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Case Report

Carcinosarcoma of Uterus with Left Adnexal
Metastasis: A Rare Case Report

Ruchi Agarwal1, Kulwant Singh2, Monika Gathwal3, Yudhvir Singh4, Swarn Kaur5

ABSTRACT
Carcinosarcomas are rare and aggressive tumour consisting of both carcinomatous and sarcomatous elements within same tumour.
These tumours are supposed to arise from monoclonal proliferation of epithelial component. Carcinosarcoma of the uterus account
for 2-5% of all uterine malignancies. They typically present with abnormal vaginal bleeding and may present with bloody discharge,
abdominal pain or abdominal mass. Hereby a case report of a 60-year-old post-menopausal female presenting with painless
lump abdomen progressively increasing in size has been described. Ultrasonography revealed a large solid-cystic mass in left
adnexa. Total hysterectomy with bilateral salpingo-oophorectomy was performed. Histological examination of specimen revealed
carcinosarcoma of uterus with left adnexal metastasis and left ovarian endometriotic cyst.
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CASE REPORT
A 60-year-old post-menopausal female presented in Out Patient
Department with complaint of a progressively increasing painless
abdominal lump and fullness for two months. There was no history of
any discharge or bleeding per vagina, weight loss or loss of appetite.
General examination was unremarkable. Abdominal examination
revealed a large lump palpable in umbilical, left iliac and suprapubic
region. The lump was hard, non tender, smooth surface and non
mobile. On per vaginum examination, a cystic mass approximately
20×18 cm felt in the left adnexal region. Also, uterus and ovaries are
not palpable separately. Per speculum examination shows normal
vagina and flushed cervix.
Hematological investigations of patient were within normal limits.
Serum CA 125 level which was highly raised (122.7 U/mL).
Radiological evaluation by USG showed a 17×14×12 cm mass
lesion in pelvic cavity extending up to umbilicus. Mass showed
10×5 cm solid component along the posteromedial aspect and
7.5×3.5 cm cystic area along superolateral aspect. Mass is well out
lined and well encapsulated. Solid component show mild internal
vascularity. Both ovaries and uterus could not be separately visualised
from the mass by transvaginal and transabdominal scanning.
Cytological examination of ultrasound guided aspiration from mass
revealed cellular smears with groups and overlapping clusters of
atypical round to oval cells. Clinical diagnosis of carcinoma left ovary
was made.
Patient underwent total abdominal hysterectomy with bilateral
salpingo-oophorectomy, omentectomy and left pelvic lymph
node dissection. On serial sectioning, a grey white, irregular,
friable growth was identified filling the uterine cavity and invading
inner half of the myometrium. Cervix, endocervical canal, right
tube and ovary appeared grossly unremarkable. On opening, left
adnexa shows a well-defined solid mass identified just medial
to left lateral wall of uterus measuring 9×6 cm. Cut surface was
grey white, friable with bluish glistening areas. Another already
cut and collapsed cystic mass is identified adhering to solid mass
and lateral uterine wall. Wall of cystic mass was reddish brown in
colour and 0.2 to 0.5 cm thick [Table/Fig-1]. Left ovary and left
tube could not be identified grossly. Piece of omentum measured
32×15 cm and grossly appeared unremarkable. Specimen
labelled as left pelvic lymph node dissection was a single grey
yellow fibrofatty soft tissue piece measuring 1.1×0.6×0.2 cm.
Grossly no lymph nodes were identified.
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[Table/Fig-1]: (a) USG guided aspiration from mass showing groups and clusters
of atypical cells (Leishman X40); (b) Photograph of hysterectomy along with bilateral
salpingo-oophorectomy specimen showing a grey white growth filling the uterine
cavity (yellow arrow) with a collapsed left adnexal cyst (red arrow).

