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Abstract

Uterine leiomyosarcoma (LMS) is a rare uterine malignancy that represents approximately 1% of
uterine cancers. The nonspecific symptoms cause difficulties in the diagnostic, prognostic and
therapeutic. We report an unusual progressive form, with a uterine inversion of LMS fundal ex-
ternalized out of the vulva in a patient of 48 years old premenopausal.
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1. Introduction

The carcinosarcoma (CS) uterine are rare tumors and represent 2% to 4% of all malignancies of the uterus [1].
They are characterized on one hand, by a significant histopathological and clinical diversity and an aggressive
nature and poor prognosis on the other [2]. Regarding histopathological forms, we distinguish leiomyosarcomas
(LMS), stromal tumors and endometrial sarcoma. The symptomatology is nonspécific with the consequences
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difficulties of diagnostic, prognostic and therapeutic. The current evolution is towards an extension of the tumor
to the pelvis, abdomen or remotely. We report a rare clinical progressive form, a LMS externalized out of the
vulva with a uterine inversion of the fundus among premenopausal patient 48 years.

2. Case Report

A premenopausal woman of 48 years old, multiparous, with a body mass index of 37, 8 kg/m? who consulted for
uterine bleeding, which evolved over six months with a clinical impact in type of dizziness and dyspnea of effort
with a hemoglobin of 6.5 g/dl. His medical history was featureless. She had a polymyomatous uterine asympto-
matic found by ultrasound since three years.

On examination, the patient had abdominal pelvic mass at a finger’s breadth below the navel is about 18 cm.
Speculum examination highlighted a tumor greater than 5 cm of budding irregular indurated axis non-friable and
bleeding on contact with the cervix associated with malodorous discharge. A tumor biopsy was performed. His-
tological examination revealed a malignant tumor proliferation of smooth muscle cells. They had found an LMS
cervix. As part of the classification, the computed tomography (CT) in the absence of a magnetic resonance im-
aging (MRI) objectified malignant cervical tumor process 83.9 x 70 mm with an extension at body uterine, va-
ginal and with the posterior wall of the bladder.

The diagnosis of cervical LMS locally advanced beyond the stage surgery was chosen immediately and
neoadjuvant radiochemotherapy was proposed after a multidisciplinary consultation. This therapeutic proposal
has been not made possible by inadequate financial coverage. The patient was lost to sight. She returned three
months later for a consultation organ descent associated with bleeding. A clinical examination brought to light a
tumor necrosis externalized out of the vulva.

An examination under general anesthesia, allowed us to conclude that the LMS inverted fundus (Figure 1). A
total hysterectomy associated with bilateral annexectomy was performed vaginally and allowed to identify ute-
rine LMS stage IB like the final diagnosis (Figure 2). The final histological results of the surgical specimen con-
firmed an LMS fundal measuring 11 cm in major axis and grade Il according to the classification of FNCLCC
SBR 2 (Figure 3, Figure 4). The postoperative period was featureless. The patient survival at 6 months showed
no clinical sign and resumed his daily activities.

3. Discussion

Uterine LMS is a rare malignant tumor with an estimated annual incidence of 0.64 per 100 000 women [3]. Pel-
vic irradiation was considered like a risk factor des CS also called uterine tumors Malignant Mixed Mullerian
(WMMMI) in 10% - 25% of cases. Other risk factors have been identified as the black race, the field of hyper-
oestrogenemia, obesity and the use of long-term adjuvant tamoxifen in women with breast cancer. By cons, data
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Figure 1. Sarcoma of body uterine inverted and vaginal prolapsed.
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Figure 3. Microscopic slide uterine leiomyosarcoma magnlflcation 100x.
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Figure 4. Microscopic slide uterine leiomyosarcoma magnification 100x.

on parity, early puberty and menopause are inconclusive [2] [4]. In outside black and obesity characters, we
have not found other risk factors such as pelvic irradiation and chronic taking tamoxifen in the patient. The CS
age of onset is variable. For G. Khatib et al. [5], the average age of patients was 53.7 years, while D’angelo E. et
al. [6] noted that most women had women over 40 years.

The symptomatology was dominated by abnormal vaginal bleeding (56%), pelvic mass (54%) and pelvic pain
(22%). The signs differ little from that of uterine fibroids. Malignant degeneration of uterine fibroids is rare with
a time of variable appearance, not established to date. So far, the mechanisms underlying oncogenic explaining
the transition from the LMS leiomyoma remain inexplicable [7]. LMS often coexist within a fibroid uterus and
about 0.5% of hysterectomy for uterine fibroids rooms are carriers of LMS. The presence of LMS in our patient
would it be related or unrelated to the presence of fibroid cores? Malignant transformation of uterine fibroids is
still debated, and if it happens, it would be exceptional [8]. Furthermore, in addition to these findings clinic, we
discover after a gynecolgical exam a mass of more than 5 cm indurated irregular burgeoning non-friable and
bleeding on contact. In the series of Hassini et al., Three patients had tumor necrotic and friable given birth by
collar [9]. This is a uncommon clinical form which can be mistakenly considered a cervical tumor even though it
has already been described by some authors as the LMS are seen elsewhere in the pelvis namely the cervix and
bladder [3].

The few specific imaging techniques are used to assess the local extent of the tumor to guide surgery or ex-
cluded in the case of unresectable tumors. In our series, CT had found a uterine LMS locally advanced and un-
resectable immediately. The second goal of imaging techniques is to look for metastases. CT is usually suffi-
cient, but MRI and positron emission tomography scanning are advocated by some authors for the postoperative
follow-up and differentiation between CS and benign tumors [1] [2]. Pending a multidisciplinary care, the tumor
continue evolving as the patient was premenopausal. The weight of the tumor measuring 11 cm and topography
at the uterine fundus eventually reversed the uterus and externalized out of the vulva.

The patient underwent a non-conservative hysterectomy vaginal and histological examination of the surgical
specimen confirmed the diagnosis. Treatment usually consists of a total hysterectomy. Bilateral oophorectomy
and pelvic lymph node dissection and para-aortic are not recommended because the involvement of lymph nodes
is seen in less than 3% of cases [10]. Bilateral oophorectomy is recommended after menopause [1] [11]. Radia-
tion therapy and/or pelvic adjuvant chemotherapy give the same results in terms of five-year survival without

recurrence [12] [13].
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The results of the multivariate analysis Khatib G have identified age, tumor stage, lymph vascular invasion of
space and lymphadenectomy as independent prognostic factors affecting survival without disease. The discovery
stage of the tumor was identified as alone as an independent prognostic factor for overall survival [5]. Thus, the
rate of five-year survival is 50% to 55% for stage | and 8% to 12% for stage II, 1l and 1V [14]. Six months after
surgery, the patient had no clinical signs and resumed his daily activities.

4. Conclusion

Uterine LMS is a rare and aggressive malignancy. This is a misleading pathology with a clinical and para-clinical
polymorphism. The diagnosis is histological. Treatment is primarily surgical. The discovery stage of the tumor
affects the treatment and prognosis. Facing any intravaginal tumor, we must think and do biopsies for early
treatment for avoid this progressive and discomfort form.
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