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ABSTRACT 

Uterine leiomyosarcoma is a rare but highly notorious tumor. Even if diagnosed early the prognosis 

remains poor. Here we describe the case of a 52 year old postmenopausal female who presented with 

stage 1B of uterine leiomyosarcoma and was managed aggressively. Despite all, the tumor recurred 

within 6 months postoperatively resulting in mortality within one year. We present this case because 

of its rarity and to emphasize the fact that since uterine leiomyosarcomais a highly malignant tumor 

with poor prognosis, the target of management should be to improve the quality of life by early 

diagnosis, aggressive treatment and close follow up. 

 

INTRODUCTION 

 Uterine leiomyoma, arise from smooth muscles of 

myometrium; and is the most common benign tumor of 

uterus whereas, uterine leiomyosarcoma, the malignant 

counterpart is very rare comprising of only 1-2% of uterine 

malignancies. However, it remains the most common 

uterine sarcoma subtype as per new FIGO staging 

representing 25-36% of them [1-3]. Postmenopausal 

females with uterine leiomyosarcoma mostly present as 

postmenopausal bleeding and pelvic mass followed by 

pelvic pain
 
[2]. They are notorious because of associated 

high risk of recurrence and mortality despite timely 

diagnosis and management. Here we present a case of a 

postmenopausal female with stage 1B uterine 

leiomyosarcoma with postoperative recurrence within 6 

months, eventually resulting in mortality within 1 year. 

 

CASE REPORT  

This is a case report of a 52 year postmenopausal 

female, P4L4, who reported to gynecology OPD with 

complaints of abdominal pain for 2 days and 

postmenopausal bleeding for 2 weeks. The pain was dull 

and continuous involving lower abdomen without any 

aggravating or relieving factors. There was history of 

abdominal discomfort off and on for one month. She 

attained menopause five years back and started with 

bleeding per vaginum 2 weeks back. Bleeding was 

intermittent without any relation with pain abdomen. She 

was using one to two pads per day. There was no history of 

vaginal discharge, weight loss, loss of appetite or any 

abnormal bowel and bladder habits. Before menopause she 

had normal menstrual cycles. There was nothing 

significant in her past history except that she had 

undergone cholecystectomy twenty years back for 

cholelithisis. Her family history was also not suggestive of 

any chronic medical disease or malignant disease. All her 

deliveries were normal with last delivery 24years back. 

She was average built with normal general physical and 

systemic examination. On abdominal examination, a large 
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well defined mass of about 16weeks fundal height was 

palpated which appeared to be arising from pelvis as its 

lower limit could not be reached. The mass was firm in 

consistency, non tender with smooth surface, mobile from 

side to side and dull on percussion. No other mass, 

organomegaly or ascites was appreciated clinically. On 

pelvic examination the cervix was mid position and firm. 

The characteristics of mass observed abdominally were 

confirmed on pelvic examination and it appeared to be of 

uterine origin. There was no induration, tenderness or any 

other mass palpable through any of the fornices. Rectal 

mucosa was found to be free on per rectal examination. 

Patient was admitted and her baseline investigations were 

found to be within normal limits. Ultrasonography done 

one month back outside our hospital showed bulky uterus 

with 5cm×6cm fundoposterior fibroid. Repeat 

ultrasonography done in our hospital showed a bulky 

uterus with an echogenic area of 8cm×5cm in the fundal 

region and thickened endometrium with ill defined 

endomyometrial junction suggestive of either uterine 

fundoposterior intramural fibroid with degenerative 

changes or malignant uterine tumor. Rest of abdominal 

scan was normal without any evidence of metastasis or 

ascites. Magnetic resonance imaging study was in favor of 

malignant uterine tumor without any adenexal involvement 

or metastasis. Her PAP’s smear report was inconclusive. 

The endometrial biopsy showed cells with features 

suggestive of malignancy most likely high grade stromal 

lesion. As per new FIGO staging, patient was kept in stage 

IB of leiomyosarcoma and the treatment was planned 

accordingly. She was prepared for surgery after taking 

written informed consent and arranging adequate amount 

of blood and components within three weeks of her 

admission. During her hospital stay the mass was found to 

be rapidly growing from 16 weeks to 20 weeks size. 

Considering her age, clinical and radiological findings, 

radical hysterectomy was done involving removal of 

uterus, fallopian tubes, ovaries and upper one third of 

vagina along with para aortic and pelvic lymph node 

sampling. The intraoperative findings included enlarged 

uterus with posterior wall intramural fibroid of about 

8cm×6cm size with overlying serosa being grossly intact. 

