
Journal of Clinical and Diagnostic Research. 2017 Mar, Vol-11(3): TD03-TD05 33

DOI: 10.7860/JCDR/2017/25068.9470 Case Report

R
ad

io
lo

g
y 

S
ec

tio
n Magnetic Resonance Imaging in Mixed 

Mullerian Tumour: Report of Two Cases

CASE REPORT
We present two cases of mixed mullerian tumour.

Case-1
A 60-year-old woman reported with complaints of bleeding per vagina 
since three months and pelvic pain since four months. She was feeling 
a protruding mass in the cervix and vagina since two months. On 
examination, there was a fungating polypoidal mass in the cervical 
endometrium and superior part of vagina. Ultrasonography (USG) of 
pelvis was advised which showed a heterogenous, lobulated mass, 
involving the inferior aspect of uterus and cervix. The mass was 
protruding into the vagina. MRI was advised for further evaluation 
which showed a well defined large, lobulated mass occupying the 
cervix and inferior aspect of uterus with expansion of the cervical 
canal [Table/Fig-1a]. It measured 7.8 cm (craniocaudal) x 6.5 cm 
(transverse) 6.8 cm (anteroposterior). The mass was hyperintense 

on T2WI and STIR, hypointense on T1WI [Table/Fig-1a,b]. On 
post contrast MRI it showed heterogenous enhancement [Table/
Fig-1c,d]. There were multiple septae seen in the mass. Fat plane 
was lost between the mass and the bladder [Table/Fig-1a], however 
fat plane between mass and the rectum was maintained. Multiple 
lymph nodes were seen in the bilateral internal iliac and bilateral 
inguinal region, largest at the left internal iliac measured 1.7 cm x 
1.5 cm. Both ovaries were not visualized, probably atrophic. The 
patient was operated and a large fungating mass was removed. 
It revealed high grade sarcomatous and carcinomatous elements 
consistent with mixed mullerian tumour on histopathology [Table/
Fig-2].

Case-2
A 54-year-old post-menopausal woman reported with the complaint 
of vaginal bleeding, pelvic pain and frequent micturition since four 
months. Patient had no other past medical history. On clinical 
examination uterus was enlarged and a mass was felt in the cervix. 
USG pelvis was done which revealed enlarged uterus with a large 
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Abstract
Malignant Mixed Mullerian Tumours (MMMTs) or carcinosarcomas of uterus are rare aggressive tumours of mesenchymal origin. It is 
associated with high incidence of lymphatic, pulmonary and peritoneal metastasis. We hereby present two cases of mixed mullerian 
tumour. Case-1 was a 60-year-old post menopausal woman who had come with complaint of metrorrhagia and a protruding mass in 
the vagina. Case-2 was of a 54-year-old post-menopausal woman who came with complaints of heavy vaginal bleeding, pelvic pain 
since two months. For the assessment of these tumours Magnetic Resonance Imaging (MRI) is preferred imaging modality due to 
excellent tissue contrast to detect the myometrial invasion, local extent and staging. Preoperative differentiation of mullerian tumour with 
endometrial carcinoma is important as both have different treatment.

[Table/Fig-1]:	 Sagittal T2WI showing; a) Large predominantly hyperintense mass 
seen involving the inferior aspect of uterus and cervix (white arrow). Fat plane 
between bladder and mass was lost; b) Coronal T2WI showing heterogenous mass 
with expansion of the cervical endometrium (blue arrow); c) Post gadolinium T1WI 
sagittal image and; d) Post gadolinium T1WI axial image showing heterogenous 
enhancement of the mass (red arrow).

[Table/Fig-2]:	 Histopathology of the mixed mullerian tumour. Haematoxylin and 
eosin stain (original magnification x400) showing high grade carcinomatous and 
sarcomatous components.
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The work up of these patients includes routine blood investigations 
and chest X-rays, also pyelography, cystoscopy, proctoscopy, and 
bone scans if required [8]. Increased levels of serum CA-125 have 
been reported in some cases [9].

MRI is the choice of modality for the visualization and assessment 
of these tumours because of it’s improved ability to delineate extent 
and local spread of disease [10].

