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Rare case of an anorectal leiomyoma
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SUMMARY

Introduction Leiomyoma is a kind of benign tumors of smooth muscle origin, occurring mostly through-
out the genitourinary system. They are rarely found in the anorectal region, where they represent less
than 0.1% of the tumors of the rectum. Due to this exceptional occurrence, we report a case of leiomyoma

arising in the anorectal region.

Case outline A 43-year-old otherwise healthy woman presents with the big mass in analorectal region.
Major complain is pain and discomfort while sitting. Magnetic resonance imaging is done and pathohis-
tology report confirmed large leiomyoma. Abdominoperianeal resection of the rectum was performed
due to the size of the tumor. Postoperative course was uneventful.

Conclusion There is no gold standard technique, and decision about the best surgical approach for all
pathohistological types of tumors in the anorectal region. The decision sometimes has to be made ac-

cording to size and major complains.
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INTRODUCTION

Leiomyoma are benign tumors of smooth
muscle origin occurring throughout the geni-
tourinary system [1]. They are usually present
as an intrauterine tumor, but may occasionally
be extrauterine. The leiomyomas, which evolve
to lose their attachment from the uterus and
become adherent to other organs (such as the
broad ligament, omentum, or retroperitoneal
connective tissue) and acquire blood supply
from them, are call parasitic leiomyomas. They
can be found anywhere in the abdomen and pel-
vis. Extrauterine leiomyoma can be classified
according to the place of origin as a piloleio-
myoma (derived from erectile muscles of hair
follicles), an angioleiomyoma (from blood vessel
smooth muscle wall), or a genital leiomyoma
(derived from) tunica dartos of the scrotum
[2]. In the digestive tract, the most common
presentations are in the stomach, followed by
the small intestine, but are rarely found in the
anorectal region, where they represent less than
0.1% of the tumors of the rectum, with a rare
presentation in soft parts, mainly in the perianal
topography [3, 4]. Literature shows that the anal
leiomyoma is a rare finding: isolated cases have
been reported, and the most common presenta-
tion is a painless tumor in this area [4]. Due to
this exceptional occurrence, we report a case
of lelomyoma arising in the anorectal region.

CASE REPORT

A 43-year-old otherwise healthy woman came
to the office because of anal region disorders

Figure 1. Clinical presentation of the anorectal leio-
myoma

and uneasiness while sitting. She noticed a
bump in the anal region, which got bigger in
size through the course of one year. This was
her first visit. She denied other symptoms ex-
cept pain during defecation. Her medical family
history was unremarkable. Physical examina-
tion revealed a large mass protruding from
the anal canal and the anus itself (Figure 1).
On rectal examination, the anus was passable
for a fingertip; endoscopy or endoanal ultra-
sonography could not be performed due to
extreme discomfort and size of the lesion. The
laboratory and biochemical results were within
the referential values, findings on abdominal
ultrasonography were normal. The magnetic
resonance imaging (MRI) was done followed
by a biopsy. Pelvic MRI showed an expansive
tumor of the rectum of the anus without the
uterus and the bladder infiltration (Figure 2).
Pathohistology report confirmed leiomyoma.
Due to the size of the tumor and infiltration
of muscles, abdominoperineal resection was
performed (Figure 3). The postoperative course
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Figure 2. Magnetic resonance imaging finding of the large anorectal
leiomyoma

was uneventful. One year after the surgery, control exami-
nation results were good, and the patient gave written con-
sent for this case presentation, including the accompanying
images, case history, and data.

DISCUSSION

In 1845, the first description of leiomyoma was made by
Virchow, who defined it as a benign tumor of mesenchy-
mal origin developing from smooth muscle fibers. The
leiomyoma can develop in any place where smooth muscle
is present. In the previous classification, it belonged to the
so-called gastro-intestinal stromal tumor (GIST). Nowa-
days, the GIST is considered a soft tissue tumor, as well as
the leiomyoma, but it has its own identity based on specific
immunohistochemical pattern, while many tumors previ-
ously defined as leiomyoma are now classified as GIST
and even have a different type of treatment [5, 6]. The
leiomyoma have exhibited positivity for smooth muscle
actin and negativity for CD117 and CD34 (c-Kit). Desmin
may be absent, or it may be expressed later [4, 7]. Histo-
logical patterns are similar to those of leiomyosarcoma,
but in leiomyosarcoma, a higher degree of cellular atypi-
cal activity with local pleomorphic and increased mitotic
activity is expressed. There are no well-established criteria
to determine malignancy in these tumors, with some char-
acteristics suggesting a malignant behavior: tumor size
(> 5 cm), histological appearance (necrosis, ulceration,
or cells with atypical) and increased number of mitoses
(> 2 mitoses per field, with a 10-fold increase) [4, 8]. In the
case presented here, the growth and the size of the tumor
suggested its malignant behavior.

