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UTERINE SARCOMA

Introduction 00:04:03

swcomarishg#romskromalcel\sesm

WHO classification of uterine sarcomas :
* Leiomyosarcoma. LMS). '
* Low-grade endometrial stromal sarcoma. (Le-eso.
* High-grade endometrial siromal sarcoma. (He-€s9).
* undifSerentioted uterine sarcoma. (LUS).
* pdenosarcoma. (AS).
* pecoma. (perivascular epithelioid cell tumor), malignant variant —> TSC gene
mutation.

Histologic type of uterine sarcoma.:
* Leiomyosarcoma.
i Not otherwise specified,
il spindle (ConventionaD.
it Epi'thebid.
(YA mgxoid.
endometrial stromal sarcoma, low smde.
* gndometrial stromal sarcoma, high grade.
unditferentioted sarcoma.
* Adenosasrcomo.
i Not otherwise specified
iL With sarcomatous oversrowh
* Rhabdomyosarcoma.
- rmdgmm perivascular epitheloid cell tumour.
other (specity).

FIGO/TNM stagjing :
LS § £ ¢
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v Tumor limited to the uterus,
ALY Tumor $ Sem in greatest dimension.
18/ Tib. Tumor ? Sem in areatest dimension
wTa Tumor extends beyond the uterus, within the pelvis.

/Taa. Involverent of the adnexa (uniateral/bilateral).
w/ish Tumor has spread into extrauterine peivic tissue

excluding the adnexa.
wra. Tumor has infiitrated abdominal tissue.
me/T3a One site.
A We/T2b. more than one site.

NC. | metastasis of pelvic and/or paraaortic lymph nodes.
VR/TA. Tumor has infiltrated bladder and/or rectum.
ve. Distant metastasis.

i :"4‘7%;‘;* P iiE w%;as».»;xg ng" ' ‘.
vn. Tumor limited to the uterus.
e Tumor limited to the endometrium/endocervix with-
out myometrial infitration.
s Twhash%ﬂra&edl&sshnhm‘?o?ﬂ\engm—
trium
ic/Te. Tumor has infiltrated 2 S0% of the muometrium.
wTa Tumor has spread to the pelvis.
1/Taa. | involvement of the adnexa (Uniateral/bilateral).
/b | Tmhsspread(?ex{rmterhe pelvic tissue ex-
cluding the adnexa.
w/T3, Intraabdominal tumor spread.
Wa/T3a. One site.
N We/T3b. more than one site.
we. metastasis in pelvic and/or paraaortic lymph nodes.
oy WA/T4, Tumor has infiitrated bladder and/or rectal mucosa.
we. Distant metastasis.
5c71c8bfcef5916471b86c40
General treatment :
* Standard treatment for all localised uterine sarcomas is total has\erec{omj
and bilateral sa!pu'eec&m\&
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Uterine sarcoma

. L5mp\'udenec{0n3¥or staging purposes is not indicated.

* Low grade €SS — r\loposkop&-RT—’use&anwantmﬁ—oes{rosenﬂwer—
apgism’crou’chelgindica&ed

. ndjuvaeNcradoﬂwerathosmkbeensmunkoh\prwebm!cmMMV
anlandism{mkhegmdicb&edinms*ugelandl\utemesarcom
— It could be considered for selected high-risk cases.

Leiomyosarcoma 00:23:27

Incidence :

Constitutes | - 3% of uterine malignancies.
Aromdlhevergeoosrmo{hmsclehmorso?&heutems.
Incidence — 3 - 1 /i lakh people.

medianage—’so—‘togeurso\‘vaae

Risk factors :

* Increase age /postmenopausal — Rverage age of €O years.

* Suspicion if uterine mass is enlarging in postmenapausal patients.
* Tamoxifen use Jor 2 S years — Risk is 11/ lakh.

* Pelvic rradiation.

/o childhood Rb/HLRCL syndrome.

S&mp&oms:

* Abnormol bleeding (St %).

* Polpable pelvic mass (54 %).

* Pelvic pain (33 %).

Causes :

* frise de novo.

« <S%arise$mnnnli3mnﬂram¥mnnﬁono¥exisﬁn5tebn30m

. Largeuterhestzeondmpidg'ammsno&assochiedw&hhcreasedrmog
leiomyosareoma.

oi i iiaitin

Conventiona! (Spindle celd LMS :

* moderote to high orode cellular atypia. (3+/3+ nuclear aypia).

* Confirmed tumor cell necrosis.

