CASE REPORT

Leiomyoma in Retzius’ space: An unusual location
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Abstract

We report the case of a 54-year-old woman who presented to our
hospital with microscopic hematuria. An imaging study revealed a
tumour in the Retzius’ space. The tumour was surgically removed
by an abdominal approach. Pathological examination revealed a
leiomyoma. This case demonstrates a leiomyoma in an unusual
location.

Case report

A 54-year-old female patient (gravida 2, para 0-0-2-0)
was referred to our department after microscopic hema-
turia was detected during a health screening. Transvaginal
ultrasonography revealed a 50 x 18-mm mass anterior to
the bladder, and transabdominal ultrasonography showed
a 95 x 51-mm mass between the bladder and the abdomi-
nal wall. Similarly, magnetic resonance imaging (MRI)
scan revealed a 94 x 53 x 74-mm smooth mass. On the
T1-weighted image, the tumour showed homogeneous signal
intensity equal to that of muscle; on the T2-weighted image,
it had heterogeneous, low signal intensity with crack-like
high-intensity lesions (Fig. 1, part A). Gadolinium-enhanced
T1-weighted image revealed that the tumour was surrounded
by an enhanced uniform thick capsule (Fig. 1, part B). There
was no evidence that this tumour was directly connected to
the surrounding structures, such as the bladder and ovaries.
On the basis of the results of these imaging studies, a leio-
myoma was suspected. The tumour was surgically removed,
through the abdominal approach, to exclude malignancy.
Because the encapsulated tumour had no direct connection
to the surrounding structures and had no feeding vessels, it
could be removed in its entirety.

On gross examination, the tumour was well circum-
scribed, encapsulated with thin fibrous tissue, and had a
greatest diameter of 90 mm. The cut surface of the tumour
was solid and homogeneous (Fig. 1, part C). Pathologic
examination revealed typical features of benign leiomyoma,
consisting of spindle-shaped uniform cells without nuclear
atypia and necrosis (Fig. 1, part D). Immunohistochemical
study revealed that the tumour cells were positive for HHF35
and estrogen receptor.

The recovery period was uneventful, and there was no
recurrence 2 years after surgery.

Discussion

Leiomyomas are common benign mesenchymal tumors
that can originate from smooth muscle cells; however,
leiomyomas in the retroperitoneal space are relatively rare.
Only 15% to 20% of all retroperitoneal tumors are benign
lesions, fewer than half are sarcomas, and the remain-
der consist of primary lymphoma or other malignancies
besides sarcoma." The incidence of leiomyoma among
all retroperitoneal tumours is estimated to be only 1.2%.?
Retroperitoneal leiomyoma are found most frequently in the
pelvic retroperitoneum and in the posterior retroperitoneal
space than in the anterior retroperitoneal space, including
Retzius’ space.’ Leiomyomas in Retzius’ space are extremely
rare, and only 3 cases have been reported (Table 1).*5

The differential diagnosis of tumours in Retzius’ space
includes true tumours and tumour-like lesions, such as a
hematoma® or an abscess.” Although the most important
differential diagnosis of retroperitoneal leiomyoma includes
leiomyosarcoma, there are no reports of leiomyosarcoma in
Retzius’ space. True tumours in Retzius’ space are extremely
rare, and very few cases, including 3 cases of leiomyoma,
have been reported.*>810

A clinical challenge in the management of retroperito-
neal leiomyoma is the accuracy with which it can be dif-
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Fig. 1. (A) Magnetic resonance T2-weighted image showing a tumour with low
signal intensity and crack-like high-intensity lesions. (B) Gadolinium-enhanced
T1-weighted image revealing a tumor with signal intensity equal to that of
muscle and surrounded by an enhanced uniform thick capsule. (C) The excised
tumour encapsulated with thin fibrous tissue showed a solid and homogenous
cut surface. (D) Hematoxylin and eosin-stained section (x400). The tumour
consists of spindle-shaped uniform cells without nuclear atypia or necrosis.
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ferentiated from malignant tumours, such as leiomyosar-
coma. Unfortunately, there is no highly accurate diagnostic
modality to rule out malignancy. One study reported that
pelvic MRI had 100% accuracy in differentiating uterine
leiomyoma from uterine leiomyosarcoma."” However, the
number of cases (45 cases; 41 benign and 4 malignant)
identified in the study was very small, and the ratio of benign
to malignant lesions in uterine smooth muscle cell tumours
was different from that in retroperitoneal smooth muscle
cell tumours; hence, we could not apply the results to the
diagnosis of retroperitoneal tumors (especially leiomyoma
and leiomyosarcoma). Although image-guided percutaneous
biopsies may be helpful in obtaining accurate pathological
diagnosis before surgical interventions, they could expose
patients to malignant cells if the pathology is not benign.

Conclusion

Treatment usually should be excision of the tumour. It
is curative in most cases and is considered necessary to
rule out malignancy given the current limitations in pre-
surgical radiologic diagnosis. There is no report of medical

Leiomyoma in Retzius’ space

Table 1. A summary of 4 cases in which a tumour was
present in Retzius’ space

Authors  Sex S int  imocaiy)

S:L;tltl?recker F 56 c}ff?f:gm?y 5-cm mass (MRI)
F 55 — 2-cm mass (US)

Reisenauer F 54 Voiding 4cminits

et al.2 difficulty greatest diameter

Niwa et al. 54 Microscopic 9.4 x53x7.4cm

(current case) hematuria (MRI)

F: female; US: ultrasonography; MRI: magnetic resonance imaging.

management or other interventional therapies, such as
embolotherapy for retroperitoneal leiomyoma.
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