Radical abdomino-pelvic surgery in the management
of uterine carcinosarcoma with concomitant para-
aortic lymphadenopathy metastasising from
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SUMMARY

Uterine carcinosarcomas are aggressive gynaecological
cancers comprising less than 5% of uterine malignancies.
We present the case of a woman in her 70s with a
complicated history of advanced anal carcinoma treated
with pelvic radiotherapy and multiple laparotomies,
who was referred to gynae-oncology following MRI
surveillance imaging showing evidence of endometrial
carcinoma and para-aortic lymphadenopathy. Successful
surgical excision required multidisciplinary teamwork
between gynae-oncology, colorectal and urology
surgeons. The patient underwent midline laparotomy,
with adhesiolysis, ileum resection and side to side
anastomosis, posterior exenteration, left kidney
mobilisation and suspension, para-aortic lymph node
debulking and left ureteric stent insertion. Significant
challenge was posed by the extensive adhesions from
previous laparotomies and the debulking of the para-
aortic lymph nodes around the renal vessels. This case
demonstrates the importance of a multidisciplinary
approach in complex pelvic surgery and the vitality of
good communication between colleagues in achieving
effective patient care.

BACKGROUND

Uterine carcinosarcoma is a rare malignancy, typi-
cally presenting in postmenopausal women between
the age of 6070 years.' > Common initial symp-
toms include abnormal uterine bleeding, abdominal
bloating and pelvic pain, with hysteroscopy and
biopsy used to diagnose the majority of cases.” This
malignancy is primarily treated by laparoscopic total

Figure 1

PET scan images demonstrating moderate PET
avidity of the left para-aortic lymph nodes (standardised
uptake value max 8.7) and an focus in the apex of

the uterine fundus (SUV max 16.1) warranting further
investigation. PET, positron emission tomography.
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Figure 2 MRI pelvis scan sagittal view demonstrating
a multifocal endometrial 45 mm tumour that extends

into the outer half of the myometrium which is mildly
hyperintense on T2-weighted images, demonstrating
restricted diffusion and enhancement with gadolinium.
There is a hydrometra with an anterior—posterior cavity
dimension of approximately 25 mm. There is no extension
through the uterine serosa. The cervix appears normal.

hysterectomy and bilateral salpingo-oophorectomy
with pelvic (and para-aortic) lymphadenectomy.*
We report here a complex case of uterine carci-
nosarcoma and suspicious para-aortic lymph nodes
at the level of the renal vessels, complicated by a
history of multiple laparotomies and radiotherapy
for anal carcinoma. There is a known link between
pelvic radiotherapy and the development of
secondary uterine carcinosarcoma.’ ® In this case,
the tumour presented 5 years after radiotherapy
treatment, making a diagnosis of irradiation-
associated uterine carcinosarcoma or de novo
occurrence both possible. An extended posterior
exenteration was performed, consisting of en block
resection of the female reproductive organs and
rectosigmoid colon.” In order to sharply dissect
the lymph nodes and the renal vessels, mobilisation
of the left kidney was performed, a technique that
has been demonstrated in similar complex surgical
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gynaecological malignancy cases requiring multidisciplinary
team (MDT) input.8

CASE PRESENTATION

We present the case of a woman in her 70s who attended with a
change in vaginal discharge and was referred to gynae-oncology
following an MRI scan, which showed evidence of an endome-
trial tumour of potential malignant nature. She has a medical
history of insomnia, dyslipidaemia, reflux and a vaginointestinal
fistula. In addition, she was diagnosed with advanced anal canal
squamous cell carcinoma (SCC) (T4N3MO) in 2017 and has had
multiple laparotomies: a total splenectomy for traumatic injury,
a transverse colostomy due to a rectosigmoid diverticular stric-
ture obstruction, a lower anterior resection for diverticulitis,
with reversal of the colostomy 6 months later, and a subsequent
further laparotomy and loop ileostomy. She is postmenopausal
and has had two spontaneous vaginal deliveries. Her drug
history includes statins, omeprazole and amitriptyline, and she is
allergic to cephalexin. She has a body mass index of 20 kg/m?, is
an ex-smoker, and has a high performance status.

INVESTIGATIONS

The patient was under the care of the medical oncology team
with surveillance imaging, following complete response to
pelvic chemoradiotherapy for anal SCC. Positron emission
tomography (PET) demonstrated para-aortic lymphadenopathy
with evidence of necrosis and PET avidity, in addition to new
activity in the uterine fundus (figure 1). A subsequent MRI scan
confirmed a multifocal endometrial 45 mm tumour extending
into the outer half of the myometrium (figure 2). Proposed
differential diagnoses included a primary endometrial cancer
or metastatic disease from the anal cancer. Following hysteros-
copy and biopsy, histopathology confirmed a high-grade uterine
carcinosarcoma, which showed sarcomatous overgrowth and no
lymphovascular invasion. Both ovaries were shown to contain
benign serous cystadenofibromas, which were adherent to the
bowel. CT abdomen, chest and pelvis scan did not reveal any
metastasis or pelvic lymphadenopathy. There was also noted to
be significant scarring and adhesions.