Haematoxylin and eosin stained sections from uterine growth
revealed a biphasic tumour having sheets and acini of atypical
epithelial cells showing pleomorphic large nucleus, prominent
nucleoli and ill-defined pale cytoplasm. In between, sheets of
atypical spindle cells and malignant cartilaginous tissue also
seen. Areas of necrosis and frequent mitosis also identified.
Epithelial component resembles endometrioid adenocarcinoma
with diffuse sheets and acini of atypical epithelial cells. Myometrial
invasion was seen up to inner half of myometrium [Table/Fig-2].
Left tube identified on microscopy and shows tumour infiltration
in its serosal surface. Right ovary, right fallopian tube and
omentum are free from tumour infiltration. No lymph nodes
were identified in the tissue received. Immunohistochemistry
performed on representative sections showed strong EMA
positivity in carcinomatous areas. Sarcomatous component show
weak positivity to both EMA and Vimentin. chondrosarcomatous
areas show S-100 positivity [Table/Fig-3]. Sections studied
from adnexal solid mass showing areas of adenocarcinoma
surrounded by malignant cartilaginous component without any
evidence of ovarian stroma [Table/Fig-4]. Sections examined
from left adnexal cystic mass showing features of ovarian
endometriotic cyst [Table/Fig-5]. Final diagnosis of uterine
carcinosarcoma with left adnexal metastasis and left ovarian
endometriotic cyst was given. In the present case, patient
presented clinically due to large endometriotic ovarian cyst while
she was later on diagnosed as a case of uterine carcinosarcoma
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with adnexal metastasis (FIGO stage IIIA). Postoperative period
was uneventful. Patient was referred to another centre for
radiotherapy and lost for follow-up.

[Table/Fig-5]: Microphotograph from left adnexal cystic mass showing features of
ovarian endometriotic cyst (H&E; x20).

[Table/Fig-2]: Microphotograph from uterine growth showing: (a) areas of e
 ndometrioid
carcinoma (H&E; x40); (b) areas of endometroid adenocarcinoma surrounded by
chondrosarcomatous component (H&E; x100); (c) chondrosarcomatous component
(H&E; x100), and (d) Myometrial invasion by carcinosarcoma (H&E; x20).

They are classified into two histological subtypes based on their
sarcomatous component, namely homologous or heterologous;
homologous type- fibrosarcoma, endometrial stromal tumour or
leiomyosarcoma, while heterologous type- rhabdomyosarcomas,
chondrosarcomas, osteosarcomas and liposarcomas [5]. In both
subtypes, the carcinomatous component is mainly composed of
endometrioid, serous or clear-cell type adenocarcinoma. Homologous
and heterologous carcinosarcomas arise with approximately equal
frequencies [7].
Clinically, most patients present with abnormal vaginal bleeding
that may be slight or profuse. Less frequently, bloody or watery
discharge, weakness, weight loss, anorexia, lower abdominal
pain or mass, urinary and gastrointestinal symptoms may be the
presenting symptom [8].

[Table/Fig-3]: Immunohistochemistry show positivity in tumour cells for EMA, Vimentin
and S100.

Grossly, the tumour is usually polypoid or mass filling the endometrial
cavity, with variable areas of necrosis, haemorrhage and cystic
change. Microscopically, there is a diffuse admixture of both
epithelial and mesodermal neoplastic components. Endometroid
carcinoma is the most common epithelial component. However,
clear cell, mucinous, serous or anaplastic pattern may be present.
Endometrial stromal sarcoma and rhabdomyosarcoma are the
most frequently occurring mesodermal component homologous
and heterologous carcinosarcoma respectively [8].
FIGO staging of carcinosarcomas is same as for endometrial
carcinoma. Local extension, lymphatic or haematogenous spread
may occur. Extent of tumour and depth of myometrial invasion by
the tumour is considered as the two most important prognostic
indicators [8].

[Table/Fig-4]: Microphotograph from adnexal solid mass showing areas of
adenocarcinoma surrounded by malignant cartilaginous component (H&E; x40).

