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Introduction

Carcinosarcomas of the uterus (MMMT-malignant mixed

Müllerian tumors) are uncommon and highly aggressive

tumors, composed of epithelial and mesenchymal elements.

They commonly arise in the uterus, but may also arise in the

ovaries, fallopian tubes, vagina, and peritoneum, and very

rarely in other sites such as in the lungs [1].

Carcinosarcomas are composed of two histological sub-

types, based on their sarcomatous component: homolo-

gous and heterologous. Heterologous type has a sarcoma-

tous component constituted of non-native tissue to the

uterus, like cartilage, skeletal muscle, or bone, and has

been defined as rhabdomyosarcoma, chondrosarcoma,

osteosarcoma or liposarcoma. Homologous type tends to

be fibrosarcoma, endometrial stromal sarcoma, or

leiomyosarcoma. In both cases, the carcinomatous com-

ponent may be composed of endometrioid, serous, or clear

cell type [2]. It is currently believed that carcinosarcomas

have a monoclonal origin from a common multidirec-

tional progenitor stem cell, but there remains a percentage

of carcinosarcomas with a biclonal origin [3].

Uterine carcinosarcoma represents 1.5% of all malig-

nant uterine tumors [1]. Despite advances in imaging and

adjuvant therapies, survival rate is not significantly

improved.

Case Report

A 63-year-old woman referred to the present Clinic with exces-

sive vaginal bleeding and abdominal pain. She had had two

normal pregnancies, three artificial abortions, and her menopause

occurred nine years ago. The patient was overweight, hyperten-

sive, with diabetes mellitus type II for almost six years, and with

cerebrovascular insult two years prior. Vaginal bleeding com-

menced eight months prior, and was not severe for a few months.

Simultaneously she suffered from some non-identifiable abdom-

inal pains. At the moment of hospitalization, she presented with

anemia, severe bleeding, and the passage of necrotic tissue per

vagina. By physical examination the authors found an enlarged

and softened uterus and a few suspected nodules in the vagina.

Serum Ca-125 levels were an elevated. Detailed transvaginal and

abdominal ultrasonographic scanning were performed. The

uterus was enlarged, 11.6 x 9.5 x 11.6 cm, with a volume of 668

ml, non-homogenous, with evident invasion of tumor tissue to the

myometrial wall. Approximate size of the tumor tissue in the

uterine cavity was 5.6 x 4.9 x 6.8 cm, and with a volume of 99

ml, with extremely high vascularisation and with resistance

indices (RI) ranging from 0.25 - 0.4 (Figure 1). Metastatic area

3.8 x 2.8 x 3.2 cm, with volume of 19 ml, was found just below

the posterior wall of the urethra, with high vascularisation, and

RI of 0.63. Para-aortic lymph nodes were enlarged (4.7 x 2 cm

and 2.9 x 2.9 cm), as well as para-iliac nodes (up to 2.5 cm)

(Figure 2). Liver and kidneys had normal morphology, without

evident metastatic areas.

Pathohistological finding after exploration of the uterine cavity

and cervix was carcinosarcoma endometrii of heterologous type.

Sarcomatous component was predominantly 70%, composed of

poorly-differentiated endometrial stromal sarcoma elements and

elements of chondrosarcoma; carcinomatous component was

serous papillary adenocarcinoma and presented at 30%. Metasta-

tic fields in vagina were consisted of only undifferentiated carci-

noma (Figure 3). This case of carcinosarcoma uteri was in Stage

IIIC2 according to the new FIGO staging for endometrial carci-

noma [4]. As the patient was in advanced stage of diseases and

also in bad condition, taking account her pre-existing illnesses,

she was not subjected to surgery. She underwent external beam

radiotherapy (EBT), plus vaginal brachytherapy (to control

vaginal metastatic nodules). As the epithelial component was the

predominant histology in the primary extrauterine metastasis, as

well as in the distant failure sites, she was prescribed to be sub-

jected to chemotherapy as well, but her condition deteriorated,

and she could not tolerate the chemotherapy, so palliative therapy

was conducted only. She died seven months after carcinosarcoma

uteri was diagnosed.

Discussion

The absolute risk for uterine carcinosarcoma is low in

any population (two per 100,000 women annually) [1].

