uid in endometriotic cysts contains elevated levels of iron which may form reactive oxygen
species and promote oxidative stress. (13) Oxidative stress may lead to epigenetic alterations and
aberrant DNA methylation which predispose susceptible cell populations to malignant transformation.
(14) In the second step, cancer progression occurs due to antioxidant production which prolongs the
survival of affected cell populations, thus promoting carcinogenesis. (12, 13)

Several risk factors have been described for the malignant transformation of endometriosis. These
include hyperestrogenism, endometriosis diagnosed at an early age, women with long-standing
endometriosis, ovarian endometriomas, and endometriosis associated with infertility. (15) Additionally,
carcinogens like dioxin, and genetic anomalies involving the loss of heterozygosity on chromosome 4,
may be implicated. (8)

Clear cell carcinoma of the abdominal wall presents as an abdominal mass that develops adjacent to a
previous surgical scar. (10, 16) The tumor often involves the rectus abdominis muscle and may protrude
into the abdominal cavity as noted in the second case described. (17) Abdominal pain is commonly
reported and may occur as the tumor invades nearby anatomical structures. Additionally, premenopausal
women may experience cyclical abdominal pain which re�ects the presence of hormonally active
endometriotic foci. (18) A diagnostic dilemma often arises in the evaluation of women with clear cell
carcinoma of the abdominal wall. This clinical entity may be mistaken for various benign causes of an
abdominal wall mass such as an abscess, hernia, lipoma, hematoma, or lymphadenopathy. (19) Hence,
for the generalist, a thorough evaluation should entail a detailed gynaecological history and examination,
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imaging studies, and biopsy as the clinical suspicion for an endometriosis-related neoplasm may be low.
(16)

Currently, there are no pathognomonic biochemical markers for malignant endometriosis. The cancer
antigen, CA-125, is a non-speci�c biomarker elevated in both ovarian malignancy and advanced
endometriosis. (10) Thus, a considerable increase in CA-125 concentrations may increase the suspicion
of malignancy. (20) Imaging modalities such as CT and magnetic resonance imaging (MRI) of the chest,
abdomen, and pelvis are important to delineate the disease extent, invasion into adjacent structures,
metastasis, exclude benign causes of an abdominal wall mass, and plan surgical intervention. (6)

The diagnosis of clear cell carcinoma is con�rmed on histopathology. Histologically, clear cell carcinoma
exhibits papillary, tubulocystic, or solid patterns. (11) Other common histologic �ndings include
intraluminal mucin, intracytoplasmic vacuoles, eosinophilic hyaline mucin, and stromal hyalinization.
(11) Moreover, immunohistochemistry may demonstrate positive stains for HNF-1B, Napsin-A, AMACR,
CK-7, and p53. (21) Of signi�cance, in 1925, Sampson de�ned three criteria for con�rming the diagnosis
of neoplastic transformation of endometriosis: 1. evidence of endometriosis in proximity to the tumor, 2.
absence of another primary site tumor, and 3. histological evidence consistent with an endometrial origin.
(3) Scott et al added a fourth criterion in 1953: morphological demonstration of benign endometriosis
contiguous with malignant tissue. (22) In both cases described, histopathology ful�lled Sampson’s three
criteria and Scott’s fourth criterion thus con�rming an endometriosis-related clear cell carcinoma.

The management of clear cell carcinoma arising from abdominal wall endometriosis consists of
cytoreductive surgery with considerations for adjuvant chemotherapy. (10) Surgical intervention
necessitates wide excision of the abdominal wall tumor to achieve healthy margins, hysterectomy,
bilateral salpingo-oophorectomy, and abdominal wall reconstruction. (10, 16) According to Ferrandina et
al, a bilateral salpingo-oophorectomy, and endometrial biopsy should be performed to exclude other
primary tumor sites. (23) Lymph node dissection is considered when pre-operative imaging demonstrates
suspicious nodes or nodal involvement. (24) A prosthetic mesh or in some cases, a pedicle-skin-muscle
�ap, is used for abdominal wall repair and reinforcement depending on the extent of surgical resection.
(23)

Due to the limited publications on this clinical entity, there are no clearly established protocols regarding
adjuvant treatment. (5) However, clear cell carcinoma arising from abdominal wall endometriosis appears
to respond to adjuvant platinum-based chemotherapy. (16) The combination of carboplatin (AUC 5-6)
and paclitaxel (175mg/m2) used for six cycles demonstrates e�cacy in treatment, and this combination
is better tolerated and less toxic compared to the use of doxorubicin, carboplatin, and paclitaxel triple
therapy. (6, 25, 26). Despite the use of adjuvant chemotherapy, disease recurrence or progression may still
occur, as noted in our study. (5) Adjuvant radiotherapy may be considered, particularly in cases with a
suboptimal response to chemotherapy. (16) However, reports indicating successful outcomes with
radiotherapy are scarce, and there are no standardized treatment protocols available.
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Clear cell carcinoma of the abdominal wall is associated with a poor prognosis. (11) Patients often
encounter disease recurrence or progression. Lymph node metastasis is common and particularly
involves the inguinal lymph nodes since the super�cial abdominal wall lymphatics drain towards the
super�cial inguinal nodes. (27) Due to the rarity of cases, an evaluation of prognostic factors is also
challenging. According to Taburiaux, the median survival time is approximately 30 months. (7) Patients
should be followed-up inde�nitely and this should involve regular pelvic and rectal examinations, regional
lymph node examinations, serum CA-125 measurements, and imaging for suspected recurrence.

