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INTRODUCTION 
 

The term adenosarcoma, first described in 1974 by 

Clement and Sully, refers to a tumor of biphasic nature, 

associating a benign glandular and malignant 

sarcomatous contingent.
[1]

 

 

It is considered as a tumor with low malignant potential, 

whose prognosis is conditioned by the character of the 

sarcomatous component.
[2]

 Its treatment is essentially 

surgical.
[3]

 Survival can be up to 5 years in 80% for stage 

I adenosarcomas.
[4]

 

 

OBSERVATION 
 

Mrs. A.Z, 63 years old, menopausal for 13 years, never 

took contraception, followed for luberkunian 

adenocarcinoma of the colon (right colectomy + adjuvant 

chemotherapy with capecitabine (Xeloda*) and 

bevacizumab (Avastin*), consulted for postmenopausal 

metrorrhagia. The gynecological examination revealed 

an enlarged uterus with, on examination under speculum, 

a polyp delivered through the cervix. The endovaginal 

ultrasound showed a globular uterus measuring 11.7 cm 

in long axis with a thickened endometrium, discretely 

heterogeneous, with cystic areas, hyper vascularized on 

Doppler color measuring 55 mm. Anathomopathological 

examination of the polyp was without abnormalities 

while biopsy curettage of the endometrium under 

hysteroscopy revealed a malignant mesenchymal tumor 

proliferation compatible with endometrial adenosarcoma. 

Pelvic MRI showed 13 mm inhomogeneous thickness of 

the endometrium, in T1 inhomogeneous hyposignal, T2 

inhomogeneous hypersignal, poorly enhanced after 

gadolinium injection, with infiltration of the 

anterofundial wall over 50% (picture 1, 2). The 

management consisted of total hysterectomy with 

bilateral adnexectomy and pelvic curage. Pathological 

examination of the operative specimens confirmed the 

diagnosis of uterine body adenosarcoma infiltrating less 

than 50% of the myometrium, with negative pelvic 

curage. The patient did not receive any adjuvant 

treatment, and the 3-year surveillance did not reveal any 

signs of locoregional or distant recurrence.  
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ABSTRACT 
 

Uterine adenosarcoma is an extremely rare tumor (8% of uterine sarcomas), characterized by a proliferation, 

malignant mesenchymal and benign epithelial. It is recognized by its difficult diagnostic and therapeutic 

management. Its prognosis is relatively favorable. The objective of this study is to report the clinical aspects and 

the therapeutic modalities of a case of uterine adenosarcoma revealed by postmenopausal metrorrhagia in a 63-

year-old patient, treated for luberkunian adenocarcinoma of the colon. Examination of the patient revealed a 

polyploid formation delivered through the uterine cervix. Biopsy curettage of the endometrium revealed the 

presence of a uterine adenosarcoma. Pelvic MRI showed a uterine lesion process infiltrating the myometrium by 

more than 50%. The treatment was essentially surgical. 

 

KEYWORDS: Adenosarcoma, Uterus, Hysterectomy. 
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DISCUSSION 
 

Adenosarcoma is uncommon combined neoplasm, 

mesenchymal and epithelial. It represents 8% of all 

uterine sarcomas.
[5,6]

 

 

These tumors are composed of benign epithelial 

elements, most often of the endometrioid type, and 

malignant mesenchyme, generally of low grade, which 

often determines the clinical behavior of these 

tumors.
[7,8,9,10]

 

 

Only a hundred cases have been described in the 

literature.
[10]

 classifying this tumor as a postmenopausal 

cancer, with an average age of occurrence of 58 years.
[11]

 

 

The risk factors are unknown. However, an association 

with previous pelvic irradiation, long-term estrogen use 

and prolonged exposure to Tamoxifen has been 

described.
[1,12,13]

 Our patient did not have any of these 

risk factors. 

 

The clinical symptoms are polymorphic, mainly 

metrorrhagia.
[8] 

Other non-specific indicators such as 

pelvic pain, vaginal discomfort or recent prolapse may be 

the cause of the medical consultation.
[5,14,15]

 Our patient 

suffered from isolated postmenopausal metrorrhagia. 

 

The physical examination is non-specific, and most often 

reveals a pelvic mass, an enlarged uterus.
[16,17]

 with on 

speculum examination, a cervical or endometrial polyp 

(22%) delivered through the cervix, which may be 

considered as the origin of the bleeding and confused 

with the tumor.
[5,8,14,15]

 as was the case for our patient. 

Thus, biopsy of a polyp delivered through the cervix, or 

biopsy curettage of the endometrium, are not always 

sufficient to make the diagnosis. It is only after the 

anatomopathological study of the hysterectomy specimen 

that the diagnosis is affirmed, revealing the two 

malignant mesenchymal and benign epithelial 

contingents.
[18]

 

 

The histological diagnosis is accurate in only 25% of 

cases,
[5,8]

 hence, many differential diagnoses can be 

considered, namely: low-grade endometrial stromal 

tumors, carcinosarcomas, adenofibromas, and embryonal 

rhabdomyosarcoma, especially in small specimens. The 

distinction between these different histological entities is 

best appreciated by applying morphological criteria. 

Immunohistochemistry has a limited role.
[19]

 

 

The optimal treatment for adenosarcoma is surgery, 

consisting of hysterectomy, usually with bilateral 

salpingo-oophorectomy,
[8,20,21]

 because it is usually a 

low-grade malignant tumor,
[22]

 with essentially local 

development, rarely invading the myometrium.
[23]

 Pelvic 

lymphadenectomy remains controversial. According to 

the literature, the invasion of the myometrium, the 

enlarged proliferation of the tumor, and the lymph node 

involvement expose the patient to locoregional 

recurrence, and to peritoneal and pulmonary metastases, 

which appear within 5 years in 30% of cases.
[24]

 Our 

patient underwent a total hysterectomy with bilateral 

adnexectomy and pelvic curage due to the invasion of 

more than 50% of the myometrium on imaging. 

 

Regarding the contribution of adjuvant treatment 

(chemotherapy and radiotherapy) in this type of tumor, 

the data are very controversial, due to the lack of studies 

and follow-up.
[17]

 The latter is not well defined. Adjuvant 

radiotherapy seems to have a role in better pelvic control 

and in reducing local tumor recurrence.
[25]

 On the other 

hand, adjuvant chemotherapy in patients with advanced 

disease or risk factors for recurrence may lead to 

prolonged progression-free survival.
[5,21,23]

 

 

Adenosarcoma is rarely metastatic,
[14]

 however, local 

recurrence is common and can occur in up to 50% of 

cases.
[21]

 Recurrence and metastasis depend on 

myometrial invasion.
[1] 

Our patient is currently 3 years 

after her surgical treatment, without recurrence. 
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CONCLUSION 
 

Adenosarcoma is an uncommon neoplasm of the female 

reproductive tract, occurring most commonly in the 

uterus. The prognosis is significantly worsened by the 

presence of myometrial invasion and/or sarcomatous 

proliferation. 

 

The standard treatment is surgical consisting of total 

hysterectomy and bilateral adnexectomy. Spread to 

regional lymph nodes is rare, hence lymphadenectomy is 

not necessary unless there is clinical suspicion before 

resection. The role of chemotherapy in the adjuvant 

setting requires further investigation. Additional research 

is needed to help improve patient outcomes with this rare 

disease. 
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