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Case Report

Uterine carcinosarcoma: a rare and aggressive neoplasm
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ABSTRACT

Uterine carcinosarcoma (UCS) is a rare highly aggressive tumor accounting for 2-3% of all uterine malignancies. It’s
characterized by postmenopausal bleeding and often presents with a palpable pelvic mass. The tumors usually contain
both malignant epithelial carcinomatous and sarcomatous mesenchymal components. Herewith presenting a case report
of a patient with postmenopausal bleeding with a 16 weeks size lump in the abdomen.
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INTRODUCTION

Uterine carcinosarcoma (UCS) also known as a malignant
mixed mullerian tumor (MMMT) is a rare gynecological
malignancy with poor prognosis. This neoplasm shows a
combination of both epithelial i. e. carcinomatous and
mesenchymal i. e. sarcomatous tumor cells. It comprises
about 1.5 % of all uterine malignancy.! This type is a much
more aggressive tumor than high grade endometrial
carcinoma where the 5-year survival rate is approximately
30% (stage I-11: 59%; stage Ill: 25%; stage 1V: 9%).2
Presence of heterologous elements is a poor prognostic
factor in early-stage disease but its significance remains to
be determined in advanced stage disease.® Metastatic
element of this is mostly of the carcinomatous type which
typically spreads lymphatically, while sometimes it’s
sarcomatous  which  spreads locoregionally and
combinations of both has also been found.* Difference
between endometrial carcinoma and uterine sarcoma is
difficult to diagnose clinically. Most patients mostly
present with symptoms like vaginal bleeding, abdominal
mass and pelvic pain. The 10% of patients have distant
metastasis at presentation and extrauterine spread in up to
45% of patients at presentation.5 Histological examination
and immunohistochemistry can give definitive diagnosis.
Carcinomatous cells convert themselves to sarcomatous
cells through the epithelial to mesenchymal transition, this
is supported by high epithelial to mesenchymal transition

gene signature scores and is likely due to epigenetic
alterations at microRNA promoters and histone gene
mutations and amplifications.® Hence in our case immuno-
histochemistry was advised.

CASE REPORT

A 66-year-old postmenopausal woman presented to
tertiary care centre OPD with complaints of
postmenopausal bleeding since two months. There was no
associated pain or systemic symptoms. The patient had
history of weight loss in past 2 months. She had 3 vaginal
deliveries and underwent tubal ligation. Patient was a
known case of hypertension for 1 year; there was no other
past medical or surgical history. General examination
revealed that patient was averagely built and moderately
nourished. There was no pallor or edema. Respiratory and
cardiac systemic examination were normal. On per
abdomen examination, mass of approximately 14-16
weeks size, firm, mobile and non-tender in nature. On per
speculum examination both lips of cervix adherent and
cervix flushed to vagina which was dry and pale. On per
vaginum examination uterus of 14-16 weeks size with
posteriorly firm, non-tender mass felt. Ultrasound revealed
10.2x7.4x9.6 cm sized multilobulated solid cystic lesion
involving endometrial cavity and with adjacent fluid
collection in endometrium. It showed mild vascularity and
few calcific foci within. Hence findings suggestive of
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endometrial neoplastic etiology. All her laboratory
findings were within normal limits. PAP smear was
suggestive of ASCUS-atypical squamous cells of
undetermined significance.

Per operative MRI pelvis suggested a large solid cystic
lesion of altered signal intensity which is seen completely
occupying the endometrial cavity measuring approx.
11.6x8.2x10.9 cm with the solid component appearing
hypointense on T1W images and hyperintense on (T2-
weighted imaging) T2W images measuring approximately
8.6%9.8x7.5 cm (APXTRxCC) and is seen arising from the
fundo-posterior uterine wall as shown in Figure 1A.

Few areas of blooming are noted within solid component
of lesion. Cystic component appears hyperintense on T2W
and hypointense on T1W with few small T2W hypointense
solid components also noted within measuring
approximately 1.2x1.1 cm. On post contrast study solid
components show heterogeneous enhancement. Mild thin
enhancement was also noted involving periphery of lesion.
Inferiorly, it was seen indenting dome of urinary bladder
with maintained fat planes with urinary bladder. No
evidence of urinary bladder wall/bowel wall invasion is
seen. Hence MRI findings suggestive of space occupying
lesions of endometrial cavity likely of neoplastic etiology
with morphological changes (Figure 1 B).

Figure 1 (A and B): A-showing MRI pelvis. B-showing MRI pelvis showing morphological changes.

After MRI report PET scan was advised which showed a
Large solid cystic lesion involving the endometrial cavity
with increased metabolic activity in the solid component-
likely representing neoplastic etiology. PET scan also
showed increased metabolic activity in right external iliac
lymph node-suspicious for metastasis. There was no
evidence of metabolically active disease anywhere else in
the body.
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The initial diagnosis was endometrial cancer. The patient
underwent surgery-total abdominal hysterectomy with
bilateral salpingo-oophorectomy and pelvic lymph node
dissection which included external, internal and common
iliac lymphadenectomy. The frozen section showed high
grade carcinoma. On gross-examination, the cut open
specimen of the uterus showed 10x8 cm friable
degenerative mass with brownish colored discharge filling
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the cavity approximately 100 ml. The endometrium was
unhealthy was filled with the necrotic mass as shown in
Figure 2.

