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Abstract

We report here an unusual uterine malignancy in a 50 year old woman with 

postmenopausal bleeding and a large abdominal mass which presented like a 

leiomyoma, was diagnosed by imaging as an ovarian neoplasm, and was found on 

histopathology to be an endometrial stromal sarcoma. We found a large uterus with 

atrophic ovaries intraoperatively and performed total abdominal hysterectomy and 

bilateral salpingo - oophorectomy considering it to be a fibroid. Endometrial stromal 

sarcomas are reviewed with emphasis on their wide morphological spectrum and 

problems in differential diagnosis. 

Introduction

SS represents 0.2% of all genital 
1, 2, 3, 4Emalignancy.  Originally known as 

interstitial endometrioma, endolymphatic 

stromal myosis or a low grade ESS, it is 

recognised by its infiltrating margins and 

low mitotic activity. We report a case of low 

grade ESS as a rare event. It was formerly 

classified as low grade ESS and is a rare 

uterine malignancy with a good prognosis 
5despite a recurrence.

Case report

This patient, 50 year old female, P3L3, 

postmenopausal since 3 years presented with 

complaints of bleeding per vaginum since 10 to 15 

days. There was a lump palpable per abdomen since 2 

years. There is no complaint like pain in abdomen or 

any bowel or bladder complaints. Her previous 

menstrual history was normal.

On examination, she was averagely built, no 

lymphadenopathy ,  sys temic  and breast  

examinations were in normal limits. On per 

abdominal examination, a lump was palpable 

corresponding up to 20 weeks of gestational size of 

uterus, mobile, firm in consistency.  P/V : A large 

uterine mass felt, No adnexal mass palpable. Cervix 

was small and atrophic but the mass was moving 

with cervical movement. Hence our clinical 

impression was fibroid uterus. 

Investigations

Hb was12 gm%, other tests were normal.CA-125 

was found to be 20 IU (within normal limits). USG 

diagnosed a large multiloculated solid- cystic mass 

mostly of ovarian origin with uterus displaced 

anteriorly, separate from it. Ovaries were not 

visualised.  CT scan suggested a well defined hypo 

dense multiloculated cystic lesion with enhancing 

thick walls and internal septations in the pelvis and 

left adnexa, with a differential diagnosis of ovarian 

malignancy/ uterine fibroid

We decided on exploratory laparotomy with 

midline incision. Total abdominal hysterectomy with 

bilateral salpingo-oophorectomy was done. 

Intraoperatively we found the uterus to be enlarged 

and soft, almost 24 weeks in size with atrophic 

ovaries (Fig. 1). 
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Fig. 1: Cut section of specimen showing large uterus 
with atrophic ovaries and cavity showing 
multilocular areas with solid components



Cut section of uterus revealed large multilocular 

20 cm×16 cm×10 cm solid growths (Fig. 2)  with 

cystic areas on left serosal aspect extending deep into 

myometrium reaching up to endometrium.

Histopathological report showed solid cystic 

mass with tumour cells arranged in sheets with 

interspersed small arterioles and at places storiform 

pattern (Fig 3). 

Individual tumour cells are uniform oval to spindle 

shaped as endometrial stromal type with scant to 

moderate cytoplasm (Fig. 4). 

No evidence of atypia but evidence of myometrial 

invasion by tumour is seen.  Post surgery patient was 

referred for radiotherapy (teletherapy) for 5 weeks. 

Discussion
5First case was reported in 1908.  It is a 

very rare malignancy and due to rarity, it is 

di f f icult  to  conduct prospect ive 

randomised clinical trials to determine the 

o p t i m a l  t r e a t m e n t  o p t i o n s .  

Immunohistochemistry may play a role in 

evaluating these tumours. CD10 is a 

r e l i a b l e  a n d  s e n s i t i v e  

immunohistochemical marker of normal 

endometrial stroma. Positivity which is 

often strong and/or diffuse is found in low 

grade ESS6. Although conventional light 

microscopic analysis is adequate in the 
7majority of cases.

Primary surgical management 

includes total abdominal hysterectomy 

and bilateral salpingo-oopherectomy. 

Routine lymphadenectomy has not been 
1, 2, 3,4found to improve survival rate.  In spite 

the good survival rate nearly 50% of these 

patients recur. By one study, it is found 

that patients with recurrence had an 

excellent response to combined therapy of 
5megestrol and leuprolide.  Endometrial 

stromal sarcoma is rare uterine neoplasm. 

Histological grade is most important 

prognostic factor. Other associated factors 

are clinical and surgicopathological 

staging, uterine size and pre and 

postmenopausal status. An early tumour 

stage, low myometrial invasion, low 

mitotic count was associated with 

significantly increased overall survival. 

The five year survival rate of stage I and II, 

stage III and IV are 59.6%, 25.6%, 10% 

respectively. In relation to uterine size-

corresponding to < 12 weeks size and >12 

weeks size, five year survival is 49.9% and 

18.8%. In premenopausal woman survival 

rate is 56.3% while in postmenopausal 

women it is 28.9%. Post surgical adjuvant 

radiotherapy significantly reduces 

r e c u r r e n c e s .  C h e m o t h e r a p y  o r  

radiotherapy alone is considered as 
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Fig. 2: close up view of cavity showing 
multiloculated appearance

Fig. 3 (Photomicrograph): Microscopic view of ESS 
showing tumour cells arranged in sheets with 

interspersed small arterioles and at places storiform 
pattern. 

Fig. 4 Individual tumour cells are uniform, oval to 
spindle shaped as endometrial stromal type with 

scant to moderate cytoplasm.



palliative. 

Conclusion

Clinical impression always has an 

important role in diagnosis; hence we 

should not let imaging studies cloud our 

judgement, and delay the management. 

Such rare but possible causes of 

postmenopausal bleeding especially in 

women with late presentation of fibroids 

should be kept in mind.
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Multiple sclerosis - quenching the flames of inflammation

From 1988 to 1997, first generation drugs (three â interferons and glatiramer 
acetate) were tested and introduced, which benchmarked a reduction of 30-35% in 
annualised relapse rate-the outcome of choice against placebo. Since then, more 
compounds have been through phase 3 trials to the regulatory process, and are now 
included in clinical use: natalizumab (about a 70% reduction in annualised relapse 
rate) and the first approved oral drug fingolimod (55%).

In The Lancet, Ludwig Kappos colleaques present phase 2 data for two dose regimens 
of ocrelizumab, an anti-CD20 monoclonal antibody that is similar to rituximab but 
with increased antibody-dependent, cell-mediated cytotoxic effects. 

The therapeutic successes so far in multiple scelrosis should be celebrated, and 
provide detailed mechanistic insights into an enigmatic disease that affects more 
than 1 million people worldwide.

Jeremy Chataway, David H Miller, The Lancet;2011:378:1759-60
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