. >4mﬁosis/m‘(€orr&spondsto7lomitokk:%3ures/lofp$wﬁh a diameter
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Gynaecologic oncology

of feld of view of 0.5S mm and a feld of view surface of 024 mm?®.
Atleast a criteria. must be met.

epitheloid LIMS *
* Moderate to high grade cellular atypia (a+/3+ nuclear atypia).
* Confirmed tumor cell necrosis.
* 7 Lo mitosis/mm’ (Corresponds to > 4 mitotic Rgures/io hp? with a. diameter
of feld of view of 055 mm and a feld of view surface of 024 mmn?,
Atleast | eriteria. must be met.

mgxoid s :
* Moderate o high grade cellular atypia. (a+/3+ nuclear atypia).
* confirmed tumor cell necrosis.
* > 04 mitoses/mm* (Corresponds to > I mitotic fgure/io hpt with o diameter
of field of view of 0.55 mm and a. Reld of view surface of 0.24 mm?,
* infiltrative tumor borders or irreqular lesion border.
Atleast | eriteria must be met.

"\:’06&{00"“.

Other features :
® Recurrence rotes —> S3t0 11 4.

d Sgwswwalraie-*w{oso%.
® Ovarioan mets are rare.
* LMS has less eR/PR +ve.

. LMD*LamphmdemetasiasisBrwe-*l?Wmdemetastosspr%ent
-*He:mtogenous/distmtmetsisprobable-*mrote%rwo.

Pathological features : ;
* Typically wgevwwgamﬂﬂm solitary masses with soft, M\g cut
surfaces with areas o?hemorr\'nﬂemdnecrosis.
. wmwmm&\eprwmwwdedoppeammeoﬂeb—
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4



e
* Leiomyomas originate from the ijme{rium but

canex’cendupto&\eendom&rhm—»&mhcases
pr%et*uﬁthabdomha]b!eed‘n&

Histopathologic diagnosis :

* Constellation of hyperceliularity,

* Severe nuclear odypio.

*  High mitotic rate generally exceeding 10 mi-
totic Rgures per 10 high-power-felds (mF/io
heD.

Diagnosis — Requires & of 3 histologie features.

Differential diagnosis :
uenomgom variants that mimic MM :
* mitotically active leiomyoma. (Mitosis > 10/10 hp) — miitosis > 15/i0 hpt —>
STUMP —> Necrosis —> Poor prognoss.
Cellular leiomaorm
* Hemorrhogic leiomyoma. and hormone-induced changes.
* Leiomyoma. with bizosre nuclei (typical leiomyomo).
. mgxoid leiomyoma.
gpithelioid leiomyoma.
* Leiomyoma. with massive lymphoid inftradion.

L ]

Smooth musele proliferation with unusual growth patterns :
* pisseminated peritoneal leiomyomatosis.
» eengwmetostasrangle\onﬁam
. htmvenousieiorrﬂormtosis.
mﬂpicalsmoo’chm;sc\ehunors(smn(’):
. Tumorcel\neerosis‘natgpkmneiongom
. Mecross&unw&ahtgoewﬁhMMF/mes,amKeddﬂhseoA}yh.
* marked diSuse or $ocal atypia. with borderiine mitotic counts.
. Mecrosisdiﬁicmt{oclassi#&
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RC:

* Usually express smooth muscle markers such as desmin, h-caldesmon,sma,
m\dhis\medeaee!ylose!i(mca@.

. o?ienhmmac{i\e%rmandepkhelhlmmersimhdk\skem&hmd
15198

* estrogen receptars, progesterone receptors, and androgen receptors —»
20%—-404%.

* Overexpression of pits has been described and Kib,

* PRssociated with poor prognosis even when confined to the uterus.

® Recurrerncerate — S34to 4

¢ Syear survival — 419 %, in advanced uLMS — < IS 4.

¢ First recurrences occur in lungs in 40% patients, peMsinonlgls%.

* Tumors 2 10 em in diameter, with 2 30 MF/10 HPF, 2 10% immunoreactive
mclei&'orhm,mdnesaﬁvehw-a\mdume prognosis than smaller
lelomyosarcomas with £ 30 MF/I0 HPF, £ 10% immunoreactive nuclei for Kb,
and positive or negative for Bel-a.

Preop diagnosis :
Twesmshgb&whmmwew%m%wmw&ghdiWMe
lebmﬂomandiebnyowrwna.

usS FOA has issuedb!amboxunmir\gham—»mﬂodomcenodorsuhile
doing myomectomy in peri/postmenopausal women.
|nveeﬁ3ntbnswed$orpneopd05nosisare=

[ ] ‘6&.

