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We discuss the diagnosis and the management of endometrial carcinoma in a single horn of bicornuate
uterus in a 64-year-old woman as a case report. The case underwent laparoscopic radical hysterectomy
and bilateral iliac lymphadenectomy.
The gross examination of the uterus revealed a bicornuate uterus with a greater horn of 12 � 9 � 8 cm

and a smaller horn of 10 � 3 cm. The cavity of the greater horn showed a neoplastic growth of 10 cm with
infiltration of about 1,8 cm of the myometrium from whole thickness of 1.9 cm. while the other horn was
free of tumor tissue.
The microscopic examination of the uterus revealed G2 endometrioid adenocarcinoma of the endome-

trium of the greater horn with infiltration of more than 50% of the myometrium.
In the presence of bicornuate uterus, a bilateral endometrial biopsy should be performed in order to

reduce the risk of delayed or missed diagnosis.
The management of a case of bicornuate unicollis uterus with endometrial carcinoma in only one horn

is the same as patients with endometrial cancer in single uterus and depends mainly on stage and histo-
logical grade of the tumor.
The possibility of existence of a separate uterine cavity should always be considered when endometrial

cancer is clinically suspected but pathology fails to confirm the diagnosis. This points out the importance
of a careful physical examination and radiographic evaluation in such cases.
� 2018 Production and hosting by Elsevier B.V. on behalf of National Cancer Institute, Cairo University.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-

nd/4.0/).
Introduction

The majority of congenital abnormalities of the female genital
tract arise from the malformations of the müllerian ducts. The inci-
dence of müllerian duct anomalies is reported to be about 4–5% in
the general population [1], however this incidence is underesti-
mated as most of these cases are asymptomatic and are not diag-
nosed until they undergo a gynecologic examination or may
remain unnoticed.

There are several types of anomalies of müllerian duct develop-
ment and fusion. The bicornuate uterus, which is a type of these
anomalies, results from failure of the müllerian ducts to com-
pletely fuse. If the central myometrium extends to the level of
the internal cervical os a bicornuate unicollis uterus is formed
and if it extends to the level of the external cervical os a bicornuate
bicollis uterus is formed. The latter is distinguished from uterus
didelphys as it shows some degree of fusion between the two
horns, whereas in classic uterus didelphys the two horns and cer-
vices are completely separated [2].

The presence of endometrial carcinoma in a bicornuate uterus is
reported in a few cases especially when a single horn of the uterus
is affected [3–9].

In this report, we describe a case of endometrial carcinoma aris-
ing in one horn of a bicornuate uterus.
Case report

A-64-year old hypertensive woman gravida 5, para 2 was pre-
sented to health care professional with postmenopausal bleeding.
She had 2 cesarean section deliveries and she was menopausal at
age of 52. She had a Pap smear test in 2015 which was normal.
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Fig. 2. The gross examination of the uterus revealed a bicornuate uterus with a
greater horn of 12 � 9 � 8 cm and a smaller horn of 10 � 3 cm.

82 K. Gaballa et al. / Journal of the Egyptian National Cancer Institute 30 (2018) 81–83
The patient was referred to Policlinico Agostino Gemelli hospi-
tal in Rome in September 2015.The patient underwent an abdomi-
nopelvic ultrasonography that revealed uterus bicornis, unicollis.
Right horn is 53 � 35 mm in dimensions, endometrial line 10
mm thick at the fundus and an intramural myoma of 21 � 19 m
m. Left horn is 82 � 81 mm with heterogeneous endometrial line
9 mm thick. Right ovary not visualized. Left ovary is normal and
no free fluid.

The patient underwent an MRI examination following the pelvic
ultrasound that revealed a solid pelvic mass 8 � 10 cm on the left
side, altered uterine morphology, no lymphadenopathy, no signs of
cervical infiltration, normal adnexa and normal Upper abdominal
organs (Fig. 1).

The patient underwent a transvaginal sonography (TVS) that
showed Uterus bicornis, unicollis. Right horn 70 � 30 � 30 mm,
hyper echoic and heterogeneous endometrial line of 8 mm thick-
ness, isthmic myoma 19 � 19 mm. Left horn 125 � 73 � 88 mm
with heterogeneous endometrial line not well delineated from
the myometrium.

A diagnostic hysteroscopy was performed following the radi-
ological investigations which revealed a septate vagina, single
cervix and a complete uterine septum. The Right uterine cavity
showed 1.5 cm polyp and the left cavity showed thickened fri-
able endometrium. A biopsy was taken from both uterine horns
for pathological examination that revealed a G1 endometrioid
adenocarcinoma.

The patient was planned for surgery after the biopsy result and
underwent laparoscopic hysterectomy, bilateral salpingo-
oophorectomy and frozen section of the uterus and adnexa was
done which revealed G2 endometrioid adenocarcinoma of the
endometrium with infiltration of more than 50% of the myome-
trium so bilateral pelvic lymphadenectomy was completed. The
dissected pelvic lymph nodes were sent for frozen section as rou-
tinely done in our institute and the result was negative for malig-
nancy so Para-aortic lymphadenectomy was omitted.

The gross examination of the uterus revealed a bicornuate
uterus with a greater horn of 12 � 9 � 8 cm and a smaller horn
of 10 � 3 cm (Fig. 2). The cavity of the greater horn showed a neo-
plastic growth of 10 cm with infiltration of about 1,8 cm of the
myometrium from whole thickness of 1.9 cm. No intra or extravas-
cular neoplastic emboli were detected. The cavity of the smaller
horn was free of tumor tissue. The cervix was single with normal
size and shape. The tubes and ovaries were normal.

The microscopic examination of the uterus revealed G2
endometrioid adenocarcinoma of the endometrium of the greater
Fig. 1. MRI images showing al
horn with infiltration of more than 50% of the myometrium. The
cervix, tubes, ovaries as well as the pelvic lymph nodes and resec-
tion margins were free of tumor tissue.
Discussion

Müllerian duct anomalies have not been considered as a risk
factor in the development of uterine cancers and the coincidence
between the presence of uterine malformations and endometrial
cancer has never been reported, and in the present literature, there
are only few reports of endometrial cancer arising in patients with
müllerian abnormalities [3–9].

Most of Müllerian duct anomalies do not reduce the female fer-
tility, and this was obvious in our patient history as she had 2
cesarean section deliveries.

Our case highlights the importance of the presence of uterine
anomalies in the differential diagnosis when evaluating post-
menopausal bleeding. The prevalence of these anomalies is usually
higher than reported due to the asymptomatic nature of some of
these cases.

In such type of cases if only one horn of the uterus was biopsied
without the other there would have been a delay in the diagnosis
of the presence of endometrial cancer. Moreover, many of the
described endometrial carcinomas of bicornuate uteri existed in
only one horn of the uterus, meaning that there is a 50% chance
of obtaining a biopsy of the benign horn at the time of diagnosis,
thereby delaying treatment [3–9].
tered uterine morphology.
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In the presence of bicornuate uterus, a bilateral endometrial
biopsy should be performed in order to reduce the risk of delayed
or missed diagnosis.

The possibility of existence of a separate uterine cavity should
always be considered when endometrial cancer is clinically sus-
pected but pathology fails to confirm the diagnosis. This points
out the importance of a careful physical examination and radio-
graphic evaluation in such cases.

Conclusion

The management of a case of bicornuate unicollis uterus with
endometrial carcinoma in only one horn is the same as patients
with endometrial cancer in single uterus and depends mainly on
stage and histological grade of the tumor, however this manage-
ment may be more difficult in cases with both horns affected by
different histological types and grades of endometrial cancer.
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