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Abstract: Retroperitoneal leiomyoma is a rare pathology, given the high prevalence of malignant 

tumours of the retroperitoneal space and the absence of surgical history of uterine fibromatosis.  We 

present the case of a 47-year-old patient, with no significant medical history, accusing pelvic pain, in 

which the CT scan showed voluminous pelvic tumour and uterine fibroma. Histological examination 

of the tumour showed retroperitoneal leiomyoma. 

 

                                                           
1Corresponding author: Andrei Lucian Sorin, Str Șoseaua Fundeni, Nr.258, Sector 2, București, România, E-mail: sandrei741@yahoo.com, Phone: 
+40722 232011 

Article received on 07.12.2021 and accepted for publication on 02.03.2022 
 

INTRODUCTION 

Leiomyomas are a frequent gynecological pathology, 

being the main cause for surgical interventions on the uterus. 

Although in the vast majority of cases they are attached to the 

uterus, it is possible for them to occur with unusual growth 

patterns, especially in women of reproductive age, such as the 

retroperitoneum. This makes them susceptible to be interpreted 

as other gynaecological pathologies, such as ovarian 

malignancies. In most cases, tumours originated from the 

smooth muscles of this region are malignant, namely 

leiomyosarcomas.  

Diagnosis of such pathologies can prove to be 

difficult, as tumour markers have low specificity, and imaging 

cannot always fully state the type of tumour. As preoperative 

biopsies are not always an available option, the only certain 

diagnostic is often histological examination of the resected 

specimen.  

Clinically, the symptoms are most of the time non-

specific, beginning to manifest when the tumour reaches large 

sizes and causes compression on adjacent organs, increasing the 

risk and difficulty of the surgical procedure. Also, the pelvic 

retroperitoneal placement of these tumours can pose a challenge 

regarding surgical approach and technique.  

For these reasons, pelvic retroperitoneal leiomyomas 

can cause difficulties regarding diagnosis, treatment and post-

operative management. 

 

CASE REPORT 

We present the case of a 47-year-old patient, with no 

significant medical history, accusing menometrorrhagia, with 

pelvic and abdominal pain.  

A CT scan of the abdomen and pelvis was performed, 

showing a voluminous pelvic tumour of 10/15/20 cm, with well-

defined margins, in contact with the posterior side of the uterus, 

as well as an intramural uterine fibroid (figure no. 1).  

Blood tests show a high level of CA-125, respectively 

111 U/ml, with no additional pathological findings. Surgery is 

performed, with the excision of a voluminous retroperitoneal 

pelvic tumour (figure no. 2) along with total hysterectomy for 

the uterine fibroid. 

 

Figure no. 1. Pelvic-abdominal tumour of 10/15/20cm, with 

well-defined margins, in contact with the posterior side of 

the uterus   

 
Histopathological examination of the tumour has 

shown benign mesenchymal proliferation suggestive for 

leiomyoma composed of smooth muscle fibres, with no nuclear 

atypia, associating vascular congestion and areas of necrosis. 

Postoperative evolution was favourable, with no pathological 

findings in follow-up examinations. 

 

Figure no. 2. Retroperitoneal pelvic tumour 

  
 

DISCUSSIONS 

Retroperitoneal tumours can have varying origins 

(pancreatic, renal, lymphoproliferative), both malignant 

(primary or metastatic) and benign, leiomyomas being a rare 

occurrence. Statistically, pelvic retroperitoneal tumours of 

malignant origin are 4 times more frequent than benign ones, 
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sarcomas representing one third of them. For benign tumours, 

neurogenic origin is the most frequent (neurofibromas, 

schwannomas), along with fibroids and lipomas.(1,2) Fibromas 

not connected to the uterus are a rare occurrence, as most 

frequent extrauterine locations are found in the genitourinary 

tract (ovaries, vulva, urethra and urinary bladder). Of these rare 

occurrences, even more unusual locations have been cited, such 

as disseminated peritoneal leiomyomatosis, parasitic 

leiomyomas, intravenous leiomyomatosis, and retroperitoneal 

mass.(3,4) Retroperitoneal tumours of leiomyomatous origin 

have an incidence of approximately 1.2%.(5,6) There is no clear 

consensus on the origin of these tumours, but there are theories 

that claim they originate either from smooth muscle tissues that 

are susceptible to hormone influence (7), from embryonic 

remnants of Wolff or Muller ducts (8), or of iatrogenic origin, as 

one study revealed that between 67 and 80% of patients with 

extra uterine leiomyoma had surgical history of hysterectomy or 

laparoscopic myomectomy with morcellation of the fibroma.(9) 

