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Abstract
Uterine sarcomas constitute about 1% of female genital tract malignancies. And 3% to 7% of Uterine
cancer. Uterine sarcomas have an aggressive behaviour. Rarity of the tumour and histopathological
diversity has contributed to the lack of consensus on risk factors. The aim of the study was to assess the
epidemiological aspects, clinical features and histopathological features of uterine sarcomas.
Materials and Methods: A retrospective record based study of 32 diagnosed cases of uterine sarcoma
over a period of 5 years (Jan 2010- Dec 2015) who had attended Dept. of Obstetrics and Gynaecology,
Govt. Medical College Thrissur.Data was collected from the hospital records of 5 years. Variables studied
include histology, age, parity, menopausal status, presenting symptoms, clinical features, co-morbidities,
ultrasound findings, preoperative diagnosis, and stage of the disease.
Results: The most common histologic variety is Mixed malignant mullerian tumor (44%) followed by
Leiomyosarcoma. (22%) MMMT is commonly seen in postmenopausal age group (79%) Leiomyosarcoma
and Endometrial stromal sarcoma is mostly seen in the perimenopausal age group (45% & 57%
respectively).
Keywords: uterine sarcoma; clinical features; pathological spectrum.
Introduction
Uterine sarcomas are rare tumours that account for
1% of female genital tract malignancies and 3% to
7% of uterine cancers1.Although the aggressive
behaviour of most cases is well recognized, their
rarity and histopathological diversity has
contributed to the lack of consensus on risk factors
for poor outcome and optimal treatment2.
Histologically, uterine sarcomas were first
classified into carcinosarcomas, accounting for
40% of cases, leiomyosarcomas (40%),
endometrial stromal sarcomas (10% to 15%), and
undifferentiated sarcomas (5% to 10%). Recently,
carcinosarcoma has been reclassified as a

dedifferentiated or metaplastic form of
endometrial carcinoma. Despite this, and probably
because it behaves more aggressively than the
ordinary endometrial carcinoma, carcinosarcoma
is still included in most retrospective studies of
uterine sarcomas, as well as in the 2003 World
Health Organization (WHO) classification
The clinical presentation of uterine sarcomas is
nonspecific and dependent of histologic subtype.
Classically, they present as a rapidly growing
pelvic mass, which may be accompanied by
vaginal bleeding and abdominal or pelvic pain3.
Leiomyosarcoma is the most common histological
subtype of uterine sarcomas. The great majority
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arise de novo, but rarely (in 0.2% of cases) it may
result from a sarcomatous transformation in a
benign leiomyoma4. It is characterized by an
aggressive behaviour, with a five-year survival
rate ranging from 18.8% to 68%, which varies
widely according to different stages. Low-grade
and serosal involvement seem to be significant
prognostic factors 5. Most leiomyosarcomas occur
in women over 40 years of age, with a median age
of 60 years. Long-term tamoxifen use and prior
pelvic radiation seem to be associated with a small
increase in risk 6.Signs and symptoms are similar
to those occurring with leiomyomas, and include
abnormal vaginal bleeding (56%), palpable pelvic
mass (54%) and pelvic pain (22%)7.
Endometrial stromal sarcoma is composed of cells
that resemble endometrial stromal cells of the
proliferative endometrium.It accounts for 0.2% of
all malignant uterine tumours and 10%–15% of
uterine malignancies with a mesenchymal
component. It is a low-grade, well-differentiated
tumour without significant cellular atypia 8. ESS
is a relatively indolent lesion, generally with a
favourable prognosis, with five- and 10-year
survival rates of 98% and 89% for stage I disease,
which corresponds to the majority of patients at
presentation. The outcome is largely dependent on
the extent of the tumour at presentation, and stage
is the most significant indicator for survival .ESS
occurs more commonly in women between 40 and
55 years of age9. There has been a reported
association with tamoxifen and oestrogen use.
They usually present with abnormal vaginal
bleeding, pelvic pain, and dysmenorrhea; however
around 25% of patients are asymptomatic10.
Carcinosarcoma, also referred to as “malignant
mixed mulleintumour,” is a biphasic neoplasm
composed of distinctive and separate, but
admixed, malignant-appearing epithelial and
mesenchymal elements11. It accounts for almost
half of all uterine sarcomas. It is typically in postmenopausal women. Up to 37% of patients with
carcinosarcomas have a history of pelvic
irradiation12. These tumours tend to occur in
youngerwomen, often contain heterologous
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elements, and are found at advanced stage13.
Carcinosarcomas are typically large, bulky
polypoid masses, fillingthe uterine cavity and
prolapsing through the cervical os. The cut surface
is fleshy and shows areas of haemorrhage,
necrosis, and cystic change. Myometrial invasion
is also seen14.
Aim of the Study
To assess the epidemiological aspects, clinical
features and histopathological features of uterine
sarcomas.
Materials and Method
A retrospective record based study of 32
diagnosed cases of uterine sarcoma over a period
of 5 years (Jan 2010- Dec 2015) who had attended
Dept. of Obstetrics and Gynaecology, Govt.
Medical College Thrissur.Data was collected from
the hospital records of 5 years. Variables studied
include histology, age, parity, menopausal status,
presenting symptoms, clinical features, comorbidities, ultrasound findings, preoperative
diagnosis, stage of the disease
Statistical Analysis
Data analysis – Epi Info software. Qualitative
variables were assessed as proportions. Relations
between variables was tested by Chi square test.

Fig 1- Frequency of Uterine Sarcoma
Observations
The most common histological pattern was
carcinosarcoma or Mixed malignant mullerian
tumour.ie 44% of the cases, followed by
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leiomyosarcoma 28%, endometrial stromal
sarcoma 22% and undifferentiated stromal
sarcoma and adenosarcoma 3% each.
The most common age group in which uterine
sarcoma was seen is 40 – 49 i.e. 50%. Followed
by 22 % in 50 – 59 years of age and 20 % in
above 60 years and 6 % in 30 -39 yrs. of age.
Majority of the patients were multiparous –67%.
Also, majority of the patients were obese – 61%.
Uterine sarcomas were seen mostly in postmenopausal age group – 50% followed by
perimenopausal age group – 40%.
MMMT was commonly seen in 60 and above age
group
(postmenopausal
group).Whereas
leimyosarcoma and endometrial sarcoma were
seen in 40-49 yrs. of age (perimenopausal group)
The most common presenting complaint of
MMMT was postmenopausal bleeding. (50%)
followed by discharge per vagina and abdominal
pain. The most common presenting complaint for
leiomyosarcoma and endometrial stromal sarcoma
was heavy menstrual bleeding (67 % and 43%
respectively) followed by abdominal pain.
About 53 % patients had severe anaemia on
presentation. Only 13 % patients had a family
history of malignancy. There was no prior history
of radiation exposure, tamoixifen therapy or
oestrogen replacement therapy in the study group.
MMMT most commonly presented in Stage Ib
(79%), leimyosarcoma in stage IIa (40 %) and
endometrial stromal sarcoma in stage IB(57%)
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