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Abstract: Magnetic Resonance Imaging (MRI) is a superior imaging examination that is intended to 

add more information to the evaluation of gynaecological pathology. MRI has the advantage of 

providing additional information about the origin, nature, number, size, location and degree of 

degeneration of the tumour formations. The aim of the paper is to present our experience regarding 

the MRI investigation in gynaecological tumour pathology. We will present a case that has raised 

major issues of differential approach and diagnosis following the MRI result. MRI is a useful tool in 

tumour evaluation, but when it comes to gynaecological tumour pathology, both literature studies and 

our own experience show that its effectiveness is reduced in terms of the benign or malignant nature 

of a tumour. 
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INTRODUCTION 

The current trend in treating gynaecological tumour 

pathologies is to use minimally invasive surgery. In view of a 

minimally invasive approach, information about the benign or 

malignant nature of the tumour is extremely important. 

Although, at present, the minimally invasive approach has 

expanded to treat malignant pathologies, there are still cases 

where this approach is not recommended. Any additional 

information brought by imaging investigation into establishing a 

therapeutic course is essential.(1,2,3) In this paper we are 

interested in uterine leiomyomas, leiomyosarcomas and smooth 

muscle tumours of uncertain malignant potential (STUMP). 

Uterine fibroids are the most common pelvic tumour in women. 

Leiomyomas are benign tumours of the uterus resulting from its 

smooth muscles.(4) Most of the times, leiomyomas are 

asymptomatic, but there are situations where they can give a 

number of symptoms such as menorrhagia, metrorrhagia, pelvic 

and abdominal pain or compression. When they are 

asymptomatic, no treatment is required.(5) Uterine leiomyomas, 

on T1- and T2-weighted MRI scans look as sharply emarginated 

areas of low to intermediate signal intensity according to the 

literature data.(6,7) At the ultrasound, leiomyomas are 

concentrated, solid, hypoechoic, heterogeneous or hyperechoic 

masses within the myometrium or attached to it. At colour or 

power-Doppler imaging, circumferential flow around the tumour 

is often visible.(8,9) 

Uterine sarcomas are malignant tumours that have a 

rather poor prognosis. Most often these are large, single tumours 

that grow rapidly. They do not have specific echocardiographic 

or MRI features, but have vascularisation at the Power Doppler 

exam. Also, their imaging aspect with haemorrhagic and 

necrotic areas is not specific to uterine sarcomas. The same 

aspect can be found in uterine leiomyomas with 

degeneration.(10,11,12,13,14,15) Another category of tumours 

that are of interest in this paper is smooth muscle tumours of 

uncertain malignant potential (STUMP). The preoperative 

diagnosis of STUMP is difficult to obtain depending on the 

symptomatology or the imaging criteria. Clear diagnosis can 

only be given by the histopathological examination.  

Tumours of smooth uterine muscle were histologically 

divided into leiomyoma and leiomyosarcomas. Histological 

diagnosis of uterine sarcoma must be supported by at least two 

Stanford criteria. Moderate to severe diffuse cellular atypia, at 

least 10 mitotic figures/10 HPF and tumour cell necrosis criteria 

are found among the Stanford criteria; absence of necrosis and 

atypia, ≤ 4 mitosis indicating benign leiomyoma.(16) 

 

AIM 

The aim of the paper is to present our experience in 

the pelvic tumour pathology. We also intend, by reporting a 

clinical case, to evaluate the MRI contribution in establishing a 

diagnosis related to the malignant or benign nature of the pelvic 

tumour masses. 

 

CASE REPORT 

 We report the case of a 50-year-old patient who came 

to our clinic accusing pelvic pain, pelvic pressure, pollakiuria, 

and dyspareunia. The patient presented in her personal 

physiological history, two births, one vaginally, the other 

through caesarean. Also, the patient did not have a significant 

reproductive gynaecological history. Menarche was installed at 

the age of 13, the patient was currently presenting irregular 

menstrual cycles, metrorrhagia and menorrhagia and was in 

premenopause. The gynaecological examination revealed a large 

volume of abdomen on the back of a tumour that occupied the 

right flank. Also noticeable was the supple, elastic, synchronous 

and mobile abdomen with respiratory movements. The abdomen 

was painfully spontaneous and on palpation in the lower floor at 

the time of examination. No signs of peritoneal irritation. Also, 

the entire pelvis was occupied by an ovulatory tumour, well 

delimited with increased consistency, regular outline and 

difficult to mobilize, sensitive to mobilization. The spec exam 

did not detect cervical lesions without vaginal bleeding at the 

time of consultation. The vaginal touch revealed the uterus 

mobile with increased volume, sensitive to mobilization, being 

difficult to determine the affiliation of the tumour at the clinical 

examination. The ultrasound examination highlighted a 

voluminous tumour mass, retro uterine that occupied the entire 
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pelvis, oval, well defined, intensely hypoechogenic, 

inhomogeneous with areas with slightly higher exogeneity and 

low Doppler signal in the periphery. Following the 

gynaecological examination and the ultrasound examination we 

established the diagnosis of uterine fibroids with degeneration. 

