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• 23 year old lady referred from KH as a case of complex 
cervical mass.

• Presented in July/2013 with 8 months h/o heavy 
periods and passing clots.

• No h/o postcoital or intermenstrual bleeding, no h/o 
contraception and no f/h of malignancy.



MRI : bulky uterus with thickened ill-defined 
endometrium and signs suggestive of submucosal fibroids 
with atypical features measuring 3.0 cm. There is also a 
cervical complex mass lesion with solid and multicystic
components? Deep nabothian cysts? Endocervical
glandular hyperplasia, however, adenoma malignum can 
not be excluded.



• Seen in the Royal Hospital in November/2013.

• TVS: degenerative submucosal fibroid and ? Adenoma 
malignum of the cervix.

• Posted for diagnostic hysteroscopy, possible resection of 
submucosal fibroid and endometrial biopsy.



Diagnostic hysteroscopy findings:

• Endocervical canal is normal with a pedunculated 
endometrial polyp, multiple endometrial polyps 
and two submucous fibroids. 

• Endometrial biopsy done.



Endometrium, biopsy: Multiple firm grey white 
polypoid fragments measuring in aggregate 2.0 x 
1.5 cm.



















Endometrium: Suggestive of an atypical 
adenomyomatous polyp.



• Discussed in MDT meeting in January 2014: Decided for a 
second set of hysteroscopy and polypectomy ( will need 
resection and not avulsion of the remnant polyp ).

• Went to India and had surgery.

• Presented again in March 2014.

• HPR: Hyperplastic adenomyomatous polyp.



• TVS: uterus with distorted endometrium measuring 1.9 
cm.

• Discharged home with menstrual calendar for 6 months 
and to come for appointment in September 2014.



• Patient lost follow up and presented again after 
3 years in April 2017 with the same complains.

• Had diagnostic hysteroscopy with polypectomy, 
endocervical curettage and cervical punch 
biopsy. 











Conclusion: The overall morphological features are 
consistent with mullerian adenosarcoma.



• Readmitted in July 2017 for staging hysterectomy with 
conservation of ovaries, subtotal omentectomy and 
nodal disection.



Grossly:

A gray white vaguely nodular tumour filling the 
endometrial cavity measuring 7.0 cm in length. It is 
seen extending into the isthmus  and is invading the 
cervix. The tumour shows many cystic spaces 
containing thin mucinous material separated by firm 
white tissue in the cervical region.



Microscopic diagnosis: Mullerian adenosarcoma
of the uterus involving the cervix. The tumour
invades < 50% of the myometrium, pT1bN0.
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DISCUSSION



• Mullerian adenosarcoma is an uncommon biphasic malignant 
mesenchymal tumor composed of a benign glandular component 
and a malignant, but generally low grade, stromal component. 

• It affects women of a broad age range. The incidence is highest 
in perimenopausal or postmenopausal women, but cases have 
been reported in children as young as 10 years.



• Patients may present clinically with abnormal vaginal 
bleeding and/or pelvic pain or, in a large percentage of 
cases, with no symptoms. 

• Although the uterine corpus is by far the most common 
primary site, it may also arise in the cervix, ovary, fallopian 
tube, or vagina.

• Adenosarcoma occurring outside the female genital tract 
likely represents tumors arising from preexisting 
endometriosis.



• The presence or absence of sarcomatous overgrowth is an 
important prognostic factor and should be assessed in all 
tumors and is defined as the presence of pure sarcoma 
(without any epithelial component) comprising at least 25% 
of the tumor. 

• Morphologic features of sarcomatous overgrowth are 
typically high grade and include severe cytologic atypia, 
brisk mitotic activity, and necrosis; however, high-grade 
stroma is not a requisite for the diagnosis of sarcomatous
overgrowth. 



• A small series of cases found that the 2-year progression-free 
and overall survival rates for tumors with sarcomatous
overgrowth were 20% compared with 100% for adenosarcoma
lacking sarcomatous overgrowth. 

