EXOGASTRIC LEIOMYOMA PRESENTING WITH MASSIVE
ASCITES

Zafer FERAHVKOSE, M.D., B.Biilent MENTES, M.D., Ekmel TEZEL, M:D., Giilen AYKOL* M.D.,
Omer ULUOGLU*, M.D., Ziya ANADOL, M.D., Ertan TATLICIOGLU, M.D.

Gazi University, Faculty of Medicine, Departments of Surgery and Pathology*, Ankara, Turkey
Gazi Medical Journal 6 : 83-86, 1995

SUMMARY : A case is reported with massive ascites arising from leioniyoma of the stomach. This is an
unusual manifestation of the neoplasm which usually presents with ulceration, obstruction or perforation.
Ascites formation was ascribed to the abundant vascular structure and the myxoid stroma of the tumor.
Projecting extrinsically with a tenous pedicle from its side of origin in the gastric wall, the tumor presented
additional diagnostic difficulties. An uncommon example of exogastric leiomyoma is documented with
emphasis on its very unusual presentation with ascites.
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INTRODUCTION

Gastric leiomyomas compose approximately 2
% of all gastric tumors and 40 % of all benign tu-
mors of the stomach (7, 29, 30). Because they are
usually small in size and asymptomatic, they are of-
ten undiagnosed during life (7, 21, 30). Smooth
muscle tumors of the stomach generally present
with nonspesific symptoms and signs of gastric ul-
ceration, gastric outlet obstruction or perforation
(1,2, 5, 18, 24, 25). Extrinsic growth away from the
serosal surface of the stomach may result in interes-
ling, unusual manifestations and diagnostic diffi-
culties.

We observed a case of this relatively uncom-
mon tumor presenting with ascites. Ascites forma-
tion has not been described previously in large seri-
es reviewing gastric smooth muscle tumors. No ot-
her reports have been found in the literature regar-
ding this unusual presentation (3, 10, 24, 28, 31,
32). Preoperative diagnostic difficulties in determi-

ning the origin and the nature of the tumor and a ret-
rospective evaluation regarding the relationship
between the histologic features and ascites are con-
sidered.

CASE REPORT

A 58 year old man was admitted to our surgical
department for evaluation of the abdominal disten-
sion. The patient had been well until about 2 months
prior to admission, when a mild, dull pain in the epi-
gastrium and abdominal swelling of gradual onset
developed. His stools became more frequent. No
other symptoms including haemetemesis and mele-
na were described. He had not received any detailed
diagnostic work-up or treatment. Physical exami-
nation revealed presence of ascites with bulging
flanks dull to percussion, shifting dullness, fluid
wave and slight umblical herniation. A large roun-
ded painless epigastric mass was noted. Paleness of
the conjunctivas was the only other positive fin-
ding.
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Results of routine laboratory evaluations-inclu-
ding liver function tests-were normal except for a
low hemoglobin level of 10.6 gr/d]. Endoscopy de-
monstrated normal gastric mucosa. Barium enema
showed a slight downward displacement of the
transverse colon with no intrinsic abnormality. Ab-
dominal ultrasonogram confirmed the presence of
massive ascites and revealed a large solid mass se-
parate from the liver and pancreas, and without any
connection to great abdominal vessels (Fig | A, B).
A diagnostic paracentesis was performed. The fluid
was transudative and cytologic examination sho-
wed no abnormality. Computed tomographic scan-
ning of the abdomen did not specify the origin of the
solid vascularized tumor, the other abdominal
structures being normal. Intraveneous pyelogram
showed normal findings.

An exploratory laparotomy was carried out fol-
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Fig- IB
Fig - 1A, B : Abdominal ultrasonogram confirmed the presen-
ce of ascites and revealed a large solid mass of undetermined
origin with well defined borders.
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lowing transfusion of 2 units of packed red cells. At
surgery, about 4 liters of ascites were aspirated. An
uncapsulated, fragile dark red mass protruded from
the abdominal cavity. It was attached by a thin pe-
dicle to the greater curvature near the antrum (Fig
2). The mass was removed with a 4-5 cm. wedge of
the stomach. A liver biopsy was performed. Other
abdominal structures were normal.

Fig - 2 : Intraoperative view showing the connection of the tumor
with the greater gastric curvature.