DISCUSSION
Carcinosarcoma is also known as Malignant mixed mullerian tumour
(MMMT), consists of both malignant epithelial and mesodermal
components. It has highly malignant behaviour and generally has a
poor prognosis [1]. It accounts for 2-5% of all uterine malignancies.
This tumour shows preponderance in postmenopausal women
[2]. Most patients presented between 5th-7th decades [3]. The
median age of diagnosis is 62-67 years [4]. Previously, four main
theories were suggested for origin of carcinosarcoma, namely:
(i) collision; (ii) combination; (iii) conversion; and (iv) composition
theory. However, now it is regarded as tumour of monoclonal
origin being derived from single stem cell of epithelial origin [5,6].
8

Carcinosarcoma must be carefully differentiated with other
biphasic tumours during histopathological examination. Tumours
with malignant epithelial with benign mesenchymal component
(carcinofibroma), malignant mesenchymal component with benign
epithelial component (adenosarcoma), and both components
benign (adenofibroma, adenomyoma, and atypical polypoid
adenomyoma) should be ruled out. Teratoma exhibits components
of three germ layers but predominantly contain skin, appendages
and neuroectodermal components. Carcinosarcomas, although
biphasic, may reveal predominance of one component and need
extensive sampling for differentiation from rhabdomyosarcoma and
adenocarcinoma [8].
A combination therapy of surgery, radiotherapy and chemotherapy
was used at many centres. Surgery including total abdominal
hysterectomy and bilateral salpingo-oophorectomy with or
without pelvic lymph node dissection is the choice of treatment.
Adjuvant therapy with radiation therapy and/or chemotherapy is
recommended depending on the clinical and pathological factors,
including tumour stage, histological subtype, grade, lymph vascular
invasion and distant metastasis [8]. The average five-year survival
was 21% with most of the tumour related deaths occuring within
18 months of diagnosis [9].
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Silverberg SG et al., studied 203 cases of endometrial
carcinosarcoma and found that higher grade of epithelial tumour
was associated with increased frequency of metastasis [1].
In an another study conducted by Iwasa Y et al., in 1998 on
25 patients, they reported 62.3% survival for stage I and 0%
for Stages II-IV [10]. They concluded that stage appears to be
vital independent prognostic indicator of survival of patients with
uterine carcinosarcoma. Only few case reports were published in
India in past [Table/Fig-6]. A study on 20 patients by Rajshekar SK
et al., observed that median age of patients was 56 years and post
menopausal bleeding was the most common presenting symptom
[12]. They concluded that a negative endometrial biopsy does not
rule out the diagnosis. Event free survival was 30% after median
16 months follow-up and poor prognosis is seen in patients with
advanced-stage disease and myometrial invasion.
Authors

No. of
cases

Year

Age
(Years)

Clinical presentation

68

Abdominal pain, weight loss

70

Excessive vaginal discharge
and abdominal pain

Barani K,
Padmavathi R, [11]

2

2013

Rajshekhar SK et
al., [12]

20

2013

56 (mean)

Post menopausal bleeding

Bamniya J et al., [13]

1

2015

65

Post menopausal bleeding

Sarangi S et al., [14]

1

2015

65

Post menopausal bleeding

Rajshree DK [15]

1

2016

55

Abdominal lump+patient is
known case of carcinoma
cervix

[Table/Fig-6]: Review of cases of uterine carcinosarcoma from India.

CONCLUSION
In present case, patient presented clinically with large endometriotic
cyst which masked the clinical and radiologic evaluation of this rare
uterine tumour. Early diagnosis and treatment can improve patient
survival of this highly aggressive tumour. In all cases of high grade
uterine tumours, extensive sampling and histological examination
should be performed to rule out carcinosarcoma. Due to its low
incidence, there is a need of multicentric trials of this rare neoplasm

to develop a optimal treatment regime to achieve better outcome
for patients.
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