
Introduction

Sarcomas are rare and malignant tumors of the uterus,

originating from the mesenchymal cell lines. They repre-

sent less than 1% of malignant tumors [1].

Uterine sarcomas include various histological types:

leiomyosarcoma (LMS), endometrial stromal sarcomas

(ESS), undifferentiated uterine sarcomas (UUS), and pure

heterologous sarcomas. LMS is one of the most common

histotypes and it is highly malignant. Little is known about

their etiology or incidence patterns [2]. The symptoms are:

postmenopausal bleeding, menorrhagia and/or metrorrha-

gia, abdominal pain, abdominal distension, urinary and/or

rectal symptoms, and increase of the uterus volume due to

the presence of these neoformations. In rare cases in which

the tumor may grow without ever being diagnosed and then

removed, it is possible to have a uterine rupture. If the

growth is towards the uterine cavity, it causes cramps and

bleeding, as an attempt to expel the uterine mass [3].

The diagnosis of sarcomas is exclusively histological, but

other diagnostic tools may help in suspected diagnosis: CT

scan, MRI, dosage of CA125, and curettage. The most re-

cent histological staging is the American Joint Committee

on Cancer (AJCC) 2010.

A review describes that the best therapeutic choice for

sarcomas is still surgery, while chemotherapy (CTX) and

radiotherapy (RT) can be used as adjuvant therapies. 

The authors emphasize how important it is to understand

the characteristics and behaviour of the disease in order to

establish the clinical and therapeutic outcomes [4].

Case Report

The authors present the case of a 71-year old woman, who was

under their observation for pain in the right iliac fossa. A com-

plete abdominal ultrasound was performed and it showed the pres-

ence of a massive lesion in the pelvis and in the right iliac fossa,

with parenchymal density, with a diameter of about 16 cm, lean-

ing against the uterus with poor periadnexal involement. The CT

scan reported the presence of an abdominal-pelvic mass, not sep-

arable from the uterus, of about 22 cm, but with no peritoneal ef-

fusion. It was not possible to establish the primitive site of the

mass, but considering both location and symptoms, the authors

supposed the right ovary, so they decided to remove it surgically.

During the pre-operatory hospitalization, laboratory tests

showed a slight but progressive reduction of haemoglobin, which

could not be explained by the responses of the imaging tests. Dur-

ing the surgical intervention, a small amount of peritoneal fluid,

an increased uterine volume, and a subverted anatomy were ob-

served (Figure 1). A haematoma was found in the uterus and this

could explain the progressive reduction of haemoglobin and the

very low presence of peritoneal effusion. Surgical intervention

also showed a neoplastic lesion in the omentum (Figure 2) and in

the meso-rectum, that were both removed.

The histopathology report described a uterus of 16 kg, greatly in-

creased in size, that also had a sponge-like swelling with blood in

the right side, breaking the wall of the uterine body, on the left side,

Revised manuscript accepted for publication September 9, 2014

A uterus soaked in blood with low haemoglobin

in a case of unrecognized uterine sarcoma

F.M. Pulcinelli1, A. Catalano1, G. Mallel2, B. Mossa1, D. Caserta1

1 Department of Gynecologic-Obstetrical Sciences and Urological Sciences, University of Rome Sapienza, Sant’Andrea Hospital, Rome
2 Department of Histology and pathological anatomy, University of Rome Sapienza, Sant’Andrea Hospital, Rome (Italy)

Summary

Introduction: Uterine sarcomas are rare and aggressive tumors. In some cases they can cause rupture of the uterus with or without

clinical and radiological symptoms. Therefore, it is important to observe patients with clinical and/or radiological suspicion of sarcoma,

even when there are no clinical manifestations. Case report: A 71-year old woman, who was under the authors’ observation for pain in

the right iliac fossa. The US and the CT scan showed an abdominal-pelvic mass.Laboratory tests showed a slight but progressive re-

duction of haemoglobin, which could not be explained by the clinical symptoms and by the results of the imaging tests. During the sur-

gical intervention, a small amount of peritoneal fluid, an increased uterine volume, and a subverted anatomy were observed A haematoma

was found in the uterus and this could explain the progressive reduction of haemoglobin and the very low presence of peritoneal effu-

sion. Conclusion: The rupture of the uterus could not have been suspected as the patient did not have any type of symptoms, except for

the slow and progressive reduction in the haemoglobin value. Therefore, it is important to observe patients with clinical and/or radio-

logical suspicion of sarcoma, even when there are no clinical manifestations.

Key words: Uterine leiomyosarcoma; Rupture of the uterus; Spontaneous uterine perforation; Clinical presentation of sarcoma;

Histopathology of sarcoma; AJCC 2010 staging.

EJGO European Journal of
Gynaecological Oncology

7847050 Canada Inc.
www.irog.net

Eur. J. Gynaecol. Oncol. - ISSN: 0392-2936

XXXVII, n. 1, 2016

doi: 10.12892/ejgo2759.2016



F.M. Pulcinelli, A. Catalano, G. Mallel, B. Mossa, D. Caserta 123

with the presence of stromal nodules that reached the margin of re-

section. The uterine cavity appeared haemorrhagic with necrotic

material; the wall was replaced by a neoformation with areas of

necrosis and haemorrhage. Neoplastic cells were mostly spindle-

shaped with pleomorphic and at times with bizarre giant nuclei and

a prominent mitotic activity with atypical mitotic figures (Figure

3). The diagnosis, therefore, confirmed the presence of poorly dif-

ferentiated sarcoma associated with acute and haemorrhagic serosi-

tis at the omentum, adipose tissue of the meso-rectum, and

characteristics of LMS poorly differentiated (G3) at the level of the

uterus (Figure 4). The tumor had a mitotic index of 50 mitosis/10

HPF (high-power field) and a proliferation index of 70%, the cells

were positive for p53 (Figure 5). The rupture of the uterine wall

was caused by the tumor that involved the full thickness uterus, in-

cluding the cervix to the resected margin; 40% of tumor necrosis of

large haemorrhagic type was also observed (Figure 6). Staging re-

sults were pT3b PNx PMx, G3, then according to AJCC 2010.