Both ovaries were atrophic. There were no intra abdominal 

adhesions, palpable lymph nodes, abnormal nodules or 

ascites. On cut section the endometrium was hypertrophied 

and unhealthy looking, the myometrium was also 

hypertrophied and fibroid showed areas of necrosis and 

calcifications (Fig 1). All samples were sent for 

histopathological examination. She received one blood 

transfusion during surgery. Her postoperative period was 

uneventful. She was discharged on 10
th

potoperative day 

after stitch removal. The histopathological report showed 

leiomyosarcoma of the uterus with tumor cells showing 

positive immunoreactivity for smooth muscle actin (Fig 2), 

however the lymph nodes were not involved. The patient 

was referred to higher centre for adjuvant therapy where 

she received radiotherapy and chemotherapy. 

Postoperatively within six months she developed local 

recurrence as well as distant metastasis to the liver and 

expired within 1 year. 

 

DISCUSSION 
Irrespective of the stage of presentation and time 

of initiation of treatment uterine leiomyosarcoma has a 

fulminant course. Over and above that, no definite risk 

factors have been identified till now although African-

American race, age >40years, pelvic irradiation, 

retinoblastoma gene, exposure to certain chemicals (vinyl 

chloride, dioxins, herbicidal) and obesity have been found 

to be associated with it [4]. Again, it is very difficult to 

differentiate between leiomyoma and leiomyosarcoma 

clinically as well as radiologically. However, certain 

clinical signs like rapid growth of fibroid in 

postmenopausal female are highly suspicious of 

leiomyosarcoma which is known to have a doubling time 

of as less as 4 weeks
 
[5]. Also, no screening method is 

available for this rare tumor. Leiomyosarcoma diagnosis is 

usually made by high index of suspicion aided with various 

investigations like endometrial biopsy, radiological 

investigations (ultrasonography, CT scan, Magnetic 

resonance imaging, PET scan, Chest X ray) and 

hysteroscopy. Since it is limited to myometrium, 

endometrial biopsy mostly does not yield positive result in  

early stage tumor. In one series of women with uterine 

leiomyosarcoma, only 35 percent were diagnosed 

preoperatively [6]. The diagnosis is mostly made 

retrospectively post operatively. Ours is one of the few 

cases where diagnosis was made preoperatively by 

endometrial biopsy. Probability of pre operative diagnosis 

may be increased using gadolinium enhanced MRI and 

serum LDH [7]. No doubt in 60% of cases, 

leiomyosarcoma is limited to uterus at the time of 

presentation; but the matter of concern is that even these 

patients despite adequate treatment have poor prognosis 

due to high rate of local and distant recurrences ranging 

from 45-80%
 
[8, 9]. The most common sites of metastasis 

include lungs, liver followed by bowel, heart, brain and 

thyroid [1, 10]. Patients with recurrent disease after initial 

resection have a median survival of less than 1year
 
[11]. 

Long term survival rates vary from 53%
 
for stage 1 [12, 

13] to 8% for stage 2-4
 
[12]. Prognostic factors include size 

of tumor, mitosis, stage of disease, grading and 

aneuploidy; the first two being the major prognostic factors 

according to some studies
 
[4]. Treatment includes total 

abdominal hysterectomy with bilateral salpingo 

oophrectomy with lymph node sampling with or without 

adjuvant therapy for early stage tumor. In late stages 

debulking along with radiotherapy and chemotherapy is 

required. For local recurrence radiotherapy is said to be 

effective while chemotherapy has shown efficacy in distant 

and advanced disease. Since leiomyosarcoma behaves like 

a silent volcano which erupts abruptly and aggressively, 

there should be every possible attempt for its early 

diagnosis and management. 



Ritu Sharma et al. / International Journal Of Advances In Case Reports, 2015;2(12):773-776. 
 

775                                              

 

Figure 1. Gross image showing large intramural mass with cut surface showing variegated appearance and areas of 

necrosis. 

 
Figure 2(a-d). Figure a – photomicrograph showing endometrium with underlying tumour consisting of pleomorphic 

spindle cells. (H&E X100); Figure b – photomicrograph of tumour with overlying uterine serosa. (H&E X100); Figure 

c – photomicrograph showing bizarre pleomorphic tumor cells with multiple atypical mitotic figures. (H&E X400); 

Figure d – photomicrograph of tumor cells showing positive immunoreactivity for smooth muscle actin. 

 
 

CONCLUSION 

In a postmenopausal female with sudden increase in size of fibroid, a diagnosis of leiomyosarcoma should be 

considered until proved otherwise. Considering the fact that it is a highly malignant tumor with poor prognosis, the target of 

management should be to improve the quality of life by early diagnosis, aggressive   treatment    and   close follow up. 
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