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CASE REPORT
Here we are describing a case of undifferentiated uterine sarcoma 
in a 65-year-old female who presented with post menopausal 
bleeding for last six months. In Computed Tomography scan (CT) 
there was an enlarged uterus with areas of low attenuation with 
enlarged para-aortic lymph node [Table/Fig-1a,b]. From CT scan 
view provisionally it was diagnosed as endometrial carcinoma. Total 
abdominal hysterectomy and salpingophorectomy was done. 

On gross examination of uterus and cervix measured 15 cm x 
5 cm x 2 cm, there was irregular friable necrotic mass distorting 
endometrial cavity [Table/Fig-2]. On histopathological examination, 
tumour mass was composed of spindle cells arranged in sheets 
and focally in storiform pattern [Table/Fig-3]. Individual cells showed 
marked cytological atypia with brisk mitotic activity (>10/10hpf). 

Features of rhabdoid, cartilaginous and osteoid differentiation 
were evident associated with osteoclast like giant cells [Table/
Fig-4-7]. Lymphovascular and myometrial invasion were noted. 
Immunohistochemical analysis of tumour revealed strong positivity 
for CD10 [Table/Fig-8]. It was reported as undifferentiated uterine 
sarcoma. The patient is still under follow up and is surviving nine 
months after treatment.

DISCUSSION
Endometrial Stromal Tumours (ESTs) of the uterus are the second 
most common mesenchymal tumours of the uterus [1]. The World 
Health Organization defined undifferentiated uterine sarcoma as 
a tumour arising in the endometrium or myometrium, lacking any 
resemblance to proliferative-phase endometrial stroma, with high-
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Abstract
Endometrial Stromal Sarcomas (ESS) are rare uterine malignancy of mesodermal origin. A 65-year-old female presented with 
postmenopausal bleeding in the Department of Gynaecology in our hospital. Computed Topography (CT) revealed an enlarged 
uterus with areas of low attenuation. On gross appearance endometrial cavity was distorted with an irregular friable necrotic mass. 
Histopathologically, it was diagnosed as undifferentiated uterine sarcoma. Rhabdoid, osteoid and cartilaginous differentiation were found 
along with osteoclast like giant cells. Immunohistochemistry was strongly positive for CD10.

[Table/Fig-1]:	 a) Picture showing endometrial growth;  b)  Picture showing enlarged para aortic lymphnode. [Table/Fig-2]: Irregular friable necrotic mass distorting endome-
trial cavity.

[Table/Fig-3]: Tumour mass composed of spindle cells arranged in sheets and focally in storiform pattern (H&E, x100); [Table/Fig-4]: Tumour mass showing rhabdoid dif-
ferentiation (H&E, x400). [Table/Fig-5]: Tumour mass showing cartilaginous differentiation (x100) (H&E). 
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of adjuvant radiotherapy or chemotherapy. We are still following our 
case, surviving nine months after treatment.

CONCLUSION
Undifferentiated endometrial carcinoma appears to have an 
aggressive clinical course with advanced stage at presentation. 
Despite of surgical resection many patients rapidly develop distant 
metastasis. Adjuvant therapy does not improve patient survival.
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grade cytological features and with no specific type of differentiation. 
The mean age for diagnosis is 60 years [2]. It has an aggressive 
clinical course with death occurring usually within three to five 
years [3]. Approximately two-thirds of patients present with high-
stage disease (stage III/IV). They typically have postmenopausal 
bleeding or signs/symptoms secondary to extrauterine spread [4]. 
In addition to high-grade cytologic features, ESS can also display 
variant histologic appearances, including smooth muscle, sex cord, 
glandular, and fibrous differentiation [5]. In present case, there were 
features of rhabdoid, osteoid and cartilaginous differentiation with 
osteoclastic giant cells. These giant cells are stromal in origin and 
represent a reactive host response.

Based on nuclear pleomorphism Kurihara S et al., recommended 
a new terminology and classification of undifferentiated uterine 
sarcomas (non low-grade endometrial stromal sarcomas) [6]. These 
sarcomas are divided in two groups: Undifferentiated Endometrial 
Sarcoma with nuclear Uniformity (UES-U) and Undifferentiated 
Endometrial Sarcoma with nuclear Pleomorphism (UES-P). This 
case belongs to UES-P. 

CD10, a surface neutral endopeptidase is the most sensitive marker 
for endometrial differentiation and mostly endometrial stromal 
sarcomas are positive for this marker [7]. The histological differential 
diagnosis includes endometrial carcinosarcoma with osteoclast-like 
giant cells, undifferentiated metastatic carcinoma, primary uterine 
carcinomas, epithelioid leiomyosarcoma or metastatic gastrointestinal 
stromal tumours and mixed mullerian tumours. Endometrial car
cinosarcoma shows positivity for epithelial membrane antigen 
and pancytokeratin [8]. Epithelioid leiomyosarcoma are positive 
for myogenic markers [9,10]. Mixed mullerian tumours resemble 
endometrial stroma tumours with positivity for CD10, WT-1, and 
pancytokeratin and it also shows variable expression of oestrogen, 
progesterone, androgen receptors and myogenic markers [11].

Undifferentiated endometrial sarcomas have very poor prognosis 
and most patients die of disease within two years of the diagnosis. 
Local recurrences and distant metastases are associated with a high 
mortality [12]. Treatment is primarily surgical with or without addition 
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[Table/Fig-6]: Tumour mass showing differentiation (x100) H&E; [Table/Fig-7]: Tumour mass showing osteoclastic giant cells (H&E, x400); [Table/Fig-8]: Tumour mass 
showing positive immunostain for CD10 (x400).


