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Abstract  
 

Uterine sarcomas are rare tumours characterized by clinical and histopathological diversity and poor prognosis.We 

analyzed diagnostic, prognostic and therapeutic difficulties encountered with these tumors by insisting on the importance 

of early diagnosis.  

Keywords: Uterine sarcoma, Extemporaneous examination, Surgery, Prognostic factors. 

Copyright @ 2020: This is an open-access article distributed under the terms of the Creative Commons Attribution license which permits unrestricted 

use, distribution, and reproduction in any medium for non-commercial use (NonCommercial, or CC-BY-NC) provided the original author and source 

are credited. 

 

INTRODUCTION 
Uterine sarcomas are rare tumors that 

represent 3 to 5% of malignant tumors of the uterus [1-

3]. They are characterized by a diversity 

histopathological and clinical important. We 

distinguishes 3 histological types: leiomyosarcomas, 

mixed Mullerian sarcomas and sarcomas of endometrial 

stroma (also called sarcomas of the cytogenous chorion) 

[3]. 

 

Their diagnosis is not very often made 

histopathological analysis of the hysterectomy or 

myomectomy [4]. The main factors prognostics are 

stage, grade and age [4-7]. Their treatment is primarily 

surgical. Radiotherapy Postoperative increases local 

control. The Chemotherapy is reserved for metastatic 

stages. The prognosis is generally poor, with a local 

recurrence between 50 and 70% and an evolution 

metastatic (willingly pulmonary) in 70% of cases [3,8]. 

 

The purpose of our work is to clarify the 

aspects histological, clinical, therapeutic and prognostic 

uterine sarcomas  

 

PATIENT AND OBSERVATION 
This is a 40-year-old patient with no history 

pathological disease, who had presented 3 years of 

pelvic pain associated with menometrorrhagia. The 

clinical examination finds a uterus of 12sa. 

Ultrasonography reported an intracavitary image with a 

dual fluid and tissue component with a heterogeneous 

appearance with scattered Doppler vascularization and 

a 4 mm safety wall. 

 

Given the age of the patient and the presence 

of a single fibroma suggestive of uterine sarcoma, the 

abdominipelvic MRI was asked to demonstrate the 

presence of a type 0 intracavitary myoma according to 

FIGO and absence of abdominal evolutionary lesion. 

The surgical procedure performed was a 

myomectomy, at the analysis anatomopathological, the 

appearance of a grade 3 endometrioid adenocarcinoma 

infiltrating the myometrium. 

 

The patient subsequently benefited from a type 

a colpohysterctomy with bilateral pelvic lymph node 

dissection with an anapathic endometrioid grade 3 

adenocarcinoma largely infiltrating more than 50 ° / ° 

of the myometrium and arriving focal 0.2 cm from the 

uterine serosa and absence of vascular embolism, i.e. 

T1b N0 

 

DISCUSSION 
Uterine sarcomas are an entity pathological 

relatively rare. The incidence appears increased in 

recent years. They are no longer considered very rare 

tumors. This is due on the one hand to a better 

knowledge of the different pathological aspects of 

uterine sarcomas especially with the development of 

immunohistochemistry and on the other hand to the 

exposure more and more to different predisposing 
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factors like irradiation pelvic and use of Tamoxifen in 

cancer of breast [1]. 

 

The epidemiology of these tumors are 

disparate. The incidence was estimated between 4 and 

9% of tumors malignant uterines in the most recent 

studies [2- 4]. Uterine sarcomas derive from the 

elements Mesenchymatous constituent of the uterine 

body: the muscle smooth and endometrial stroma. They 

can associate uterine epithelial tumors giving rise to 

mixed tumors. Other tumor types (angiosarcoma, 

rhabdomyosarcoma ...) are more rare and not specific to 

the uterus. WHO classification [5, 6] distinguishes four 

groups: leiomyosarcomas, mixed Mullerian tumors 

including homologous tumors (carcinosarcomas) and 

heterologous tumors (mixed tumors mesodermal), 

endometrial stromal sarcomas belonging to tumors of 

the cytogenous chorion and finally unclassifiable 

tumors. The incidence of each type histological is 

variously estimated by the authors. In general, 

carcinosarcomas and leiomyosarcomas constitute the 

uterine sarcomas more met They represent about 80% 

of uterine sarcomas. The endometrial stromal sarcoma 

is the third type tumor and account for 15% of the total. 