The presence of retroperitoneal fibromas has been associated 

with medical history of uterine fibromatosis (22.2%), or with 

uterine fibroma synchronous with the retroperitoneal one. 

(29.2%).(5) In the case of our presented patient, there was no 

history of surgical procedures, and has presented uterine fibroma 

synchronous with the diagnosis of the retroperitoneal tumour. 

Imaging holds a crucial role in the management of 

pelvic retroperitoneal tumours. Although it is not possible to 

differentiate between malignant or benign origin based on 

imaging alone, certain features like invasive growth, 

heterogeneous appearance or extensive central necrosis can be 

suggestive for leiomyosarcoma. Although CT scans can 

successfully show the anatomical limits of the tumour and 

describe homogenous attenuation for leiomyomas, these types of 

tumours are best described by MR imaging. Leiomyomas have 

signal that is isointense to that of muscle on T1-weighted images 

and hypointense to that of muscle on T2-weighted images, with 

homogenous enhancement. There is one cited prospective study 

done on 45 patients that found MRI to have a 95% sensitivity 

and 72% specificity for diagnosing an uncomplicated 

leiomyoma and a 10% sensitivity and 100% specificity for a 

cellular leiomyoma.(10,11) Our patient underwent a CT scan of 

the abdomen and pelvis, revealing the tumor to have well-

defined margins, a feature mostly associated with benign 

pathology. 

Regarding tumour markers, the patient had an 

elevation of over 3 times the normal limit of CA-125. While this 

marker is more specific for ovarian malignancies and not benign 

pathologies, there are studies that reveal a correlation between a 

high level of the marker and the size of the leiomyomas (12), as 

well as a decrease in the level of the marker following a 

decrease in the size of the fibroma after conservative treatments 

were applied.(13) Thus, it could be explained the high level of 

CA-125 in the context of a 20cm large fibroma. This marker 

could be used for monitoring the evolution of large-sized 

leiomyomas.(14) 

Symptoms of pelvic retroperitoneal tumours are not 

specific most of the time, beginning to manifest when 

compression of the adjacent organs occurs. In a study of 56 

patients over a 10-year period, all retroperitoneal pelvic tumours 

have been diagnosed in their symptomatic stage, most frequent 

symptoms including abdominal pain (83%), which was the case 

of our patient, urinary (51%) and gastrointestinal (42%) 

symptoms.(15,16) 

A common practice in the management of 

retroperitoneal tumours is performing a minimally invasive 

biopsy. This practice has certain advantages regarding precise 

diagnosis and facilitating a multidisciplinary approach. 

However, some studies suggest that local recurrence and tumour 

seeding following biopsy is low, but not negligible.(17)  

Because the patient presents symptoms due to the size and 

positioning of the tumour, we have considered biopsy is not 

necessary due to the clear surgical indication. Also, precise 

diagnosis can prove to be difficult with a small biopsy sample, 

and a much more detailed and exact description can be provided 

examining the whole resected tumour.(18,19) 

Elective treatment of these tumours is surgical 

resection, given that symptoms are present and the histological 

type is unknown. The most common surgical approach to the 

resection of these tumours is through laparotomy. Laparoscopic 

approach has been shown to have many benefits, such as shorter 

hospitalisation, less postoperative pain and reduced 

intraoperative bleeding.(18,20) However, laparoscopy is not 

widely applicable in this kind of pathology, mainly because of 

the difficult approach of a pelvic retroperitoneal tumour. There 

are studies that describe recurrence of malignant retroperitoneal 

tumours at the level of the trocar sites following laparoscopic 

approach.(21,22) We have chosen laparotomy because of the 

size of the tumour, its positioning, and given its unknown 

histology, morcellation would imply a great oncological risk. 