Subsequently, the patient was admitted for seven days at the

Postoperative Intensive Care Unit due to acute renal failure. Once

the parameters stabilized and the renal failure resolved, the pa-

tient was again admitted to the present department for six days.

Her clinical conditions improved, but X-ray showed a pleural ef-

Figure 1. — The uterus increased in volume and is soaked in

blood.

Figure 2. — Neoplastic lesion in the omentum.

Figure 3. — Neoplastic cells are mostly spindle-shaped with pleo-

morphic and at times with bizarre giant nuclei and a prominent

mitotic activity with atypical mitotic figures (H&E magnification

x200).

Figure 4. — Omental localization of leiomyosarcoma (H&E mag-

nification x100).
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fusion, albeit in lesser quantities, therefore the patient was dis-

charged, but under periodic control. Two days later, the patient

had a respiratory crisis and the next day she died. The rupture of

the uterus could not have been suspected, as the patient did not

show any type of symptom, except for the slow and progressive

reduction in her haemoglobin value.

Discussion

In literature, there are not many descriptions of cases of

uterine rupture; in some cases the rupture was clinically and

radiologically manifested, but not in others. Elbiss et al. [5]

described a case of a LMS that mimics the rupture of an

aortic aneurysm. 

The present patient complained of suprapubic and epi-

gastric pain radiating to the shoulders and hips, rapidly de-

veloping tachycardia and hypotension, when the team of

vascular surgeons subjected the patient to CT scan, they

found free fluid in the peritoneal cavity, an abdominal mass,

and no aortic aneurysm. Therefore, the patient was referred

by gynaecologists to an emergency laparotomy [5].

Hicks et al. [6] describe a spontaneous perforation of the

uterus presenting itself as an acute abdomen with haemoperi-

toneum in a patient with LMS. The patient complained of

symptoms similar to that of the patient presented in this case

report: pain in the lower abdomen, vomiting, diarrhea and

anorexia, but no gynaecological symptoms. During the la-

paroscopy, there was a haemoperitoneum with about 600 ml

of blood [6]. Also in the case described by Farhi et al. [7], a

LMS appeared with spontaneous haemoperitoneum.

The present patient initially presented with a pressure of

90/60 mmHg, a heart rate of 69 bpm, and an increased uter-

ine volume. The situation of the patient deteriorated rap-

idly and there were signs of hypovolemic shock; because of

this, the surgeons decided to perform a laparoscopy which

showed a haemoperitoneum of about 1,700 cm3 caused by

the rupture of the uterus [7].

Already in 1988, Barua et al. [8] described a LMS with

a haemoperitoneum. The patient was pale, with a pressure

of 140/90 mm   Hg and 80 bpm, had a fever of 38.8 °C, and

the abdominal examination showed an increased uterus,

haemoglobin resulted within the standard range, and the

profile of biochemical parameters were normal. The ultra-

sound showed a mass of eight cm pertaining to the uterus.

Laparoscopy detected 500 ml of haemoperitoneum caused

by rupture of the uterus. Otherwise, in other cases described

in literature, the rupture of the uterus was not clinically and

radiologically manifested, as in the present case [8].

In the case of Murdoch and Barr [9], the patient com-

plained of pain in the lower abdomen and the presence of

an abdominal swelling that increased over time. The pelvic

examination confirmed the presence of a pelvic mass. The

pressure was normal at 120/70 mmHg. Laboratory param-

eters were almost normal. The patient underwent subtotal

hysterectomy that showed a uterine rupture due to a tumor

mass, which the histology defined as sarcoma.

In the case of Wotherspoon [10], the patient had a his-

tory of anorexia, nausea, and occasional vomiting for two

Figure 5. — Most nuclei of neoplastic cells show a strong positive

staining for p53 (magnification x100).

Figure 6. — Tumor cell necrosis (H&E magnification x25).
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months, with a weight loss of five kg. The pressure of the

patient was120/80 mmHg with 80 bpm. Except for an in-

creased uterine volume, she did not have other gynecolog-

ical symptoms and abnormal laboratory parameters. During

surgical operation, a rupture of the uterus of about four cm

was found [10].

Conclusion

The authors present a case of a patient with a pelvic mass.

She did not show any clinical or radiological symptoms, ex-

cept for an unexplained decrease in the haemoglobin value

that was slow but steady. During surgery, a uterine increase

in volume was detected due to a haematoma with subverted

structure. Histological examination described a uterine sar-

coma, that caused the rupture of the uterine wall with dif-

fusion to the omentum and to the meso-rectum.

Uterine sarcomas are rare and aggressive tumors. In some

cases they can cause rupture of the uterus with or without

clinical and radiological symptoms. Therefore, it is impor-

tant to observe patients with clinical and/or radiological

suspicion of sarcoma, even when there are no clinical man-

ifestations.
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