
 
Case Report

Clinical Obstetrics, Gynecology and Reproductive Medicine

Clin Obstet Gynecol Reprod Med, 2017        doi: 10.15761/COGRM.1000179  Volume 3(2): 1-3

Uterine lipoleiomyoma: A case report and literature review
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Abstract
Uterine lipoleiomyoma is a rare type of leiomyoma consisting of smooth muscles and fat tissue. It is considered as the most common uterine tumor in the reproductive 
years. We report a 52-year-old multipara postmenopausal woman who presented an acute exacerbation of chronic pelvic pain. Ultrasound scan showed a 10 cm 
heterogenic lateral uterine mass. A primary diagnosis of teratoma was made and laparotomy was performed showing an anterior uterine wall mass. Histopathology 
examination showed mature lipoleiomyoma.
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Introduction
Uterine lipoleiomyoma (LL) is an unusual uterine fatty tumor wich 

most frequently occurs in asymptomatic obese perimenopausal or 
postmenopausal women [1]. Theses tumors are histologically composed 
of variable amounts of smooth muscle, fat cells, and fibrous tissue. LL is 
considered as a benign variant of leiomyoma predominantly located in 
intramural uterine fundus [2-4]. The incidence of this neoplasm varies 
from 0.03% to 0.2% [2,5,6]. Most frequently clinical manifestations 
include pelvic painful mass, micturiton problem, menstrual 
disturbances or infertility. In the majority of cases, patients report no 
symptoms.  The treatment options vary from expectant management 
to surgical therapy.   

Case report
A 54-year-old postmenopausal woman gravida 4, para 4 presented 

with a two month of pelvic pain and increased frequency of micturition. 
She experienced the last menstruation at the age of 49 years. Her 
past medical history was significant for a nervous depression and a 
pelvic mass diagnosed as a uterine fibroma and treated as such by the 
progesterone. A physical examination did not reveal any abnormalities. 
A pelvic examination detected a palpably solid and tender mass in right 
midline area. Blood laboratory test showed anaemia that would be in 
relation with breakthrough bleeding minimal and recidivantes; without 
any others abnormalities. Tumor markers were within normal limits. 
Uterine cervix presented no visible abnormalities. Cervical cytology 
was normal. Pelvic ultrasonography revealed a 10 cm heterogeneous 
pelvic hypoechoic mass, exerting mass effect on the uterine. Bilateral 
ovaries and adnexa were unremarkable. Computed tomography 
showed a heterogenic right lateral-uterine mass of 9×8 cm evocating in 
primary ovarian mature teratoma (Figure 1a-b). The patient underwent 
laparotomy for excision of the mass. On exploration, we found out that 
the mass was independent of ovaries and was developed from the right 
anterior uterine wall. It was pale yellow with a softer consistency on its 
cut surface (Figure 2). Both ovaries and fallopian tubes appeared normal. 
The mass was mobilized and freed intact. Pathology revealed that the 
tumor consists of mature lipocytes and smooth muscle evocating a LL 
(Figure 3a-b). The patient was discharged from the hospital without 
complications 5 days following surgery and was healing well without 
evidence of recurrence one year post-surgery.

Discussion
LL of the uterus is a rare variant of uterine leiomyoma in 

gynaecological practices. Obese menopausal women ranging from 50 
to 70 years old are the most vulnerable group for uterine LL and 90% 
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Figure 1a-b. Cross sectional view: shows a heterogenic latero uterine mass.
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pain, increased or abnormal menstrual bleeding periods, infertility 
problem, or pressure effects on surrounding organs like bladder or 
rectum. The differential diagnosis includes mature ovarian teratoma, 
benign pelvic lipoma, liposarcoma, extra-adrenal myelolipoma, 
lipoblastic lymphadenopathy and retroperitoneal cystic hamartoma. 
However, uterine LL are often diagnosed preoperatively as uterine 
leiomyomas or mature ovarian teratomas [11].

Radio imaging techniques such as MRI and CT can play an 
important role in determining the intra-uterine location and fatty 
nature of lipoleiomyomas but most of these are incidental findings 
postoperatively on histopathology. The sonographic appearance of 
leiomyomas is that of a heterogeneous mass containing hyperechoic 
areas due to the presence of fat. Similarly, on CT images it shows a 
fatty mass with areas of non-fat soft-tissue density arising from the 
uterus. MRI including fat suppression sequence is a useful technique 
to diagnose uterine LL with its high sensitivity and specificity to fat. 
It reveals a heterogeneous mass with high signal intensity on T1-
weighted images in the lesion [6]. Although, it is not often possible to 
differentiate uterine LL with other lipomatous tumours [12].

LL when asymptomatic require no treatment and are clinically 
similar to leiomyomas. Surgical management of these tumors is 
regularly by hysterectomy. Nevertheless, uterine artery embolization 
and myomectomy can be performed depending on patients’ symptoms, 
fertility desire, the site of the mass and associated uterine fibroids. It 
is important to differentiate these LL from ovarian teratoma, which 
requires surgical excision [13]. Lipoleiomyomas seem to have a benign 
clinical course. However, lipoleiomyosarcomas arising in uterine 
lipoleiomyomas had been reported in literature [14].

Some associations are also reported such as: lipoleiomyoma and 
primary ovarian leiomyoma [7], lipoleiomyoma of uterus and lipoma 
of broad ligament [8]. In our case, lipoleiomyoma happened in a 
postmenopausal woman. The main symptom was a frequent mixture 
due to bladder compression by the tumor. The primary diagnosis based 
on CT was a mature ovarian teratoma. Histological examination after 
surgical removal of the tumor revealed a lipoleiomyoma.

Conclusion
Uterine LL is a rare and specific type of leiomyoma with a 

considerable amount of adipocytes. These benign tumors of the uterus 
do not affect mortality. Although the final diagnosis of LL is established 
based on a histopathological test involving the tissue specimen, 
imaging studies play an important role especially in preoperatively 
demonstrating the fatty nature and exact location.
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Figure 2. Cut section of the tumor shows yellowish-white areas. 
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Figure 3a-b. Smooth muscle cell associated with lobules of mature fat cells (a: HE X 100 
; b: HE X 200).

of the patients are older than 40 years of age [7]. Histologically, LL is 
composed of benign smooth muscle cells and mature adipose tissue 
as was observed in our case (Figure 3). Adipocytes may be regularly 
positioned within the tumor or may exhibit a focal location [8].

Although the cause is unclear, fatty metamorphogenesis of the 
smooth muscle cells of leiomyomas is the most likely cause for the 
development of LL [2]. Fukunaga considered that some LL can result 
from lipomatous metaplasia of leiomyomas, a hypothesis supported by 
immunohistochemical findings [9]. Hormonal stimulation especially 
estrogen, growth hormone and progesterone, has been suggested as 
a possible cause [2]. In fact, a retrospective study analyzing 76 cases 
of LL in Turkey between January 2000 and April 2013 suggested 
that estrogenic manifestations may be an important factor in the 
development of the tumor [10]. This study found that 75.7% of 
LL had different types of lesions associated with hyper-estrogenic 
status such as adenomyosis, endometriosis, endometrial hyperplasia, 
polyps, complex atypical endometrial hyperplasia, and gynecologic 
carcinomas. The current case showed a history of fibroma treated by 
progesterone.

Uterine LL may be associated with metabolic diseases such as 
hyperlipidemia, hypothyroidism, and diabetes [10]. In the present case, 
only a history of uterine fibroma and nervous depression was reported. 
Uterine LL have a spectrum of clinical manifestations including pelvic 
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