Although conservative treatments with curative aim of these 

tumours have not been found, there is one case in which 

vascular embolization of a retroperitoneal leiomyoma was 

performed. The main blood supply of the tumour was the left 

renal artery, which after its embolization led to the decrease in 

size of the tumour.(23) Hormonal treatments that are used in the 

management of uterine fibromas have shown risk of recurrence 

once treatment is stopped.(24) 

 

CONCLUSIONS 

Retroperitoneal position of leiomyomas is a rare 

occurrence, with no specific symptoms, and thus distinguishing 

them from other pathologies becomes difficult, more so as there 

are no markers specific for diagnosis. Because symptoms occur 

most of the time after the tumour has grown significantly, large 

tumour size can raise issues regarding diagnosis and surgical 

management. 

 

REFERENCES 
1. Strauss DC, Hayes AJ, Thomas JM. Retroperitoneal 

tumours: review of management. Ann R Coll Surg Engl. 

2011;93(4):275-280. doi:10.1308/003588411X571944. 

2. Van Roggen JF, Hogendoorn PC. Soft tissue tumours of the 

retroperitoneum. Sarcoma. 2000;4:17–26. 

3. Fasih N, Prasad Shanbhogue AK, Macdonald DB, Fraser-

Hill MA, Papadatos D, Kielar AZ, Doherty GP, Walsh C, 

McInnes M, Atri M. Leiomyomas beyond the uterus: 

unusual locations, rare manifestations. Radiographics. 2008 

Nov-Dec;28(7):1931-48. doi: 10.1148/rg.287085095. 

PMID: 19001649. 

4. Huma Z, Bagtharia S, Rathod K. A case of retroperitoneal 

leiomyoma. International Journal of Clinical Obstetrics and 

Gynaecology. 2019;3(6):159-160; 

DOI: https://doi.org/10.33545/gynae.2019.v3.i6c.408. 

5. Poliquin V, Victory R, Vilos GA. Epidemiology, 

Presentation, and Management of Retroperitoneal 

Leiomyomata: Systematic Literature Review and Case 

Report. J Min Invas Gynecol. 2008;15:152–160. 

6. Albert PS, Sinatra T, Nagamatsu GR. Retroperitoneal 

leiomyoma presenting as prostatic mass. Urology. 1974 

May;3(5):607-9. doi: 10.1016/s0090-4295(74)80257-8. 

PMID: 4830637. 

7. Billings SD, Folpe AL, Weiss SW. Do leiomyomas of deep 

soft tissue exist? an analysis of highly differentiated smooth 

muscle tumors of deep soft tissue supporting two distinct 

subtypes. Am J Surg Pathol. 2001;25(9):1134–1142. 



CLINICAL ASPECTS 
 

AMT, vol. 27, no. 1, 2022, p. 51 

8. Stutterecker D, Umek W, Tunn R, Sulzbacher I, Kainz C. 

Leiomyoma in the space of Retzius: a report of 2 cases. Am 

J Obstet Gynecol. 2001;185(1):248–249. 

9. Kho KA, Nezath C. Parasitic myomas. Obstet 

Gynecol. 2009;114:611–5. 

10. Fasih N, Prasad Shanbhogue AK, Macdonald DB, Fraser-

Hill MA, Papadatos D, Kielar AZ, Doherty GP, Walsh C, 

McInnes M, Atri M. Leiomyomas beyond the Uterus: 

Unusual locations, rare manifestations; 

RadioGraphics. 2008 28:7:1931-1948. 

11. Schwartz LB, Zawin M, Carcangiu ML, Lange R, 

McCarthy S. Does pelvic magnetic resonance imaging 

differentiate among the histologic subtypes of uterine 

leiomyomata? Fertil Steril. 1998 Sep;70(3):580-7. doi: 

10.1016/s0015-0282(98)00193-9. PMID: 9757898. 

