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Abstract: The clear cell carcinoma of the cervix is a rare tumor. We present a new case with literature review. This is a 

patient of 40 years who consulted for metrorrhagia average abundance, yellowish vaginal discharge, burning urination 

and pelvic pain lasting for three months. The review found a tumor of the cervix 3 cm, burgeoning extended anterior 

vaginal fornix, classified IIa. The cervical biopsy showed a clear cell carcinoma of the cervix. The patient received 

brachytherapy, followed by an adénocolpo hysterectomy. The evolution was marked by a recurrence. The patient died 

thirty months after diagnosis. 
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INTRODUCTION: 

Adenocarcinomas account for 5 to 25% of 

cervical carcinomas [1]. Currently, there is an increase 

in frequency, especially in young women (under 35 

years). At least 50% of adenocarcinomas associated 

with CIN or carcinoma infiltrating epidermoid [4]. 

There is a close correspondence between the use of 

DES in utero and the appearance of clear cell 

adenocarcinoma [1]. HPV, including HPV 18, are found 

in virtually all adenocarcinomas. 

 

CASE REPORT 

This is a patient 40 who had consulted for 

symptoms made of medium bleeding abundance, 

yellowish vaginal discharge, burning of voiding and 

pelvic pain lasting for three months. The gynecological 

examination had found a tumor of the cervix 3 cm, 

burgeoning with involvement of the anterior vaginal 

fornix, classified IIa according to the classification of 

the International Federation of Gynecology and 

Obstetrics (FIGO). A biopsy of the neck, it was a clear 

cell carcinoma of the cervix. The pre-therapeutic 

assessment was unremarkable. The patient received 

utero-vaginal brachytherapy dose 60Gray followed by 

extended-adénocolpo hysterectomy. Histological 

examination of the surgical specimen has noted post-

radiation alterations fibro-inflammatory neoplasm with 

no residual invaded lymph node taken among the new. 

Postoperative radiotherapy was planned but the patient 

was lost sight of. The evolution was marked by the 

appearance of a huge centro-pelvic recurrence involving 

bone and retro-peritoneal two years after the end of 

treatment. After a course of chemotherapy (5-fluoro-

uracil and Platamine), the patient died from progressive 

continuation of his illness and this thirty months after 

diagnosis. 

 

DISCUSSION:  
The clear cell adenocarcinoma has a frequency 

of 4 to 20% [2]. It most often occurs at a young age: 

with an average of 22 years and extremes of 7-43 years 

[3]. If exposure in womb to DES: the average age is 

20.8 and extremes of 15-28 years. In the series of 

Hanslar, DES was implicated in 57.7% of cases. The 

DES would be in the girl by the immune system 

depression with reduced response of the cells "killer". A 

second hypothesis involves the product or its 

metabolites in cell damage during embryogenesis 

fetogenese or more with increased risk of degeneration 

into adenocarcinoma [1]. Promoting the role of "Human 

Papillomavirus" in the genesis of cervical cancer is 

explained by the production of proteins that inactivate 

tumor suppressor genes and facilitate their development 

[2]. 

 

          No studies demonstrated an increased risk 

through the use of oral contraception. However; 

accelerating the transition from dysplasia to carcinoma 

in situ and a higher risk of progression has been 

reported [4]. There is a positive correlation between 

smoking and sexual factors. Cancer incidence is higher 

in women who had sex before age 17 years [6]. 

Sexually transmitted infections are also implicated. The 

delay between the onset of symptoms and the diagnosis 

ranged from 1 month to 12 months with a mean of 5 

months [7]. The revealing symptoms are dominated by 

bleeding; followed by dyspareunia; leucorrhoea [7]. 

The data of the clinical examination of cervical 
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adenocarcinoma Clear cell are the same as those of the 

general cervical cancer [8]. The Pap smear can 

highlight cellular abnormalities in the cervical 

epithelium. Colposcopy with the help of staining lugol 

can locate the seat of the lesions; to specify the degree 

of atypical transformation and direct biopsies to 

confirm the diagnosis. 

 

 
Fig. 1: Histology of adenocarcinoma invasive clear cell (magnification x100) 

 

At the end of staging; the tumor may be 

classified according to the classification of the 

International Federation of Gynecology and Obstetrics 

(FIGO). In 85% of cases, patients with stage I or II at 

diagnosis [4].  

Macroscopically, about half of the cases appear 

polypoid, exophytic papillary. On the microscopic 

level, a variable glandular differentiation is observed 

according to the degree of differentiation. The diagnosis 

of infiltration is mainly based on the architecture and 

layout of glands. It can be associated with other lesions 

vaginal adenosis (50% of cases) or cervicovaginal 

abnormalities (20% of cases). [13]. This extension is 

comparable to that of squamous cell carcinomas. The 

local extension and lymph node metastases and visceral 

seem remote, however earlier [15]. After intracavitary 

treatment, it is more common to find a residual tumor 

with squamous cell carcinoma [14]. Treatment depends 

on the stage of the disease. The treatment of early 

stages most often call for surgery alone, or radio 

surgical association, even to the exclusive RT, with 

identical results. In these early stages, it is acceptable to 

adapt the treatment depending on the age of the patient 

and in particular fertility desire and power in very 

specific cases preserve ovarian function and even 

fertility [6, 11]. The existence of a more advanced stage 

tumor contraindicated pure surgical treatment and all 

operations to preserve fertility, and a number of surgical 

approaches, such as vaginal or laparoscopic surgery. 

Several parameters can influence the prognosis stage, 

lymph node metastasis, tumor mass, depth of 

infiltration, vascular invasion, histological type, 

histological grade, aneuploidy [9]. Overall, survival was 

lower than squamous cell carcinomas [10]. Clear cell 

type could be more pejorative, especially if it is not 

related to DES [12]. Screening for cervical cancer is 

effective through the practice of the Pap smear. The 

HPV vaccination and screening are the two key 

components in prevention. 

 

CONCLUSION : 

The clear cell adenocarcinoma is rare; Its 

epidemiology is closely related to the use of DES; 

however, this factor is not responsible alone 

carcinogenesis of this cancer; This uses of Other 

factors, both exogenous qu'endogène; in the process of 

developing clear cell adenocarcinoma of the cervix. The 

clinical picture and the staging is not different from the 

rest of cervical cancers On the therapeutic plan; 

Conservative treatment is indicated for limited stages, 

especially since the target population is young 

Prognosis forms upon exposure to DES in utero is 

better compared to other cases. 
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