°* mRL
' a\domekriolbiops&
* LOH
uss:
* Officult to distinguish from leiomuomas.
* Both show focal masses within uterus and can have central necrosis.
. Feah;resm%&sm&sarconnsﬁmabealsoseenmebnyow=
i muededwosenicardpooredxosericparis.
. Central necrosis.
Wi Color doppler — Irreqular vessel distribution .
iv. Low impedance to Sow.
V. High peak systolic velocity,
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Uterine sarcoma - 7

Ry
(13 dl “nd‘\nss of uterine sarcomas:

Age. : Premenopausal eri/ postmenopausal.
8orders. well delineated. Often nodular.
DuoL _ voriable. Restricted difSusion, low AOC.
Invasiveness. No. Adjacent tissues.
Number. Commonly multiple. Soltary,
Size. variable. Large (> 1oem.
. . Inhomogenous with areas of
Tau. sty low, high in degenerafion; | 1 orchagg, intralesional
s vessels, Ta dork areas.

gorder. | well defined. | well defined. | well defined. e oty (S ‘
Heterogenous Heteroge-
tnhance= | Heteroge with no en- B Heteroge- | Homoge- SRS
- mmncemer* "eﬂuhr
i in oudiine/
e degeneration. invasion
with sad~ high St in
TROISL Lou Loux mﬁe uration on Low, areas of
h‘g" M m— ) }W—
roted T, S rhage.
voriable g’:’:"; DN
—— - High in cystic | depending on Eda Intermedi- | diate and
areos. oge of hem— . ate. he&emge—
orrfnae. M‘S nous.
component.
endometri- f. Orect in-
ol thicken~ None. None. ‘ None. None. None. |
. rreephr or
3 thickened,
Restricted s - - i
ditSusion Yes. Yes.
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Gynaecologic oncology

MHOPSS’

Yields o preoperative diagnosis in 33 - 68 % of patients with uterine sarco-
mos.

The method of endometrial sampling (o¥ice endometrial biopsy or dilation
and curettage) does not impact the sensitivity,

maﬁasement:

Surgery —> ma‘nsto.5 treatment, avoiding intraoperative rupture, morcella-
ton or spillage.
W_Wi%omremnded%rpakmmwssmssg
confined to the uterus.

The recommendation for 850 in premenopowusal women with LMS should be
individualized.

Reported risk of ovarian metastases —> 4 4.

Ovarian preservation may be considered without compromising survival out-
come when there is documented negative endocrine receptor-stadus.

The incidence of retroperitoneal lymph node metastases is low (¢ S ).
Pelvic and para-agrtic lymph node dissection not routinely recommended.
Lymphadenectomy (Debulking) can be performed as part of a cytoreduc-
tive effort. :

Adjuvant treatment :
Adjuvant treatment with CT/RT/HT — Controversial

tis usual\5 3iven onl3 in the advanced s’maes
Chemo&wempg :

First line agents.

Doxorubicin (9 % response rate). .

Doxorubicin plus ifostamide (11 % response for 1fosfamide alone, 30% of
response rote for combinadion.

gemcitabine (30 % response rate)

Gemeitabine plus docetaxel (36 % response rate)

Observation Pol\auina completely resected uLmS remains the standard
opproach (NCCN, ESMO).

Pos'cresect'\onchemorthero.pgrmﬂbe offered in patients with advanced

disease,raﬁ\erﬂunobsewatmmmkemﬂth\prm

survival has not been established,
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Doxocubicin v§
observation

dox 43/81 obs.

thpse 3«/15

emcitabine,
Docetaxel x4.

PFsaﬂrso
a.

47

=i

gemeitabine

Oocetaxel x 4

g bici
X 4.

Prsagisa
PFsagrS‘m

-8

“Fin

Doxo, Fost,
cist/beT v

QT.

PFS3VRSS %
VS 41%05at

3-Suyr NS

Phase I NR& oncology/qynaecalogic oncology group study ¢

* Rondomised phase Il trial.

* Adjuvant gemcitabine + Docetaxel followed by Doxorubicin vs observation of
hish Srade uterine leiomyosarcoma.

* Rsses whether adjuvant chemotherapy improves survival in women with
uterine leiomyosarcoma. + uterus confined disease.

* Observed 0S § RFS daka. do not show superior outcomes with adJuvar*
chemo.

guropean organisation for research and treatment of cancer gynaecological
group stucy:

* Phase W\l randomised s’cudg.

* evoluates the role of adjuvant pelvic radiotherapy n&\e’(reahnen& o? uter-
ine sarcomas stages | and I\.

* Only prospective randomised trial

* Post operative RT or observation —> 103 patients with uterine !eiomgosarco—
mas —> Post operative RT did not improve local or distant progression/surviv-
ol.

The choice of adjuvant RT in uLmMS should be determined on a case by- case
basis, balancing between the risk of relapse, patient performance status and
side eMects, consider'nsﬂweabsemeo?aprwenbenei\t
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