In conclusion, clear cell carcinoma arising from the malignant transformation of abdominal wall
endometriosis is a rare and aggressive cancer associated with a poor prognosis. This condition may be
easily mistaken for many benign causes of an abdominal wall mass. Hence, clinicians must be
suspicious of malignancy in patients with a history of abdominal surgery and long-standing
endometriosis. Until treatment protocols are established, cytoreductive surgery with abdominal
reconstruction and adjuvant chemotherapy utilizing platinum-based compounds appear to improve
outcomes. Adjuvant radiotherapy should be considered in select cases with a suboptimal response to
adjuvant chemotherapy.

Declarations
Ethics approval and consent to participate: Not applicable.

Consent: Written informed consent was obtained from the patient’s relative for publication of this case
report and any accompanying images. A copy of the written consent is available for review by the Editor
of this journal. 

Availability of data and materials: Not applicable.

Competing interests: The authors declare that they have no competing interests.

Funding: Not applicable.

Acknowledgments: Not Applicable.

Authors’ contributions: VB conceptualized, drafted, and supervised the manuscript. LDB drafted and
edited the manuscript. AR provided histopathology �gures, review, and analysis. All authors read and
approved the �nal manuscript.

Authors’ information:

VB: Head of Department, Obstetrics and Gynaecology, San Fernando General Hospital, South-West
Regional Health Authority

LDB: Obstetrics and Gynaecology, San Fernando General Hospital, South-West Regional Health Authority



Page 9/13

AR: Department of Pathology, San Fernando General Hospital, South-West Regional Health Authority

References
1. Bektaş H, Bilsel Y, Sari YS, Ersöz F, Koç O, Deniz M, et al. Abdominal wall endometrioma; a 10-year

experience and brief review of the literature. J Surg Res. 2010;164(1):e77-81.

2. Lauslahti K. Malignant external endometriosis. A case of adenocarcinoma of umbilical
endometriosis. Acta Pathol Microbiol Scand Suppl. 1972;233:98–102.

3. SAMPSON JA. ENDOMETRIAL CARCINOMA OF THE OVARY, ARISING IN ENDOMETRIAL TISSUE IN
THAT ORGAN. Archives of Surgery. 1925;10(1):1–72.

4. Stern RC, Dash R Fau - Bentley RC, Bentley Rc Fau - Snyder MJ, Snyder Mj Fau - Haney AF, Haney Af
Fau - Robboy SJ, Robboy SJ. Malignancy in endometriosis: frequency and comparison of ovarian
and extraovarian types. (0277-1691 (Print)).

5. Lai Y-L, Hsu H-C, Kuo K-T, Chen Y-L, Chen C-A, Cheng W-F. Clear Cell Carcinoma of the Abdominal
Wall as a Rare Complication of General Obstetric and Gynecologic Surgeries: 15 Years of Experience
at a Large Academic Institution. International Journal of Environmental Research and Public Health.
2019;16(4).

�. Giannella L, Serri M, Maccaroni E, Di Giuseppe J, Carpini GD, Berardi R, et al. Endometriosis-
associated Clear Cell Carcinoma of the Abdominal Wall After Caesarean Section: A Case Report and
Review of the Literature. In vivo (Athens, Greece). 2020;34(4):2147-52.

7. Taburiaux L, Pluchino N, Petignat P, Wenger JM. Endometriosis-Associated Abdominal Wall Cancer: A
Poor Prognosis? Int J Gynecol Cancer. 2015;25(9):1633–8.

�. Benoit L, Arnould L Fau - Cheynel N, Cheynel N Fau - Diane B, Diane B Fau - Causeret S, Causeret S
Fau - Machado A, Machado A Fau - Collin F, et al. Malignant extraovarian endometriosis: a review.
(0748-7983 (Print)).

9. Inoue N, Hirakawa T, Mitsushita J, Kitahara Y, Iwase A. Malignancies Associated with Extraovarian
Endometriosis: A Literature Review. Endocrines. 2021;2(3).

10. Bats AS, Zafrani Y, Pautier P, Duvillard P, Morice P. Malignant transformation of abdominal wall
endometriosis to clear cell carcinoma: case report and review of the literature. Fertil Steril.
2008;90(4):1197.e13-6.