The unclassifiable sarcomas, usually of high grade 

malignancy, constitute the rest [1]. Uterine sarcomas 

affect women from the pubertal period to 

postmenopause. The average age of onset varies in the 

literature from 50 to 65 years old with extremes ranging 

from 15 at 85 years old. It has been observed a greater 

frequency of carcinosarcomas and a higher histological 

grade in older patients. On the contrary, patients 

younger people had more frequent tumors of Low 

histological grade and leiomyosarcomas [2, 5, 7, 8]. 

Clinical manifestations are not specific. The 

symptomatology can imitate especially that of uterine 

fibroids. Thus, the menometrorrhagia are encountered 

in 45 to 86% of cases and pain pelvic in 20 to 50% of 

cases [4]. Elsewhere, uterine sarcomas may be in the 

form of a necrotic tumor, delivered by the cervix [3]. 

 

ER diagnosis is often difficult; he must be 

evokes before any rapid increase in volume of a 

myoma, a rapidly recurrent myoma or a necrotic tumor 

delivered by the cervix [4]. 

 

The imagery is not very specific. The 

ultrasound aspect does not differ from that of a fibroid. 

However, the reshaped fibroma aspect is most often 

meet. Computed tomography is not very specific and 

does not distinguish leiomyosarcoma from fibroma in 

necrobiosis [8]. Magnetic resonance imaging allows in 

certain situations to guide the diagnosis, especially in 

cases of atypical uterine mass to classical imagery. It 

also allows differentiate leiomyoma from 

leiomyosarcoma [9]. 

 

Therapeutically, surgery constitutes the first 

stage of management of uterine sarcomas. The 

reference surgical procedure is hysterectomy with 

bilateral adnexectomy in case of tumor a priori limited 

to the uterine body. In the carcinosarcomas, 

omentectomy and pelvic lymphadenectomy should be 

associated systematically given the frequency of ectopic 

localizations especially ganglionic and peritoneal [10, 

12]. In other types histological, omentectomy and 

lymphadenectomy should be performed when there are 

injuries Suspicious epiploon and / or adenomegaly 

discovered during surgical exploration [13,14]. 

 

The chosen approach must allow the removal 

of the uterus in one piece to reduce the risk of 

peritoneal dissemination or dissemination early 

postoperative vaginal discharge. Moreover, the way 

first chosen must allow to achieve the others excisional 

gestures or biopsies needed. The laparotomy seems to 

be the most appropriate approachwhen the diagnosis of 

uterine sarcoma is known or suspected before the 

procedure [15]. In tumors of more advanced stage 

(involvement of the rectum or bladder, peritoneal 

involvement, distant metastasis), surgery is discussed; 

nevertheless, the hysterectomy with Bilateral 

adnexectomy seems appropriate when it is technically 

feasible. If surgery remains the primary treatment for 

localized sarcomas, the adjuvant treatment remains 

discussed. Most of authors agree that irradiation 

adjuvant brings a benefit in terms of control local. Even 

if the benefit on survival is not Certainly, a decrease in 

the number of recurrences pelvic, often with pain, may 

justify the prescription of adjuvant radiotherapy. This 

benefit is often expected for tumors of high histological 

grade [16-17]; About the chemotherapy, its interest 

remains uncertain, although that it is probably 

recommended in specific situations (young patients, 

high FIGO stage, histological grade III). It should not 

be too delay irradiation [17, 18]. The prognosis of 

Uterine sarcomas remains until our dark days. After  

surgery alone, 5-year survival was estimated at 6 to 42 

years % [5,18,20] according to the different series, in 

any case lower than that of patients treated for 

carcinoma of the endometrium [19]. 

 

Prognostic factors have been studied 

extensively in the litterature. The main factors reported 

were the hormonal status, the histological type, the 

grade histological, the clinical stage and the presence of 

a tumor residue after surgery. Carcinosarcomas have 

the worst prognosis followed by the leiomyosarcomas 

and stroma sarcomas endometrial [21]. However, 

leiomyosarcomas recurred more than other sarcomas. 

 

CONCLUSION 
SUs are rare tumors. Their diagnosis is often 

late. Overall prognosis remains gloomy despite 

therapeutic advances. Surgery is gold standard of these 

tumors. Prognostic factors main are the histological 

type, the stage extension, mitotic activity for 

leimyosarcomas and the presence of a residue after 

surgery [21, 22]. Waiting final results prospective 

studies outstanding, adjuvant treatment reference 
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remains on external radiotherapy pelvic, which 

increases local control. The place of the brachytherapy 

of the vaginal fund remains to be defined. The 

chemotherapy is currently reserved for stadiums 

metastatic. The place of targeted therapy and / or 

hormone therapy remains to be defined 
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