 The MRI exam described a large tumour mass, which 

belonged to the retroperitoneum, with imaging characters 

suggestive of malignancy. Following the MRI result, the 

problem of differential diagnosis between the benign or 

malignant nature of the tumour formation has been raised. Also, 

its retroperitoneal location described in the MRI would pose 

great problems in terms of surgical approach. The patient has 

performed tumour markers that were within normal limits, 
without other pathological changes in routine investigations. We 

have put differential diagnostic problems on the location of the 

tumour. In the MRI investigation, the tumour mass was 

described as a retroperitoneal formation. Both clinical and 

ultrasound examinations were suggestive for voluminous uterine 

leiomyoma. Considering the large dimensions of the tumour we 

have chosen as a way to approach the classical laparotomy. 

After pre-operative preparation and pre-anaesthetic consultation, 

surgery was performed. We chose to open the abdomen on the 

Pfannenstiel incision. During surgery we found: a well-defined 

oval tumour with low consistency, mobile (figure no. 1). 

 The tumour mass located on the base of the broad left 

ligament occupying the pelvis and the left flank entirety. 

Clinical features were suggestive for degenerative uterine 

fibromyoma. Fallopian tubes, the uterus and ovaries looked 

normal and could be mobilized.  

 

Figure no. 1. Postoperative aspect of tumour mass 

 
Total hysterectomy with bilateral adnexectomy was 

performed. There were no complications during surgery. The 

patient was discharged on the 5th day after surgery. She had a 

good evolution, without immediate complications or at a 

distance. One month after surgery, the patient resumed her 

professional activity. 

The result of the histopathological examination 

confirmed the diagnosis established after the gynaecological 

examination and the ultrasound examination: Uterine 

leiomyoma with cystic degenerations, edematous, hemorrhagic, 

myxoid areas and plexiform aspects. The malignancy of the 

tumour mass suggested by the MRI investigation was denied by 

the histopathological examination. 

 

DISCUSSIONS 

MRI is a subjective investigation when it comes to 

interpreting the results obtained. The obtained images are 

interpreted by specialists, who may have different perceptions 

about the acquired imaging data. An important role in 

establishing a MRI diagnosis is the experience of the interpreter. 

The malignant or benign nature of gynaecological tumours is 

very important because, depending on it, we opt for therapeutic 

behaviour. Also, the character of tumours can also influence the 

path of surgical approach. In the case of a tumour with benign 

characteristics and of course, where the dimensions of the 

tumours allow us, it is most often chosen for minimally invasive 

surgery. If tumours have malignancies most often, one would 

opt for a radical and not conservative approach. In the case of 

gynaecological tumour pathology, in women in premenopause 

or climax, we believe that it would greatly reduce the cost if all 

tumours would be surgically treated at least as STUMP. Since 

the result of the histopathological examination is the only 

diagnosis of certainty, then it would greatly reduce the surgical 

interventions for relapse. The most difficult part of the treatment 

in these tumours remains the one related to young women who 

want to preserve fertility. It is hard to say what the best 

therapeutic strategy in these cases is. In the case presented in the 

paper, following the clinical and ultrasound examination, we 

focused on a benign uterine tumour pathology. Following MRI, 

we encountered difficulties primarily related to the malign or 

benign nature of the tumour. The temptation was to believe in 

the outcome of MRI, as it is supposed to be a superior 

investigation. Even it is a superior imaging investigation in 

many situations, but in our case, it turned out that it was not so. 

Another problem that we encountered in addressing this case 

was related to the location of the tumour. The description of 

MRI in which the tumour was described retroperitoneally 

required interdisciplinary collaboration with a general surgery 

specialist. Thus, for a case interpreted as simply to be 

approached after ultrasound and clinical examination, MRI has 

increased the cost of this case. Data obtained from MRI should 

always be interpreted in a clinical context. 

 

CONCLUSIONS 

From both our experience and the data published in 

the literature we conclude that MRI is not a specific 

investigation in determining the malignant or benign character 

of a tumour mass in gynaecological pathology. MRI is a costly, 

hard-to-reach investigation that provides poor information about 

the nature of gynaecological tumours. 
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