• Another study demonstrated that 36% of adenosarcoma with 
myometrial invasion recurred, and the risk of recurrence in the 
absence of myoinvasion was only 7%.



• Tumors that arise in the ovary or extrauterine sites tend to 
have a higher recurrence rate secondary to lack of a 
physical barrier to spread within the pelvis and abdomen.

• When high-grade stroma is present but comprises less than 
25% of the tumor, it should be mentioned but no definitive 
data exist on the prognostic significance. 



Differential Diagnosis:

1. Adenofibroma:

• One of the main problems in the differential diagnoses of 
adenosarcoma is adenofibroma. 

• Using the 2003 WHO definition, adenosarcoma was 
distinguished from adenofibroma by the presence of a stromal 
mitotic count of 2 or more per 10 HPFs, significant stromal 
cellularity with periglandular cuffing and more than mild 
nuclear atypia of the stromal cells.



• However, this degree of mitotic activity is not always 
present in adenosarcomas and this is reflected in the 
2014 WHO Classification where no mitotic cut off is 
given to distinguish between adenosarcoma and 
adenofibroma.



• Adenosarcoma is much more common than adenofibroma, and 
there is controversy as to whether adenofibroma exists.

• A confident diagnosis of adenofibroma cannot be made on a 
biopsy or polypectomy specimen because adenosarcoma cannot 
be excluded unless the whole tumour is available for 
histological examination. 



• It has been suggested that adenofibromas and 
adenosarcomas should be combined into a single 
neoplastic category and the term adenofibroma dropped. 

• Although the entity of adenofibroma is retained in the 
2014 WHO classification, this diagnosis should be made 
sparingly.



2. Endometrial and cervical polyps:

• Occasional endocervical or endometrial polyps contain areas, 
which raise the possibility of an adenosarcoma.

• Features that overlap with those seen in adenosarcoma include 
the focal findings of:
(1) the ‘phyllodes-like’ architecture.
(2) increased cellularity surrounding the glands.

• Some of these features may be seen in association with 
tamoxifen therapy.



• Such cases are best reported as ‘endocervical or 
endometrial polyps with unusual features’. It recently 
has been shown that outcome is always uneventful.

• Some endometrial polyps may have a uniformly 
cellular stroma and may contain abundant smooth 
muscle (adenomyomtous polyp) or atypical stromal 
cells with a symplastic appearance. 

• These findings have no clinical significance and should 
not result in the misdiagnosis as adenosarcoma.





TREATMENT :

• Total abdominal or laparoscopic-assisted vaginal 
hysterectomy is the treatment of choice for uterine 
adenosarcoma, with or without bilateral salpingo-
oophorectomy. 



• Given the frequent positivity of estrogen and progesterone 
receptors in adenosarcoma, removal of the ovaries could 
potentially benefit patients, even in the absence of 
metastatic disease—but that benefit needs to be weighed 
against the age of the patient. 

• There is no standardized chemotherapy, hormonal therapy, 
or radiation therapy in adenosarcoma, but standard 
sarcoma chemotherapy regimens, appear to have some 
efficacy in adenosarcoma with sarcomatous overgrowth.



Key practice points: uterine adenosarcoma:

• The diagnosis of adenofibroma should be made sparingly, if at 
all, as tumours classified as adenofibroma can behave in a 
similar manner to adenosarcoma.

• Occasionally, a diagnosis of adenosarcoma can be made in the 
absence of mitotic activity in the mesenchymal component if 
other characteristic histological features are present.



• The two most important adverse prognostic 
features in adenosarcoma are deep 
myometrial invasion and sarcomatous
overgrowth.



• Before making the diagnosis of adenosarcoma, exclude an 
embryonal rhabdomyosarcoma when the cells surrounding the 
glands show a high mitotic rate and cytologic atypia.

• Occasional endometrial or cervical polyps have focal areas that 
raise the possibility of an adenosarcoma; however, follow-up in 
such cases is uneventful.

• Extensive sampling in an undifferentiated sarcoma or 
pleomorphic rhabdomyosarcoma may reveal areas diagnostic of 
adenosarcoma.
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