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Case Report 

A case of broad ligament leiomyoma presenting as an ovarian mass 
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INTRODUCTION 

Leiomyomas are the most common benign tumors of 

female pelvis during reproductive age affecting 

approximately 20-30% of woman aged 30 years or more.1 

These tumors can vary in size from microscopic to size of 

full term gravid uterus. The primary site of origin of 

pelvic leiomyomas is usually uterus, however these can 

arise from extra uterine sites in pelvis as well as in the 

abdomen.2  

Extra uterine leiomyomas although rare, however present 

a greater diagnostic challenge. Broad ligament is the 

commonest extra uterine site where leiomyomas are 

found, but its overall incidence is rare.2 One of the known 

feature of leiomyomas is that as these tumors enlarge and 

outgrow their blood supply, these undergo various types 

of degeneration named hyaline, myxoid, calcific, cystic, 

or red degeneration.1 When cystic degeneration is present 

in broad ligament leiomyoma, it may be confused with 

cystic adnexal tumor and may lead to problem in further 

management. Here we present a case of giant broad 

ligament leiomyoma with extensive cystic degeneration 

mimicking a pelvic adnexal tumor.  

CASE REPORT 

A 25-year-old unmarried female presented with history of 

lower abdominal pain associated with rapidly increasing 

abdominal distension for last 3 months. She had regular 

menstrual cycle and normal bowel and bladder habit. She 

also denied any history of anorexia or weight loss. She 

had no history of previous medical or surgical illness. 

There was no history of malignancy in the family. 

General physical examination was unremarkable. 

Examination of the abdomen revealed a firm, non-tender 
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mass with limited mobility arising from the pelvis 

corresponding to a uterine size of 32 weeks. 

Ultrasonography (USG) of abdomen revealed a 

20×17×11cm right adnexal multi-loculated cyst. The 

differentials diagnoses suggested on USG findings 

included mucinous cyst adenoma or cyst adenocarcinoma 

of ovary. Contrast enhanced computer tomography 

(CECT) scan of abdomen and pelvis was done for further 

evaluation. It showed a 12×17×17 cm well defined cystic 

lesion arising from the pelvis and ascending in the 

abdominal cavity (Figure 1).  

 

Figure 1: Contrast enhanced computer tomography 

(CECT) scan of abdomen and pelvis showing a 

12×17×17 cm well defined cystic lesion arising from 

the pelvis and ascending in the abdominal cavity. 

The lesion also showed internal septa and peripheral rim 

enhancement. Right ovary was not seen separately. The 

uterus was normal in size and grossly deviated to the left. 

The left ovary was normal. There was no free fluid seen 

in the abdomen or pelvis. Also, there were no features 

suggestive of regional or distant nodal metastasis. 

Routine laboratory testing including complete blood 

count, liver function test and renal function test and 

radiograph of the chest were normal. Tumor markers 

including CA-125 (22.4 IU/ ml), CEA (1.83/ml), CA-

19.9 (22U/ml), Beta HCG (1.20IU/ ml), LDH 

(1.17IU/ml), and alpha feto-protein (0.8 ng/ml) were 

within normal limit. On the basis of clinical examination 

and radiological findings a provisional diagnosis of 

primary ovarian tumor was made and patient underwent 

laparotomy. Laparotomy was done by infra umbilicus 

midline vertical incision. Laparotomy revealed a cystic 

mass arising from the right broad ligament. The uterus, 

bilateral tubes and ovaries were normal (Figure 2). One 

litre of sero-mucinous fluid was drained from the mass 

before removal. Enucleation of cyst was performed via an 

incision in to the anterior leaf of broad ligament. Gross 

pathologic examination revealed a 16×12 cm globular 

cystic structure in broad ligament with multiple fluid 

filled pocket. Histopathological examination revealed a 

broad ligament leiomyoma with extensive cystic 

degeneration. 

 

Figure 2: Laparotomy showing a cystic mass arising 

from the right broad ligament with normal uterus, 

bilateral tubes and ovaries. 

DISCUSSION 

Extra uterine leiomyomas as such are very uncommon, 

although, broad ligament is the commonest site for extra 

uterine leiomyomas. These benign smooth muscle tumors 

from broad ligament are usually hormone sensitive. 

Being benign in nature, these tumors are usually 

asymptomatic. However, if the leiomyoma reaches 

significant size, it produces pressure symptoms. It can 

push uterus to contralateral side or can potentially 

compress the surrounding pelvis structures and manifest 

clinically with various sign and symptoms.4,5 Our patient 

presented with abdomen pain likely due to huge mass and 

heaviness in the lower abdomen. However, there were no 

signs suggestive of compression of other organs.  

Management of patients with a large pelvis mass include 

a work-up for differential diagnoses. Differential 

diagnoses of broad ligament leiomyoma include benign 

and malignant tumours of ovarian origin, tubo-ovarian 

masses, broad ligament cyst, peritoneal inclusion cyst, 

haematoma, abscess, lymphocele and 

lymphadenopathy.1,2 USG is very useful investigational 

tool which can help in finding the origin of mass and 

narrowing down the differential diagnosis. However, 

when mass is large it may be challenging to delineate the 

exact origin of the mass and leads to problem in 

diagnosis.5-7 The USG findings of the index case 

suggested that the mass was of ovarian origin which was 

indeed a broad ligament tumour. CT scan and magnetic 

resonance imaging may provide further details and may 

be useful in most of the cases. Leiomyoma can undergo 

secondary changes which include degeneration, 

infarction, necrosis, haemorrhage and rarely sarcomatous 

changes. Among these cystic degeneration, as present in 

this case, is said to be found in 4% of all.1,6 These 

changes may also alter the radiological features and lead 

to confusion in diagnosis. In this case, radiological 

appearance on USG and CT scan of abdomen were 

suggestive of extensive cystic tumour arising from right 

adenexa with normal uterus and left ovary raise the 
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suspicion of right ovarian neoplasm. This case highlights 

that in many cases the exact diagnosis is only made 

during laparotomy.5,7,8 Once diagnosed, leiomyomas have 

very good prognosis. Surgery may be challenging in few 

cases due to enormous size. The attention is required to 

avoid the injury to surrounding structures such as ureter, 

bladder and intestine. 

CONCLUSION 

Broad ligament leiomyomas are uncommon pelvis 

tumours. Broad ligament leiomyoma, especially when 

very large in size, often mimic malignant tumours at 

imaging. Most commonly it mimics ovarian tumors. Our 

case highlights that broad ligament leiomyoma should be 

kept as differential diagnosis for adnexal or ovarian mass. 
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