TREATMENT

The patient was discussed at the gynaecological oncology MDT
meeting, which recommended that the para-aortic lymphade-
nopathy was likely metastatic disease secondary to the anal
cancer alongside a radiologically stage 1 carcinosarcoma of the
uterus. A plan was made for complete macroscopic cytoreduc-
tion without pelvic lymphadenectomy in view of normal radio-
logical appearances and previous irradiation.

Due to the complicated nature of this case, a surgical MDT
approach was used, involving the colorectal surgeons, gynae-
oncology surgeons and urologists (renal transplant specialists).
Once in the modified Lloyd Davies position and following
midline laparotomy, challenging adhesiolysis revealed inadver-
tent small bowel enterotomy formation, requiring resection of
the ileum and end to end anastomosis using the Barcelona tech-
nique.® Following full colonic mobilisation, the uterus was noted
to be adherent to the neorectum and was therefore mobilised
to the level of the pelvic floor. The fallopian tubes and ovaries
were frozen in adhesions and scarring. A posterior exentera-
tion (radical hysterectomy, bilateral salpingoophrectomy, en
block extended anterior resection of the mid transverse colon
to the low rectum below the previous anastomosis with further
stump mobilisation and stapling at the level of the anorectal
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Figure 3 Intraoperative image following dissection of the left-sided
para-aortic lymph nodes.

junction) and supracolic and infracolic omentectomy was then
performed.” ' This was completed following bilateral ureter-
olysis, ligation and division of the internal iliac arteries, round
ligaments and infundibulopelvic ligaments. The bladder was
reflected with subsequent colpotomy and rectovaginal septum
dissection. The retroperitoneal structures were approached
through Mattox and Cattel-Braash manoeuvres, with full expo-
sure of the aorta and inferior vena cava, and the (inferior mesen-
teric artery) was sacrificed. Following this, the left renal artery
and vein were skeletonised with ureteric dissection to the level
of the kidney, and the left kidney mobilised. The adrenal gland
was visualised and preserved. The enlarged 4cm para-aortic
nodal mass was excised with complete macroscopic debulking
around the renal vessels (figure 3). The left kidney was then
suspended to the abdominal side wall. Finally, cystoscopy and
left JJ ureteric stenting (under radiological guidance and pyelo-
gram) were performed. Two Robinson’s drains were left in situ
in the prepancreal and pelvic regions. There was no palpable
pelvic lymphadenopathy and no extrauterine (or indeed serosal)
macroscopic disease visualised at the time of surgery. In total, the
operation took 10 hours with an estimated blood loss of 500 mL,
for which the patient received 1 unit of red blood cells. The
patient was admitted to high dependency unit postoperatively.
The patient showed slow recovery with development of bilat-
eral segmental pulmonary emboli on day 7, requiring treatment
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Figure 4 Microscopic histopathology images demonstrating evidence
of metastatic squamous cell carcinoma of the left para-aortic lymph
nodes.

dose low-molecular-weight heparin. Due to several episodes of
acute confusion and hallucinations she under went CT head and
abdomen pelvis (CTAP), showing pyelonephritis, which was
treated with antibiotics, and her amitriptyline was withheld.
The left renal artery was noted to have been ligated. She was
discharged on day 17 with anticoagulation, urology and gynae-
oncology follow-up arrangements.

Unfortunately, 3 weeks after the surgery, the patient both
contracted COVID-19 and presented with generalised abdom-
inal pain and vomiting faecal material despite normal stoma func-
tion. CTAP revealed an 8 cm presacral pelvic collection. Seventy
per cent infarct in the left kidney was also noted, which was not
for further treatment following urology consultation. She was
managed conservatively with antibiotics following MDT discus-
sion including interventional radiology consideration. Input was
sought regarding COVID-19 status with a plan made for intra-
venous remdesivir in view of active solid metastatic cancer and
risk of severe COVID-19 (with the addition of dexamethasone
should the patient develop an oxygen requirement).

OUTCOME AND FOLLOW-UP

The patient was reviewed in the gynae-oncology clinic following
review of histology results at the MDT. This confirmed stage
1b uterine carcinosarcoma with para-aortic lymph nodes
showing metastatic anal SCC of stage T4 N3 M1 (figure 4).
Further gynae-oncology treatment was not recommended due
to previous pelvic radiotherapy, however, the patient has also
been referred to the colorectal MDT for consideration of stereo-
tactic radiotherapy to the para-aortic lymph node region for the
relapsed anal SCC.