Gross examination revealed a roundish solid
dark red mass, measuring 15x12x8 cm. The cut sur-
face showed small partially empty spaces contai-
ning blood clots. On microscopic examination,
elongated blunt ended cells arranged in bundless
and carrying the well-known characteristics of
smooth muscle fibers were admixed with vascular
structures with thin irregular walls and surrounded
by a framework of reticulum fibers (Fig 3). Some
areas of the tumor showed myxoid change in the
stroma. A close relationship between the vascular
muscular layer and tumor cells was noted. There
were evidences of mild pleomorphism, but no nec-
rotic areas or invasion to the adjacent structures.
The mitotic count was very low. The final histolo-
gic diagnosis was gastric (vascular) leiomyoma.
The liver biopsy specimen was normal.

The postoperative course was uneventful. The

patient has been well after almost 5 years, free of as-
cites.

CONCLUSION

Gastric leiomyomas are relatively uncommon
tumors originating from the smooth musculature of
the gastric wall including the musculature of the



Fig - 3 : Tumor cells arranged in typical bundels are admixed
with irregular vascular structures (HE staining, x40) and the
abundant stroma shows myxoid changes (HE staining, x80).

gastric blood vessels (25, 30). In a series of 160 ca-
ses of gastrointestinal smooth muscle tumors by He
et al, leiomyomas were reported to be the most co-
mon type, the most frequent site of tumor formation
being the stomach, and the more common mode of
growth being extraluminal expansion (13). Smooth
muscle tumors of the stomach generally present
with symptoms and signs of gastric mucosal ulcera-
tion, gastric outlet obstruction or perforation (22,
25, 30). Compression of the inferior vena cava with
the eventual development of bilateral deep venous
thrombosis and - -w interesting cases of intraperi-
toneal hemorrage secondary to exogastric leiomyo-
ma presenting with spontaneous haemoperitoneum
were reported (1, 15, 16,17, 18, 19, 23, 25, 26, 32,
33). The diagnosis is usually made by gastroscopy,
contrast radiology, CT scan and ultrasonography
(6, 13, 25, 33).

Anatomic location of the tumor and its position
regarding the relation between the muscle wall of
the stomach and the main portion of the tumor is va-
riable in different series (4, 13). Tumor extending
into the peritoneal cavity as an exogastric formation
may cause diagnostic difficulties. Even sophistica-
ted imaging techniques such as ultrasound, CT scan
and MRI may not allow physicians o differentiate
between the variety of unrelated disorders such as
pancreatic, hepatic or mesenteric tumors or cysts or
abdominal sarcomas (2, 14, 19). Extrinsically gro-
wing tumors may also form' fibrotic capsular attach-
ments to adjacent organs or structures which obscu-
re their origin even more (19). In our patient, neither
ultrasound nor CT scan established the origin of the

mass and its exact nature. The lack of the common
clinical features of a gastric leiomyoma and unusu-
al presentation with ascites were obviously impor-
tant confusing and misleading factors considering
preoperative diagnosis.

The microscopic appearance is generally typi-
cal in smooth muscle tumors altough it may occasi-
onally be varried and bizarre, especially when lei-
omyoblastomas are concerned (4, 27). In our case,
the tumor possessed an abundant vascular pattern
and a myxoid stroma. An interesting microscopic
observation was the relationship between the vas-
cular muscular layer and the tumor cells. Itis obvio-
usly not possible to be certain that the tumor arised
from vascular or mural smooth muscle and whether
this might contribute to the rich vascular structure
of the tumor in our case. There are similar observa-
tions in the literature on the basis of the light mic-
roscopy (20). In our opinion, the formation of asci-
tes in this condition was ascribed to the edematous
myxoid stroma of the tumor and the eventual inter-
ruption of venous return as the tumor enlarged. Par-
tial torsion of the tumor around its thin pedicle
might also contribute to ascites formation (8). Tor-
sion of certain pelvic structures, such as large uteri-
ne leiomyomas has also been reported to cause asci-
tes (9). The recurrence rate of gastric leiomyomas
depend on the extent of resection and the histologi-
cal features of the tuor, varying from 10 % to 40 %
in different series (3, 10, 21). We think that, extrin-
sically growing gastric leiomyomas deserve speci-
al attention considering unusual presentations, one
of which is here reported to be ascites.
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