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Introduction

Multiple primary cancers associated with hematologi-
cal malignancies are divided into the following three
groups: Synchronous malignant neoplasms, metachro-
nous cancer following hematological malignancy, and
metachronous hematological malignancy following carci-
noma [1]. The differential diagnosis of metachronous and
synchronous malignant neoplasms is separated by time,
the metachronous neoplasms usually develop after six
months, and the synchronous neoplasms may be diag-
nosed simultaneously or within a short time of each other,
usually two to six months [2]. The most common hema-
tological malignancies seen in patients with multiple can-
cers are acute leukemia, non Hodgkin’s lymphoma
(NHL), multiple myeloma and chronic mylogenous
leukemia [1]. Multiple neoplasms in patients occur rarely,
ranging from 1.2-4.5% of cancer patients in autopsy and
clinical studies [2, 3]. Furthermore endometrial carcino-
ma with synchronous lymphoma is rare. We report such a
case.

Case Report 

A 64-year-old Asian woman had postmenopausal uterine
bleeding for four months. She was a virgin and a nun. She did
not have any other symptoms, including pelvic pain, night
sweats, weight loss, or fever. She also did not have any other
underlying disease nor operation history. In her family history
her grandmother and cousin had died of stomach cancer. We

performed an endometrial biopsy and the result was endometri-
oid adenocarcinoma. PET computed tomography (CT) and
pelvic magnetic resonance imaging (MRI) were performed. On
PET CT, a uterine lesion showed moderately increased FDG
uptake, and multiple massive lymphadenopathies involving the
paraaortic region, both iliac, both axillary and both inguinal
regions (Figure 1). Transabdominal hysterectomy, bilateral
salpingo-oophorectomy, paraaortic and pelvic lymph node dis-
section, partial omentectomy and appendectomy were per-
formed. On intraoperative inspection, the aorta and iliac vessels
were surrounded by bundles of hard tumor mass. Thus we had
difficulty distinguishing the lymph node (LN) from the great
vessels. A frozen biopsy was done on the tumor mass of multi-
ple paraaortic and iliac chains. The result was malignancy for
all tumors, or metastatic carcinomas. Cytoreductive surgery was
performed and there were no complications postoperatively. In
the final pathologic report, the estimated extent of invasion of
the endometrial carcinoma was the outer half of the
myometrium. The thickness of the uninvolved myometrium was
less than 0.1 cm. There was lymphatic and vein invasion but
tumor metastasis to other sites was not observed. However
cytology of the peritoneal fluid included malignant cells of
endometrial carcinoma. The whole mass of the paraaortic and
pelvic LN dissection showed malignant lymphoma without
metastasis of endometrial carcinoma. Thus, the final diagnosis
was endometrioid endometrial adenocarcinoma (poorly differ-
entiated, grade 3) FIGO Stage IB [4] with synchronous follicu-
lar lymphoma Stage III (grade 2). Immunohistochemical studies
were positive for CD10, CD20, CD79a and LCA confirming
NHL and B-cell phenotype. Bcl-6 expressed by the follicles
was also positive. The patient received three courses of cisplatin
and doxorubicin at 3-week intervals with radiation therapy. She
refused further treatment. PET/CT after treatment was clear.
Nine months after surgery, the patient is currently in a state of
complete remission for both carcinomas.

Summary

Background: Multiple neoplasms in a patient occur rarely. There has only been one case report about synchronous endometrial
carcinoma and follicular lymphoma of the paraaortic and pelvic lymph node (LN) until now. Case report: The patient was 64 years
old and had vaginal spotting for four months. She was diagnosed with endometrioid endometrial carcinoma by endometrial biopsy.
In intraoperative inspection, the whole paraaortic and pelvic LN had formed into a massive tumor bundle following the aorta and
iliac vessels. The diagnosis was endometrial carcinoma FIGO Stage IB with synchronous follicular lymphoma Stage III. We per-
formed adjuvant chemotherapy and radiotherapy. Currently, the patient has no evidence of recurrence for either carcinoma.
Conclusion: Lymph node dissection was included in the staging and debulking operation of the endometrial carcinoma. An inaccu-
rate result of the frozen section can not rule out metastasis of endometrial carcinoma and surgeons can fall into a dilemma regarding
treatment.
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Discussion

Multiple primary cancers can occur in the same patient.
Colon, ovarian, and breast cancers have previously been
reported to be the malignancies most commonly associat-
ed with endometrial cancer. In the recent literature, the
prevalence of lymphoma, breast, and ovarian cancers
were reported to be greater than expected at the time of
surgery for endometrial cancer [5]. Multiple synchronous
malignant tumors were found at different sites or organs.
In our patient, the diagnosis of NHL was made after the
staging surgery for the endometrial carcinoma.
Synchronous carcinoma and NHL have been reported
previously. The sites of the primary carcinoma associated
with synchronous NHL were in order starting from the
colon, prostate, lung, breast and stomach [2].
Synchronous NHL and uterine carcinoma are relatively
rare. The presenting sites of NHL are various. However
one case of NHL involved in pelvic LN of a patient who
had endometrial carcinoma has been reported. The num-

ber of case reports are limited so a standard treatment is
difficult to define for our case. The surgical treatments of
endometrial carcinoma are removal of the tumor mass
and surgical staging. In our case, the unexpected bulky
mass of paraaortic and pelvic LN during the staging oper-
ation of the endometrial carcinoma was necessary to
exclude involvement of metastatic carcinoma from the
known primary. However, intraoperatively the differential
diagnosis between poorly differentiated carcinoma and
NHL can be difficult by frozen section. The ambiguous
frozen result of the malignant tumor for LN led to debulk-
ing surgery and the complete excision of the tumor. In
preoperative PET CT, increased FDG uptake in axillary
LN is an unusual finding of endometrial carcinoma, but
we missed it. The initial treatment of a patient with follic-
ular lymphoma includes combination chemotherapy. Our
patient had deep myometrial invasion, grade 3, and had
malignant cells in the peritoneal fluid for endometrial car-
cinoma, so adjuvant therapy was performed. In our case,
NHL was discovered incidentally during the staging oper-
ation of the known endometrial carcinoma. NHL may
involve adjacent site of patients who have carcinoma of
the female genital tract. A rare situation can lead to diffi-
culty of diagnosis and treatment. Although a rare modal-
ity, the relation of lymphoma during surgery of endome-
trial carcinoma should be kept in mind by the surgeon.
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Figure 1. — Initial PET CT shows increased FDG uptake of the
uterine lesion and multiple, massive lymphadenopathies involv-
ing the paraaortic, pelvic and axillary regions.


