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Introduction
Rectal leiomyosarcoma is a rare malignant mesenchymal 

the colon and rectum.[1]Because of its rarity, its diagnosis, 
treatment and pathology often present challanges to the 
clinician. These tumours typically occur in the fifth and 
sixth decades of life and show a male predominance.[2] Most 
of the time accurate diagnosis of rectal leiomyosarcoma 
is difficult because their clinical presentation can mimic 
that of primary ovarian carcinoma.[3]The characteristics of 
this tumour such as its anatomical location, heterogenous 
solid features on imaging and non specific lower GIT 
symptoms can be confused with those of a Primary 
Ovarian tumour. Very few cases of rectal leiomyosarcoma 
have been reported. Here we report a case where there is 
synchronous growth of a primary Ovarian tumour with a 
rectal leiomyosarcoma. 

Case Report
A sixty three year old post menopausal woman was 
admitted in the gynaecology department with the 
complaints of lower abdominal swelling for past 6 months. 
In addition she had experienced lower back pain, irregular 
bowel habit and three episodes of bleeding per rectum. 
General examination, other system based examination and 
findings of routine haematological, biochemical and chest 
radiography were normal .Contrast enhanced CT revealed 
large abdominopelvic solid to cystic mass having multiple 
loculations and arising from left adnexa. In addition a large 
polypoidal mass lesion was noted in the recto sigmoid area 
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which was thought to be an extension of the adnexal mass. 
Pre-operatively biopsy was obtained from rectal growth 
and it was reported as malignant spindle cell tumour. 
Estimation of CA-125 level was within normal limit. 

The patient underwent total hysterectomy with removal 
of the adnexal mass and rectosigmoidal growth. Grossly, 
a specimen of total hysterectomy with ovarian tumour 
and part of recto-sigmoid region with a polypoidal 
intraluminal growth was received. Rectal growth 

growth was composed of fascicles of pleomorphic large 
spindle cells with moderate to abundant eosinophilic 
cytoplasm, oval to elongated atypical nuclei, frequently 
blunt ended, along with multiple mitotic figures (Fig 
2). Mitotic count was >10/10 high power fields. Focal 
areas of necrosis were also noted. Immunohistochemistry 
(IHC) showed positivity for smooth muscle actin(SMA) 
(Fig 3a) and negative for CD117 (cKIT)( Fig 3b). Based 
on the histopathological and immunohistochemical 
examination a diagnosis of leiomyosarcoma of rectum 
was made. No evidence of regional or distant metastasis 
was found. Large adnexal solid cystic mass was diagnosed 
as ovarian mucinous cystadenoma (Fig 4). Sections from 
cervix, endomyometrium, other sided ovary showed 
no specific abnormalities. Both adnexa were free from 
metastasis. Post operative period was uneventful and 
later on she was referred to oncology department for 
further treatment. Now the patient is on regular follow up 
and is doing well.

tumour accounting for less than 0.1% of all malignancies of 

measured 10x 7 x5 cm3(Fig 1). Histologically, rectal 
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Fig. 1: Specimen of enmass ovarian tumour with uterus 
and part of recto-sigmoid region showing rectal growth.

Fig. 3(a): Photomicrograph of leiomyosarcoma showing 
diffuse strong positivity for smooth muscle actin. 

Fig. 4: Photomicrograph of Mucinous cystadenoma of 
ovary(H&E 10X40 ).

Fig. 2:Photomicrograph of leiomyosarcoma showing 
fascicles of tumour cells with mitotic figures.(H&E.10X40). 

Fig. 3 (b): Photomicrograph of leiomyosarcoma showing 
IHC negativity for CD117(cKIT).
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Discussion
Leiomyosarcomas account for 10-20% of all soft tissue 
sarcomas. They arise most frequently from the uterus, 
gastrointestinal tract and retroperitoneal region.[4] However 
those arising from the rectum are very uncommon and 
account for less than 0.1% of all colorectal malignancies.
[1] Yung –taek et al 2013[3] reported one case of rectal 
leiomyosarcoma mimicking primary ovarian carcinoma 
where preoperative diagnosis was primary ovarian 
carcinoma but postoperative pathological diagnosis 
came out as leiomyosarcoma of rectum. N. Sahil et al[5] 
2016 reported a case of rectal leiomyosarcoma, where 
preoperative diagnosis was nonspecific, postoperative 
pathological diagnosis was confirmatory. Evans[6] reviewed 
56 cases of smooth muscle neoplasm of gastrointestinal 
tract followed for ten years, only 4 of them were located in 
the rectum. Randleman et al[7] reported a series of 22 cases 
of rectoanal leiomyosarcoma seen over 35 years and Walsh 
et al[8] reported a series of 48 anorectal leiomyosarcoma in 
31 years. 