Figure 2 (A and B): Gross examination of specimen of
uterus.

On microscopic examination of tumor-sections studied
show dual morphology tumor with juxtaposed high grade
carcinomatous and sarcomatous elements. Carcinomatous
elements as seen in Figure 3 A shows high grade glandular
elements with mixed serous and high grade endometrioid
carcinoma like features. Sarcomatous elements-spindles
and pleomorphic high grade and homologous pattern as
shown in Figure 3 B. myometrial invasion present <50%.

However, the cervix, ovary, fallopian tubes, and surgical
margins were free of tumor. Features suggestive of
MMMT. PTNM classification (AJCC 8" edition):
pTlaNla.

pTta-Tumor limited to the endometrium or invading less
than half of the myometrium. pNa-Regional lymph node
metastasis (greater than 2 mm in diameter) to pelvic lymph
nodes. Postoperative staging work-up revealed no distant
metastasis. The patient was referred for the adjuvant
therapy.
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Figure 3 (A and B): A-Carcinomatous elements. B-
sarcomatous elements.

DISCUSSION

UCSs are an aggressive and highly malignant type of
tumor. They occur mainly in postmenopausal women and
risk factors include obesity, nulliparity, and prior pelvic
radiation.” Most patients present with common symptoms
such as vaginal bleeding and uterine enlargement.? In the
present case carcinosarcoma was diagnosed 11 years after
menopause where patient complains of post-menopausal
bleeding since 2 months. The symptoms and scan findings
were typical of uterine carcinoma although the patient did
not complain of abdominal pain. Carcinosarcomas are
characterized by an aggressive clinical course and an
extremely poor prognosis as there is distant metastasis via
bloodstream and lymphatic system. It has been previously
reported that 70-90% of tumor-related deaths occurred
within 18 months after diagnosis.’*!* However, a recent
study reported that the prognosis of UCSs had improved
with an overall median survival of 39 months.'?> UCSs are
mixed epithelial and stromal tumors, with both
components  being  malignant.®*®*  Homologous
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carcinosarcomas feature sarcomatous elements such as
fibrosarcoma, endometrial ~ stromal sarcoma or
leiomyosarcoma tissue types normally found in the uterus.
In contrast heterologous carcinosarcomas contain
sarcomatous components derived from tissues not
typically present in the uterus. The epithelial
carcinomatous  portion most often consists  of
adenocarcinomas of the endometrioid, serous, or clear cell
subtypes. In our case histopathology shows dimorphic
tumors. Carcinomatous elements consisted of high grade
glandular with mixed serous and endometrioid carcinoma
like features, whereas Sarcomatous elements had spindles
and pleomorphic- high grade and homologous type. Unlike
pure endometrial carcinomas, carcinosarcomas have a
higher tendency for deep myometrial invasion and early
metastasis. Radiologically, MRI has a superior role in the
staging of UCS with a 70% staging accuracy. The staging
of this malignancy should follow the guidelines
established by the international federation of gynecology
and obstetrics (FIGO) or the tumor, node, metastasis
(TNM) classification system, as it falls under the category
of endometrial carcinoma.* UCSs typically present as
large masses occupying the endometrial cavity. On
imaging, they generally show low or isointense signals on
T1-weighted imaging (T1WI) and high or mixed signal
intensity on T2WI. The presence of high-signal foci on
T1WI, which may indicate hemorrhage, is considered a
distinctive  feature of carcinosarcomas. Another
characteristic imaging feature is mild to moderate contrast
enhancement, which helps distinguish carcinosarcomas
from other uterine malignancies. Unlike typical
carcinomas which often show early enhancement followed
by a decrease carcinosarcomas tend to demonstrate
persistent or progressive mild to moderate enhancement
over time.*>16 Surgical removal remains the cornerstone of
UCS treatment, commonly involving a total hysterectomy,
bilateral salpingo-oophorectomy and lymph node
dissection of both the pelvic and para-aortic regions.
Postoperative outcomes are generally improved with the
use of adjuvant therapies including radiation,
chemotherapy or a combination of both.!”** Adjuvant
therapy is recommended for all stages of the disease and
has demonstrated a more favorable prognosis given the
highly aggressive nature and poor prognosis of UCS.% The
suggested follow-up protocol for patients with UCS
includes physical and gynecological check-ups should be
conducted every 3 to 4 months during the initial two years
then every six months until five years. Additionally, a CT
scan is typically performed annually for the first 3 to 5
years.?!

Our case highlights the need for a high index of suspicion
in elderly patients with postmenopausal bleeding and the
role of MRI and histopathology diagnosis with timely
surgical intervention.

CONCLUSION

This case emphasizes the importance of early recognition,
thorough surgical staging, and a multidisciplinary

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

approach to treatment. Given the rarity of the disease,
every case contributes valuable insights into its behavior,
prognosis, and response to treatment. Long-term follow-
up is essential due to the high risk of recurrence. Further
research and larger studies are necessary to establish
standardized treatment protocols and improve patient
outcomes.
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