DISCUSSION

Uterine carcinosarcoma is a rare gynaecological malignancy
characterised by poor prognosis, with one-fourth of patients
presenting with metastases.’ These tumours typically occur in
postmenopausal women with a peak incidence at the ages of
60-70 years.'! The typical presentation of the disease is with
abnormal uterine bleeding, rapid uterine enlargement, abdom-
inal bloating and pelvic pain, as well as features of distant haema-
tological and lymphatic spread.'* This case was unusual, in that
the patient’s cancer was identified by regular imaging surveil-
lance for her known enlarged para-aortic lymph nodes after
treatment for anal carcinoma. The patient reported a change in
vaginal discharge but was otherwise asymptomatic.

Numerous studies and case reports have reported the develop-
ment of secondary uterine carcinosarcoma following therapeutic
pelvic irradiation.” ® The interval between the time of irradiation
and the diagnosis of uterine carcinosarcoma varies between 3
and 30 years, with the total radiation doses ranging from 2400
to 8000 cGy.® In this case, the tumour presented 5 years after
the patients’ previous pelvic radiotherapy, making a diagnosis
of irradiation-associated uterine carcinosarcoma a possibility.
However, it cannot be completely ruled out that this was not a
de novo occurrence.

The standard management of high-grade uterine carci-
nosarcoma is a total hysterectomy and bilateral salpingo-
oophorectomy, as well as dissection of pelvic (and para-aortic)
lymph nodes, carried out through a laparoscopic approach.*
In this case, a posterior exenteration was performed—a
more radical procedure chosen due to the patient’s history
of anal carcinoma, the presence of bulky necrotic para-aortic
lymph nodes and her previous pelvic radiotherapy preventing
any future adjuvant treatment.” In addition, a midline lapa-
rotomy approach was used because of her complex history
of multiple laparotomies, and the need for adequate nodal
debulking around the renal vessels.

Para-aortic lymphadenectomy up to the level of the left
renal vein is recommended in the treatment of uterine carci-
nosarcoma due to improved overall survival of patients.'
One of the greatest challenges of this case was presented by
the critical relation of the bulky necrotic para-aortic lymph
nodes to the renal vessels and hence the uncertainty of
whether the left kidney could be preserved. The main nodal
mass was identified behind the left renal vein alongside the
aorta. In some cases, para-aortic lymph nodes in the region
of the left renal vein can be removed by exposing and moving
the left renal vein and artery with mobilisation. However, as
was the case here, if the metastatic lymph nodes behind the
left renal vein are grossly enlarged, the mobilisation of the
kidney allows a sharp dissection between the lymph nodes
and the renal vessels under direct vision.'*

A further complication to this patient’s clinical course is
that future adjuvant treatment of her uterine cancer is made
difficult by previous adjuvant pelvic radiotherapy for the anal
SCC. Adjuvant radiotherapy for uterine carcinosarcoma has
not been thoroughly evaluated, but one study has demon-
strated the advantage of radiotherapy for local control in
advanced disease.”” However, considering the possibility of
significant adverse side effects, pelvic radiotherapy was not
deemed appropriate here, due to her previous exposure.

Although certain challenges arise from involving multiple
specialities in a patient’s care; such as confirming and sharing
opinions on management strategies, and coordinating oper-
ating lists and rotas, multidisciplinary cancer care has been
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recommended by cancer organisations and healthcare organ-
isations as best practice since 1995.'® Multiple studies have
shown that multidisciplinary care for surgical procedures is
associated with reduced length of hospital stay, postoperative
complications and mortality." '* Overall, this case demon-
strates the importance of a multidisciplinary approach in
complex pelvic surgeries for uterine carcinosarcoma. The
patients’ medical history of multiple laparotomies with exten-
sive adhesions, and anal carcinoma, as well as the presence
of enlarged para-aortic lymph nodes in close proximity to
the renal vessels, led to the involvement of gynae-oncology,
colorectal and urology surgeons. With histological confir-
mation that the enlarged para-aortic lymph nodes removed
during the surgery were indeed caused by metastasis of the
previous anal carcinoma rather than the uterine carcino-
sarcoma, there will be continued liaison between multiple
specialities to decide on future treatment. The vitality of
teamwork between colleagues from multiple specialities has
hence been highlighted here, as well as the centrality of the
MDT to achieve the best outcome in such complex cases.

Learning points

» This is a complex case of a rare gynaecological malignancy,
complicated by previous multiple laparotomies anal
carcinoma, previous pelvic radiotherapy and enlarged para-
aortic lymph nodes at the level of the renal vessels.

» A multidisciplinary approach between gynae-oncology,
urology and colorectal surgeons was required to manage a
difficult pelvic surgery for uterine carcinosarcoma. This case
required careful planning and a full complement of specialist
expertise.

» Effective teamwork between colleagues in the
multidisciplinary team is essential to achieving optimal
patient care.
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