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Abstract

Background: Mesonephric Adenocarcinoma (MNA) is a rare ma-
lignant tumor to arise from mesonephric remnants occurring in the
uterine cervix and, less likely the corpus. Only about 30 cases of MNA
arising from uterine corpus had been reported in the literature and its
clinical symptoms, treatment method were not known very well. So
we reported our case, MNA of uterine corpus, and reviewed clinical
symptoms of it.

Case presentation: A 66-year-old woman (gravida 1, reaching
menopause in her 55-year age) was admitted to our hospital for post-
menopausal bleeding. Transvaginal Sonogram (TVS) demonstrated 5
cm sized with mixed echogenic mass and 3 cm sized calcified mass,
probably uterine myoma, sere seen in intramural layer and endometri-
al thickness was measured about 0.3 cm. Endometrial and cervical cy-
tology was also done, and the result of endometrial samples was pro-
liferative endometrium with no other abnormal findings. After 1 year
later, at her follow up visit, the size of intramural myoma was grow-
ing up to 10 cm by TVS. Pelvic magnetic resonance imaging revealed
intramural myoma increased of its size with hemorrhage, and tumor
marker was higher than the normal range (CA125: 1037.1 U/ml, CA
19-9: 159.21 U/ml). Total laparoscopic hysterectomy with bilateral sal-
pingo-oophorectomy was done. The final pathology was MNA arising
from uterine corpus with myometrial and uterine serosa invasion, and
adjuvant chemotherapy, palliative radiotherapy for pain control. Was
done. There was recurrent lesion 1 year after completion of adjuvant
chemotherapy. The patient is undergoing second-line chemotherapy.

Conclusion: A case of MNA is uncommon and malignancy was not
detected by conventional diagnostic method. Therefore, gynecologic
oncologists should be recognized in to avoid misdiagnosis.
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Introduction

Mesonephric Adenocarcinoma (MNA) is a rare malignant tu-
mor that originates from mesonephric remnants of the female
genital tract [1]. Mesonephric duct, also known as Wolffian
duct, is one of two primitive reproductive ducts, the other one
is paramesonephric (Millerian) duct. During embryonic devel-
opment Miillerian ducts become the female reproductive ducts,
while the mesonephric ducts degenerate [2]. Generally, MNA
is considered that it is originated from remnant mesonephric
duct. Hyperplastic lesions derived from mesonephric remnants
are not common proliferations. The remnants of mesonephric
duct to arise from the ovarian hilum, the broad ligament, the
mesosalpinx, the lateral wall of the vagina, or the uterine cervix
[3]. So, MNAs in the female genital tract occur commonly in the
cervix, vagina, and less frequently in the upper female genital
tract such as uterine body.

Several studies have demonstrated inconsistent findings and
no large studies have examined the mesonephric adenocarcino-
ma because of rarity. In this report, we report herein the case of
a 66-year-old woman diagnosed with a mesonephric adenocar-
cinoma arising in the uterine corpus-endometrium. That cancer
recurred with vagina of the patient after 9 months since the last
cycle of chemotherapy. By reviewing this disease showing an
aggressive pattern, the clinical characteristics are identified and
important factors in diagnosis and treatment are summarized.

Case presentation
Patient information, clinical findings

A 66-year-old woman (gravida 1, reaching menopause in
her 55-year age) was admitted to Seoul Saint Mary’s hospital
with post-menopausal vaginal bleeding that occurred a week
ago, and there was no underlying disease. Transvaginal sono-
gram demonstrated 5 cm sized with mixed echogenic mass and
3 cm-sized calcified mass, probably uterine myoma, were seen
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Figure 1: Initial transvaginal ultrasonographic findings. A: About 5
cm x 3 cm sized mixed echogenic mass was shown in ultrasonogra-
phy B. Endometrial thickness was measured about 0.3 cm.
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in intramural layer and endometrial thickness was measured
about 0.3 cm (Figure 1). Endometrial and cervical cytology was
also done, and the result of endometrial samples was prolifera-
tive endometrium with no other abnormal findings. After 1 year
later, her follow up visit, she complained of general abdominal
pain, the size of intramural myoma was growing up to 10 cm by
transvaginal sonogram. Pelvic magnetic resonance imaging re-
vealed intramural myoma increased of its size with hemorrhagic
degeneration (Figure 2), and tumor marker was higher than the
normal range. (CA125: 1037.1 U/ml, CA 19-9: 159.21 U/ml)
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Figure 2: Magnetic Resonance Imaging (MRI) findings after 1 year
from initial visit. Sagittal T2-weighted image show myomawith
hemorrhagic degeneration.
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Figure 3: Permanent pathologic findings A: Gross image; B,C: im-
\\munostaning, TTF1 negative (x100)(B), GATA3 positive (x200)(C). /