This tumor is predominantly identified in postmenopausal

women, with median age of 65 years, as it was in the

present patient, but it can also found in young women andRevised manuscript accepted for publication December 3, 2012
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Figure 1. — MMMT and blood flow in the uterus and tumor; a) Enlarged uterus by transvaginal scan; b) Approximate tumor area

with myometrial infiltration; c) Low left uterine artery vascular resistance and increased flow; d) Increased vascular blood flow in

the MMMT and low RI.

Figure 2. — Metastatic areas of MMMT. a) Para-urethral metastatic nodes; b) Vascularization in para-urethral metastatic tissue; c)

Para-aortic metastatic lymph nodes; d) Para-iliac metatstatic nodes.
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Figure 3. — Carcinosarcoma endometrii with chondrosarcoma elements (a, b, c) and metastatic undifferentiated carcinoma of the

vagina (d).
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children [5]. Uterine carcinosarcomas and endometrial car-

cinomas share a similar risk factor profile, and this patient

has almost all risk factors for developing of uterine malig-

nances. The symptoms were typical for pelvic neoplasms,

with vaginal bleeding, necrotic tissue per vaginum, and

abdominal pain. The mass of the tumor was large and soft,

and it filled and distended the uterus, as it is described by

Kuyumcuoglu et al. [6]. Elevated levels of serum Ca-125

are also reported with carcinosarcomas uteri and are corre-

lated with extrauterine spread of disease and increased

myometral invasion [7]. Ultrasound investigations showed

that uterine carcinosarcomas typically appear as a mass

within the uterine cavity, with accompanying dilation of the

cavity and myometrial invasion, most often involving the

fundus [8]. Carcinosarcomas often present in an advanced

stage, commonly FIGO Stages III or IV, as occur in approx-

imately 60% of patients [9].

Histologic patterns unusual to conventional adenocarci-

noma are more commonly seen in the epithelial component

of carcinosarcoma (such as serous growth pattern).

Metastatic lesions almost always contain elements of carci-

noma, as in the present patient, with or without coexisting

sarcoma. Solitary sarcomatous metastasis are uncommon

[10]. Uterine carcinosarcomas behave like endometrial car-

cinomas and spread through the lymphatics, usually to

pelvic or para-aortic lymph nodes, lung, peritoneum, etc.

Neoplastic nests in lymphovascular spaces and metastases,

more often mimic the epithelial component. Sarcomatous

metastases are more frequently seen in anatomic sites with

hollow spaces, that allow polypoid growth, such as the peri-

toneal cavity and vagina [11].

The primary treatment option for uterine carcinosarco-

mas is surgical staging, with total abdominal hysterectomy,

bilateral salpingo-oophorectomy, lymph node dissection,

and resection of all gross disease. High rates of postopera-

tive relapse and metastases require adjuvant therapies [11].

Adjuvant therapy requires radiation for locoregional

control, and chemotherapy depending on Stage. Benefits of

lymphadenectomy remain undetermined [12].

Radiotherapy contributes to decreased pelvic recur-

rences, but controversies also remain regarding the tech-

niques of radiation: localized pelvic radiation by vaginal

brachytherapy, versus whole abdominal radiation by exter-

nal beam [12]. As the carcinomatous element is the driving

force, adjuvant chemotherapy should be given for a high-

stage, high-grade endometrioid adenocarcinoma, or for an

aggressive histologic subtype of endometrial adenocarci-

noma, such as serous or clear cell adenocarcinoma.

Combination chemotherapy gives better results in com-

parison to monotherapy, but it is more toxic. Several

combinations of chemotherapeutic agents are recom-

mended for the treatment of uterine carcinosarcoma,

since 2005: cisplatin and ifosfamide, cisplatin, ifos-

famide and mesna, ifosfamide and paclitaxel, paclitaxel

and carboplatin, etc. [10].

Chemotherapy response rate in patients with predomi-

nant carcinomatous element seems to be better (overall

response rate 87.5%), than in patients with dominant sar-

comatous elements.

Prognosis of uterine carcinosarcoma is generally worse

than for high-grade carcinoma of the corresponding site.

The most important prognostic factor is the extent of the

tumor at initial presentation [13]. Patients with advanced,

unresectable carcinosarcoma, as it was in the present case,

have a poor prognosis with median survival of less than one

year. [14]. One of the reasons for the poor survival outcome,

is the fact that over one-third of carcinosarcomas have

already spread beyond the uterus at the time of diagnosis. A

full understanding of the pathobiogenesis of this tumor is

necessary to predict the “gold standard treatment”. To date,

no national consensus guidelines have been established for

the management of uterine carcinosarcomas. 
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