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Introduction

P rimary malignant mixed mullerian
tumours of cervix are uncommon

neoplasms with fewer than 50 documented
cases in the literature.1 These tumours are
also known as carcinomasarcoma and are
highly aggressive, biphasic tumours with
carcinomatous and sarcomatous elements.1-7

The most common carcinomatous component
is basaloid carcinoma and the sarcomatous
element is usually homologous and high
grade. We present a rare case of cervical
MMMT with malignant epithelial component
of adenocarcinoma which is a rare event.

Case Report

A 55 year old female presented with post
menopausal bleeding and abdominal pain of 3 months
duration. USG examination revealed a large mass
involving the uterus and cervix.

Pathological Findings

Gross : The hysterectomy specimen measured 8.5
x 6.5 x 6 cm with a polypoid tumour measuring 5 x 4
x 5 cm, mainly involving the cervix. The tumour
extended upwards involving the isthmus and uterine
corpus. Cut surface of the mass was grayish white
firm with focal areas of haemorrhages and necrosis
(Fig. 1).

Microscopy : The tumour was characteristically

biphasic with intimate mixture of carcinomatous and
sarcomatous elements. The malignant epithelial
component was adenocarcinoma, undifferentiated
carcinoma and foci of adenoid cystic carcinoma. The
malignant mesenchymal component was high grade
with rhabdomyosarcomatous element thus a
heterologous type (Fig. 2).

Discussion

The first case of cervical MMMT was
described in 1951 by Ferreira.8 The cervical
MMMT account for < 3% of all uterine
MMMT’s.5 The mean age at presentation is
65-69 year with clinical presentation of
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Fig. 1 :The hysterectomy specimen measured 8.5 x
6.5 x 6 cm with a polypoid tumour
measuring 5 x 4 x 5 cm, mainly involving
the cervix with involvement of isthmus and
uterus. Cut surface of the mass was grayish
white firm with focal areas of haemorrhages
and necrosis.
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vaginal bleeding and polypoidal cervical mass.
These are biphasic tumours with malignant
epithelial and stromal component. The
malignant epithelial component of cervical
MMMT’s may be represented by squamous
cell carcinoma, adenosquamous carcinoma,
basaloid carcinoma, adeno carcinoma, or
adenoid cystic carcinoma.1-6 The sarcomatous
component may be homologous (endometrial
stroma, fibroblastic, smooth muscle) or
heterologous (cartilage, striated muscle,
bone).2-5

Our patient was a post menopausal woman
of 55 year and presented with vaginal
bleeding, abdominal pain and cervical mass.

Microscopically the malignant epithelial
component in this case was adenocarcinoma
(predominantly) with foci of undifferentiated
carcinoma and adenoid cystic carcinoma. As
mentioned above the adenocarcinoma as a
epithelial component has been described in
cervical MMMT’s but is not very common.
This peculiar observation highlights the rarity
of this rare case.

The sarcomatous component was
heterologous with rhabdomyosarcoma
element. The histogenesis of MMMT’s of the
female genital tract remains a long standing
enigma and a matter of persistent
controversies. The theories which have been

proposed include “collision”, “combination”
and “composition” theories. The fourth theory
is metaplastic theory of evolution which is
currently favoured.1-5 According to Clement
et al5 the cervical MMMT is more often
confined to the uterus at presentation,
frequently has nonglandular component and
may have better prognosis as compared to
their uterine counterparts.

These tumours must be differentiated from
ESS and Mullerian adenosarcoma on
histopathology. Extrauterine ESS arising in
the cervix is extremely rare,2 and both the
tumours i.e. ESS and mullerian
adenosarcoma will have absence of malignant
epithelial component.

Surgery is the principal modality of
treatment. Although adjuvant chemotherapy
and radiotherapy have been used, their role
is not well defined.3 Radical radiotherapy with
or without chemotherapy is recommended for
locally advanced disease. Patients with
metastatic disease are treated with palliative
chemotherapy.2,3 These patients have poor
prognosis with recurrence and death within
fifteen months, inspite of multimodality
treatment. There are no evidence based
management guidelines available because of
rarity of this tumour.1-8

This patient was treated with surgery and
radiotherapy but was in poor condition after
treatment.

So to conclude, even if the cervical
malignant mixed mullerian tumour is an
unusual malignancy, it must be considered
in the differential diagnosis of cervical
tumours, in a postmenopausal women,
presenting with vaginal bleeding, so that these
patients can receive appropriate treatment.
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Treating our Way out of the HIV Pandemic : Could We, Would We, Should We?

The Lancet today, Reuben Granich and colleagues use mathematical models to show that annual
screening of most adults for HIV, with immediate commencement of antiretroviral therapy (ART)
for all those infected, would dramatically reduce HIV incidence. This strategy would be a bold move
away from the current approach of treatment on the basis of clinical need, in which the hoped-for
synergies between treatment and prevention will remain limited because testing and counselling
focus on individuals who have probably already transmitted infection.

The ”treat early, treat hard” approach of the early era of triple ART fell out of favour due to drug
toxicities, concerns over the evolution of drug resistance, and potential limits to the duration of
treatment efficacy in the patient. Since then, clinical opinions have changed with improved regimens
and evidence of lower death rates if ART is started before CD4+ cell counts fall below 350 per uL ,
which makes earlier treatment more acceptable.

Granich and colleagues’ suggested strategy would be extremely radical, with medical intervention
for public-health benefits rather than individual patient’s benefits; more so, if the costs of toxicity
and inconvenience for the individual outweigh the clinical benefits. Because screening and treatment
would be for the public good, resources would have to come from the public purse.

At its worst, the strategy will involve over-testing, over-treatment, side-effects, resistance, and
potentially reduced autonomy of the individual in their choices of care. The individual might gain no
personal benefit from testing and early treatment, but they would benefit from protecting partners.
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