Rectal leiomyosarcoma is associated with rectal bleeding 
and pain[9]. Radiological differentiation between 
leiomyosarcoma and leiomyoma is difficult. Overlapping of 
many radiological findings are also commonly encountered 
in patients with associated ovarian tumour. Hence pre-
operative radiological differentiation between ovarian 
tumour and rectal leiomyosarcoma is difficult. [10] Therefore 
final diagnosis needs to be confirmed by pathological 
examination. But superficial biopsy specimen may not be 
representative of the entire tumor and leiomyosarcomas 
may be misdiagnosed as leiomyomas. Some studies 
suggest the preoperative histological diagnosis of rectal 
tumor is adequate in only 29% of cases.[11] In our case 
preoperative histological diagnosis was given as malignant 
spindle cell tumor. Therefore final diagnosis needs to be 
confirmed by postoperative histopathological examination 
and immunohistochemical(IHC) analysis. On gross 
examination leiomyosarcomas are usually large and of a 
firm consistency, adherent to surrounding tissues. Foci of 
necrosis, haemorrahage and cystic degeneration may be 
seen.[12]On histologic examination typical leiomyosarcoma 
is characterized by sheets of densely packed spindle cells; 
cells are elongated with moderate to abundant eosinophilic 
cytoplasm. Centrally placed nucleus is usually blunt shaped 
or cigar shaped. In some cells perinuclear vacuoles are seen. 
In poorly differentiated tumor nucleus is more pleomorphic. 
Mitosis, necrosis, haemorrhage are more common in high 
grade tumors. On immunohistochemical examination 
these tumors express smooth muscle cell markers: sooth 
muscle actin (SMA),smooth muscle myosin heavy chain 
(SMMHC), h- caldesmon and recently transgelin .[13]

Leiomyosarcomas can be differentiated from leiomyoma, 
schwannoma, and gastrointestinal stromal tumor(GIST) 
on the basis of histopathology and immunohistochemistry. 
Among light microscopic findings the presence of 
mitosis is the hallmark of malignancy (5 or more mitosis 
per 10 high power fields).[14] In the past, most of the 
Gastrointestinal Stromal tumours (GIST) were diagnosed 
as Leiomyosarcomas. Immunohistochemistry (IHC) 
plays a very important role in differentiating it from 
Gastrointestinal stromal tumor(GIST). Diffuse strong 
positivity of this tumour for SMA and negativity for CD117 
differentiates it from GIST. [15] 

The spread of rectal leiomyosarcoma is mainly local or 
haematogenous. Lymphatic metastasis also reported in some 
tumors.[10] In our case no metastasis was found in resected 
regional lymphnodes. Prognosis of leiomyosarcoma is poor. 
Tumor size and degree of differentiation are known to be 
the most significant prognostic factor. Treatment of rectal 
LMS is controversial .Radical surgery, such as anterior 
resection or abdominoperineal resection, is preferred to 
wide local excision. Radical surgery is associated with a 
lower recurrence rate. Kalifa et al [2] reviewed 135 cases 
of rectal leiomyosarcoma, found local recurrence rate of 
67.5% with local excision compared to only 19.5% with 
abdominoperineal resection but there were no differences 
in survival rates.[2,14]Rectal leiomyosarcoma are chemo-
resistant and radio-resistant. Five year survival rate is 20%.
[16]

Conclusion
This case report points out the diagnostic problem of rectal 
leiomyosarcoma, particularly when there is a synchronous 
ovarian tumour. At the same time it also depicts the role of 
histopathological examination and immunohistochemical 
analysis in proper diagnosis. Leiomyosarcoma has 
poor prognosis so early diagnosis and prompt surgical 
intervention is advocated.
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