It is classified as superficial or deep. The latter is further
divided in somatic and retroperitoneal [2]. The superficial
variant usually affects the extremities with the same inci-
dence in both sexes whereas the retroperitoneal generally
involves the pelvic region in fertile women, like in this case
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Figure 3. Speciment after abdominoperineal resection for anorectal
leiomyoma

[2, 9]. The organs mainly involved in gastrointestinal tract
are the stomach and small bowel, less frequent regions are
esophagus, colon, and anorectal localization which is fairly
uncommon [5, 10]. In the anorectal region, they represent
only 3% of leiomyomas of the gastrointestinal tract and less
than 0.1% of rectum tumors, rarely found in soft tissues,
mainly in the perianal area, and 3.8% incidence of all soft
tissues benign tumors [11].

Considering their growth type, these tumors are divided
into three variants: intraluminal, extraluminal, and intra-
mural. Intraluminal leilomyomas are usually located in the
posterior wall of the distal part of the rectum as in the case
presented here, and they may be sessile or pedunculated.
On the other hand, extraluminal leiomyomas generally
grow from the colonic wall inside the abdomen and they
often resemble a GIST [12]. Sometimes the tumors grow
in both directions, forming an “hour glass,” which could
be said for this case according to the MRI [5, 6].

Preoperative diagnosis is difficult because most pa-
tients are asymptomatic and these tumors are commonly
identified during endoscopy and imaging examination.
The symptoms related to the presence of leiomyoma vary
widely. They may include pain, rectorrhagia, tenesmus or
they can be confirmed by a biopsy and the treatment de-
pends on their alteration, which is confirmed by medical
examination. Biopsy is often non-informative because it
does not involve the entire tumor, including the full evolu-
tion of histological characteristics [3, 6]. The radiological
imaging, such as MRI or 360° tridimensional transrectal
ultrasound, are useful to identify and localize the mass, to
provide information on its relationship with the adjacent
structures such as the anal sphincter or uro-gynecological
structures and to indicate the operative strategy [5].

The treatment of perianal lelomyoma consists in the
complete surgical resection, ensuring tumor-free margins
[3]. Since local resection was impossible due to the size of
the lesion and sphincter involvement, abdominoperineal re-
section was performed as suggested in other cases reported.
The recurrence rate is low when complete local excision is
performed, but the extended postoperative follow-up with
clinical and complementary examinations is important to
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confirm the absence of the disease or to detect any recur-
rences and\or malignant transformation [12, 13]. All peri-
anal lesions need a final diagnosis, leiomyoma should be
considered in differential diagnosis of tumors in anorectal
region. The best surgical approach depends not only on
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nature of the tumor, but sometimes decision has to be made
according to size and major complains.
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'KnuHnykmn ueHTap Huw, LieHTap 3a MUHUManHo nHBasueHy xupyprujy, Haw, Cpbuja;
2KnuHnYkM yeHTap Huw, KnuHuka 3a gurectusHy xupyprujy, Huw, Cp6uja;

3YHusep3auTet y Huwy, MeguumHckmn pakyntet, Huw, Cpbuja

CAMXETAK

YBog Jlejomviomu cy 6eHUrHN TYMOPU NMOPEeKNa raTkux Mu-
wrha Koju ce yrnaBHOM jaBJbajy Ha FEHUTOYPYHAPHOM TPAKTY.
PeTKo ce cpehy y aHopeKTanHoj pervju, rae YnHe marbe og 0,1%
CBYVIX TYMOpa PeKTyMma. Y pay je nprKkasaH U3y3eTHO peaak ciy-
Yaj NlejoMroMa aHopeKTaslHe peruje.

Mpukas 6onecHnKa YeTpaeceTTporoanilba, Have 3apaBa
)KEeHa jaBuna ce 360r Be/IMKe Mace y aHOPEKTaHOj peruju.
»Kanuna ce Ha 601 1 HENaroAHOCT TOKOM ceferba. MarHeTHa
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pe3oHaHLa y3 NaTOXUCTONOLIKM Hana3 nokasasna je BenuKm
nejomunom. 360r BenmumnHe Tymopa 1 Niokanvsauuje n3segeHa
je abpomuHoneprHeanHa peceKkuuja pektyma. lMoctonepatnaHm
TOK MpoTeKao je 6e3 KomnamKauuja.

3aK/byyak He noctoju 3naTHM CTaHAJapA Koju ce Tuye Xu-
PYPLLKOT neyera 3a CBe MaTOXMCTONOLLIKe TUMOBE Tymopa y
aHopeKTanHoj pernju. OgnyKka ce noHekag AOHOCK Yy OfHOCY
Ha BeNMYMHY TYMOpa 1 rMaBHe Terobe 60necHuKa.

KrbyuHe peun: aHanHu KaHan; JiejoM1UoMm; Xupypruja
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