11. Gadducci A, Cosio S, Spirito N, Cionini L. Clear cell carcinoma of the endometrium: a biological and
clinical enigma. Anticancer Res. 2010;30(4):1327–34.

12. Scutiero G, Iannone P, Bernardi G, Bonaccorsi G, Spadaro S, Volta CA, et al. Oxidative Stress and
Endometriosis: A Systematic Review of the Literature. Oxidative medicine and cellular longevity.
2017;2017:7265238-.

13. Baboo K, Chen Z-Y, Zhang X. Role of oxidative stress and antioxidant therapies in endometriosis.
Reproductive and Developmental Medicine. 2019;3:170.



Page 10/13

14. Franco R, Schoneveld O Fau - Georgakilas AG, Georgakilas Ag Fau - Panayiotidis MI, Panayiotidis MI.
Oxidative stress, DNA methylation and carcinogenesis. (0304-3835 (Print)).

15. Nezhat F, Apostol R, Mahmoud M, el Daouk M. Malignant transformation of endometriosis and its
clinical signi�cance. Fertility and Sterility. 2014;102(2):342–4.

1�. Marques C, Silva TS, Dias MF. Clear cell carcinoma arising from abdominal wall endometriosis - Brief
report and review of the literature. Gynecologic oncology reports. 2017;20:78–80.

17. Alberto VO, Lynch M, Labbei FN, Jeffers M. Primary abdominal wall clear cell carcinoma arising in a
Caesarean section scar endometriosis. Irish Journal of Medical Science. 2006;175(1):69.

1�. Hensen JH, Van Breda Vriesman Ac Fau - Puylaert JBCM, Puylaert JB. Abdominal wall
endometriosis: clinical presentation and imaging features with emphasis on sonography. (0361-
803X (Print)).

19. Blanco RG, Parithivel VS, Shah AK, Gumbs MA, Schein M, Gerst PH. Abdominal wall endometriomas.
Am J Surg. 2003;185(6):596–8.

20. Shinmura H, Yoneyama K, Harigane E, Tsunoda Y, Fukami T, Matsushima T, et al. Use of tumor
markers to distinguish endometriosis-related ovarian neoplasms from ovarian endometrioma.
International Journal of Gynecologic Cancer. 2020;30(6):831.

21. Murali R, Davidson B, Fadare O, Carlson JA, Crum CP, Gilks CB, et al. High-grade Endometrial
Carcinomas: Morphologic and Immunohistochemical Features, Diagnostic Challenges and
Recommendations. International Journal of Gynecological Pathology. 2019;38.

22. Scott RB. Malignant changes in endometriosis. Obstet Gynecol. 1953;2(3):283–9.

23. Ferrandina G, Palluzzi E, Fanfani F, Gentileschi S, Valentini AL, Mattoli MV, et al. Endometriosis-
associated clear cell carcinoma arising in caesarean section scar: a case report and review of the
literature. (1477-7819 (Electronic)).

24. Liu H, Leng J, Lang J, Cui Q. Clear cell carcinoma arising from abdominal wall endometriosis: a
unique case with bladder and lymph node metastasis. World journal of surgical oncology.
2014;12:51-.

25. Olawaiye AB, Boruta DM, II. Management of women with clear cell endometrial cancer: A Society of
Gynecologic Oncology (SGO) review. Gynecologic Oncology. 2009;113(2):277–83.

2�. Sergent F, Baron M, Le Cornec JB, Scotté M, Mace P, Marpeau L. Transformation maligne d’une
endométriose pariétale: Un nouveau cas. Journal de Gynécologie Obstétrique et Biologie de la
Reproduction. 2006;35(2):186–90.

27. Lengelé B, Nyssen-Behets C Fau - Scalliet P, Scalliet P. Anatomical bases for the radiological
delineation of lymph node areas. Upper limbs, chest and abdomen. (0167-8140 (Print)).

Figures



Page 11/13

Figure 1

Axial CT images of the abdomen and pelvis– (A) Before resection, (B) After Surgery (resection of the
abdominal wall mass, hysterectomy, bilateral salpingo-oophorectomy and closure with polypropylene
mesh)
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Figure 2

Axial CT images of the abdomen and pelvis – (A) Before resection and (B) After Surgery – Laparotomy
with the removal of abdominal wall mass, lymph nodes, and closure with polypropylene mesh. PET scan
images (C, D, E) demonstrating recurrent carcinoma in the pelvic, left inguinofemoral, and right
inguinofemoral nodes respectively.
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Figure 3

Histopathology demonstrating - (A) clear cell carcinoma with acini lined by markedly pleomorphic cells
with abundant clear cytoplasm, (B) Aggregates of siderophages and hemosiderin bordering a clear cell
carcinoma arising from the pelvic wall, and (C) PAX 8 positivity.