Initial treatment

Since the possibility of malignancy of the uterine lesion could
not be excluded, we planned to do total hysterectomy with bi-
lateral salpingo-oophorectomy. On the chest X-ray performed
before surgery, a micronodule was observed on the lower left
side, and chest CT was performed. It was planned to determine
whether malignancy was found after uterine surgery because
the micronodules seen on CT were found to be metastasizing
leiomyomas. The surgery was done by laparoscopy. During
operation, patient’s status was stable. Several types of immu-
nostaining were performed by pathologists to differentiate
between primary adenocarcinoma of the uterine corpus and
metastatic carcinoma (Figure 3). The final pathology was meso-
nephric adenocarcinoma arising from endometrium with myo-
metrial and uterine serosa invasion, so FIGO staging was IlIA.
Depending on the National Comprehensive Cancer Network
(NCCN) guideline of uterine neoplasms, we applied chemo-
therapy, consisting of paclitaxel and carboplatin. After 1st cycle
of chemotherapy, the patient complained of pain. We already
knew PET-CT finding about concurrent presacral invasion from
lower sacral bone metastasis. So, patient got palliative ERT on
the Right acetabular region and sacrum. Afterwards, she contin-
ued to get chemotherapy, total 9 cycle of carboplatin-paclitaxel.
Subsequent to those treatments, the patient visited outpatient
clinic regularly for follow-op examinations.

Recurrent treatment

At 8 months post last chemotherapy, she visited outpatient
clinic, complaining of vaginal spotting. We could find lesion pre-
sumed recurrent cancer at vagina, did biopsy using colposcopy.
The pathologic result of biopsy was recurrent mesonephric ad-
enocarcinoma. At that time, the patient’s CA125 was 6.55 U/ml
and CA19 9 was 10.51 U/ml, both levels were in normal range.
The computed tomography image at Seoul Saint M, at that time,
showed multiple variable sized nodules scattered in both lungs
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supposed to be metastasis, and nodular wall thickening of va-
gina. So, we started 2nd line chemotherapy composed of cispla-
tin-doxorubin. Previous chemotherapy ended 8 months ago, we
tried regimen including platinum, and the patient was afraid of
neuropathic pain, so we started with cisplatin-doxorubicin. The
latest 4th chemotherapy was done on 27th of August, 2022. Re-
sponse evaluation will be done after 6th chemotherapy.

Discussion

When meeting post menopausal patients complaining of
vaginal spotting at outpatient clinic, we usually think of diseases
such as atrophic endometrium, endometrial polyp. Therefore
we have to ask questions about symptoms for differential diag-
nosis. In addition to symptoms, we should not miss the situa-
tion about lifestyle, medications, and food by asking appropri-
ate questions to the patient. Because some postmenopausal
patients take estrogen-contatining foods to improve their qual-
ity of life, which can also cause vaginal spotting or bleeding.
Above all else, we should not overlook the possibility of cancer.
In postmenopausal women with symptoms of vaginal spotting
or bleeding, follow-up evaluation is essential to ensure they re-
ceive appropriate treatment of any precancerous lesion of the
endometrium [4].

As in this case, even if the result is confirmed as benign when
performing endometrial biopsy, there is a possibility that the di-
agnosis through endometrial biopsy may not be complete or le-
sions may develop after that procedure. Therefore, closed mon-
itoring, additional imaging such as MRI are necessary if vaginal
spotting or bleeding continues even after endometrial biopsy.
An aggressive treatment plan such as considering hysterectomy
is required depending on risk factors, underlying disease, and
symptom patterns.

The main complains of the patients differed depending on
the origin of MNA. As mentioned above, in the case of uterine
origin, the main complaint was vaginal bleeding, and in the case
of ovarian origin, symptoms commonly seen in ovarian cancer
patients such as abdominal distention and indigestion were re-
ported [5,6].

Elevation of CA125 was not commonly accompanied, but it
was often accompanied in advanced stage patients. Therefore,
vaginal spotting in corpus uterine MNA may be a characteristic
symptom and CA125 may not be elevated [7].

According to the literature, hysterectomy and BSO were per-
formed in both premenopausal and postmenopausal women.
And lymph node dissection was performed according to the
clinician’s criteria for each case [5]. In this case, initial impres-
sion taken into consideration was uterine sarcoma and there
were no enlarged lymph nodes in magnetic resonance imag-
ing study. Therefore, hysterectomy and BSO was done without
pelvic lymph node dissection through minimal invasive surgery
using laparoscopy for this patient. We took specimen out using
endo-bag.

When MNA recurred in this patient, the location of the le-
sion was located in the upper third of the vagina, slightly dis-
tant from the stump. During physical examination of a patient
complaining of vaginal bleeding, careful examination is required
so as not to miss these lesions. In this case, radiation-induced
lesions may occur due to radiation therapy, so a biopsy was per-
formed for differential diagnosis, and recurrence of MNA was
confirmed. Therefore, it is necessary to check the symptoms
complained of by the patient visiting the outpatient clinic, and
in the case of malignancy, it is necessary to check whether there
is a recurrence so that the patient can not delay the treatment

[3].

Considering radiation therapy for MNA treatment, it can be
performed for symptom control in bone metastasis or advanced
stages [8], and in this patient, the pain index before and after
radiation therapy was lowered from radiation therapy start day.

Although MNA is rare malignancy, treatment guidelines have
not been established, but since it shows an aggressive progres-
sion [9], it should be kept in mind during differential diagnosis,
in particular, it can be suspected if the mass-like lesion, CA125,
accompanied by vaginal spotting is elevated. Even if malignancy
is not diagnosed after endobiopsy, it is also necessary to edu-
cated patients so that they can visit a hospital if accompanied
by vaginal bleeding [4].
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