12. Bischof P, Galfetti MA, Seydoux J, von Hospenthal JU, 

Campana A. Peripheral CA 125 levels in patients with 

uterine fibroids. Hum Reprod. 1992;7:35–38. 
13. Yen YK, Liu WM, Yuan CC, Ng HT. Laparoscopic bipolar 

coagulation of uterine vessels to treat symptomatic myomas 

in women with elevated Ca 125. J Am Assoc Gynecol 

Laparosc. 2001;8:241–246. 

14. Babacan A, Kizilaslan C, Gun I, Muhcu M, Mungen E, 

Atay V. CA 125 and other tumor markers in uterine 

leiomyomas and their association with lesion 

characteristics. Int J Clin Exp Med. 2014;7(4):1078-1083. 

Published 2014 Apr 15.   

15. Gatita CE, Georgescu I, Nemes R. Difficulties in diagnosis 

of primitive retroperitoneal tumors. Curr Health Sci J. 

2010;36(3):132–5611–5. 

16. Wee-Stekly WW, Mueller MD. Retroperitoneal tumors in 

the pelvis: a diagnostic challenge in gynecology. Front 

Surg. 2014;1:49. Published 2014 Dec 5. 

doi:10.3389/fsurg.2014.00049. 

17. Marcu RD, Diaconu CC, Constantin T, et al. Minimally 

invasive biopsy in retroperitoneal tumors. Exp Ther Med. 

2019;18(6):5016-5020. doi:10.3892/etm.2019.8020. 

18. Kondo W, Botchorishvili R, Desvignes F, et 

al. Laparoscopic management of a pelvic retroperitoneal 

leiomyoma—case report. Gynecol Surg. 2011;8:247–251. 

https://doi.org/10.1007/s10397-009-0533-z 

19. Dursun P, Salman MC, Taskiran C, Yüce K, Ayhan A. 

Retroperitoneal leiomyomatosis: a case report. Int J 

Gynecol Cancer. 2005;15:1222–1225. 

20. Eltabbakh GH, Shamonki MI, Moody JM, Garafano LL. 

Hysterectomy for obese women with endometrial cancer: 

laparoscopy or laparotomy? Gynecol Oncol. 2000;78:329–

335. 
21. Wang N, Wang K, Zhong D, Liu X, Sun J, Lin L, Ge L and 

Yang B. Port-site metastasis as a primary complication 

following retroperitoneal laparoscopic radical resection of 

renal pelvis carcinoma or nephron-sparing surgery: A 

report of three cases and review of the literature. Oncol 

Lett. 2016;11:3933-3938. 

22. Horiguchi A, Saito S, Baba S, et al. Port site recurrence 

after laparoscopic resection of retroperitoneal liposarcoma. 

J Urol. 1998;159:1296–7. 

23. Karray O, Boulma R, Abdi A, et al. Management of a giant 

retroperitoneal leiomyoma: a case report. J Med Case 

Reports. 2018;12:81. https://doi.org/10.1186/s13256-018-

1617-z 

24. Hague WM, Abdulwahid NA, Jacobs HS, Craft I. Use of 

LHRH analogue to obtain reversible castration in a patient 

with benign metastasizing leiomyoma. Br J Obstet 

Gynaecol. 1986;93:455–60. 
 

 

 

 

 

 

 

 

https://pubs.rsna.org/author/Fasih%2C+Najla
https://pubs.rsna.org/author/Prasad+Shanbhogue%2C+Alampady+K
https://pubs.rsna.org/author/Macdonald%2C+David+B
https://pubs.rsna.org/author/Fraser-Hill%2C+Margaret+A
https://pubs.rsna.org/author/Fraser-Hill%2C+Margaret+A
https://pubs.rsna.org/author/Papadatos%2C+Demetrios
https://pubs.rsna.org/author/Kielar%2C+Ania+Z
https://pubs.rsna.org/author/Doherty%2C+Geoffrey+P
https://pubs.rsna.org/author/Walsh%2C+Cynthia
https://pubs.rsna.org/author/McInnes%2C+Matthew
https://pubs.rsna.org/author/Atri%2C+Mostafa