The MR signal-intensity characteristics of MMT cannot be differe
ntiated from endometrial carcinomas. Usually the tumours are well 
defined although the tumour margins usually irregular. Bharwani N 
et al., retrospectively reviewed MRI examination of 51 histologically 
confirmed MMMT’s [11]. Epicenter of majority of these tumours 
was endometrium (88%) [11]. On T1WI majority of MMMT’s were 
isointense to myometrium and endometrium, on T2WI 92% of 
MMMT’s were hyperintense to myometrium and hypo or isointense 
to endometrium [11]. Post contrast MRI showed heterogeneous 
enhancement in 58% and homogeneous enhancement in 42% 
cases [11]. In this study 88% of MMMT’s were indistiguishable from 
endometrial adenocarcinoma [11]. Large exophytic MMMT’s not 
obliterating the normal uterine architexture though large endophytic 
growths invade the myometrium [12]. In both of our cases the tumour 
was large and heterogeneous with epicenter was at endometrium. 
In Case-1, it was protruding mass with expansion of the cervical 
endometrium and in Case-2 it showed expansion of the uterine as 
well as cervical endometrium.

MMMTs are frequently large in size and exhibit aggressive nature, 
by spreading extensively through the myometrium. In addition, the 
peritoneum will be involved in over half of the cases that extend 
beyond the uterus [13]. Worthington JL et al., described that the 
large masses had a heterogeneous T2-weighted signal intensity 
and mildly in homogeneous low T1- weighted signal intensity [14].

Recent studies using Diffusion Weighted MRI (DW-MRI) in charac
teristics of MMMTs and uterine sarcomas have suggested that DW-
MRI may be a useful technique for differentiation of MMMTs with 
endometrial carcinoma [15]. Combined anatomic and functional 
imaging of endometrium which includes the use of routine T1-
weighted and T2-weighted sequences together with DCE-MRI 
and DW-MRI may be useful to differentiate these two groups of 
endometrial pathologic abnormalities [11].

Conclusion
Uterine carcinosarcoma is a rare, aggressive, rapidly progressing 
neoplasm with a poor prognosis. The imaging findings of uterine 
MMMTs are not pathognomonic. However, the presence of 
enhancement equal to or more than that of the myometrium points 
towards the possibility of an MMMT. The presence of cervical stromal 
invasion and nodal enlargement at presentation is a common feature 
of MMMTs.
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heterogenous mass which involved posterior wall of the uterus and 
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of the uterus and cervix [Table/Fig-3a]. This mass was protruding 
into the endocervical canal and causing expansion of the uterine 
and cervical endometrium [Table/Fig-3b]. The mass was effacing 
the posterior wall of the bladder and anterior wall of the rectum 
with loss of intervening fat plane. On post contrast MRI it showed 
heterogenous enhancement [Table/Fig-3c,d]. Hysteroscopic biopsy 
was done and carcinosarcoma was revealed on histopathology. 
Patient was operated and the large mixed mullerian tumour was 
detected on postoperative biopsy.

DISCUSSION
Mixed mullerian tumours are very rare aggressive tumours with 
poor prognosis [1]. It usually arise in the uterine corpus however it 
can arise from cervix, ovaries and fallopian tubes [2]. Patients with 
MMMT’s have poor prognosis as compare to endometrial carcinoma. 
Preoperative differentiation of mullerian tumour with endometrial 
carcinoma is important as both have different treatment.

Uterine sarcomas have been divided into three types namely 
the endometrial stromal sarcomas, leiomyosarcomas, and 
MMMTs. MMMTs are metaplastic carcinomas which have both 
mesenchymal and epithelial components, hence they are said to 
be as an aggressive form of endometrial carcinoma. According to 
the The International Federation of Gynaecology and Obstetrics 
(FIGO) classification, MMMTs fall under the same staging system 
as endometrial carcinoma [3]. Incidence of MMMTs increases 
with age, more common in postmenopausal women. Some of 
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be a risk factor in the development of both uterine MMMT and 
endometrial carcinoma [4]. Patient usually presents with pyometra, 
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with a polypoid mass. [5]. At physical examination, 50%–95% of 
patients have bulky uterus with nearly half of them having protrusion 
of a polypoid lesion through the endocervical canal [6]. The triad of 
symptoms includes severe vaginal bleeding, pain and the passage 
of necrotic tissue per vaginum [7]. 

[Table/Fig-3]:	 MRI showing: a) Sagittal T2WI showing a mixed signal intensity 
mass in the uterine cavity with expansion of the uterine and cervical endometrial 
cavity (red arrow); b) Coronal STIR image showing large heterogenous mass with 
herniation into the cervix (blue arrow); c, d) Post contrast coronal and axial T1WI 
showing heterogenous enhancement of mass (white arrow).
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