- 0.G. China

RETROPERITONEAL TUMOR -

case report with a special comment on o_-m
technique of surgical removal

Yune SueEne CuENG

© ' Department of Obstetrics & Gynecology,
Taipei Medical College

Two cases of neurofibromas, one fibrolipoma and one fibroma of the
retroperitoneal. origin have been presented. Primary retroperitoneal
tumors are uncommon, the majority being sarcomatous. Benign tumors

as presented here are very rare.

Clinically, it may be asymptomatic or

may be responsible for obstructive dystocia or may simulate an wterine
fibroid - or an. adnexal tumor, thus, presents problems in &&e&:k&
diagnosis. Technically, surgical excision is not always easy and even
benign tumors tend to recur after apparent complete excision, hence,
nearly all retroperitoneal tumors should be considered either actually or
Dotentially malignant. We found it better to enucleate the tumor from
its capsule and then resect the capsule.

Retroperitoneal tumors are usually defined
as tumors that arise from retroperitoneal
tissues such as connective tissue, adipose
tissue, muscle fascia or nerve tissue?10.16),
Though Lobstein (1829)U% is credited with
applying the term, the first patient with a
retroperitoneal lipoma was reported by Mor-
gagni in 17619, Some authors® have applied
the term “Middeldorpf” tumors to those
Z:mo..m of many pathologic varieties in the
region <.o=:.w_ to sacrum, though what Mid-
nmEon.Ec:.Aomnlcom in 1885 only indicated
sacrococcygeal teratomas originated from
the postnatal hingut.

Pathologically, various entities are en-
countered; fibroma, fibrosarcoma, myxoma,
myxosarcoma, ganglioneuroma, haemangioma,
lymphangioma, lymphoblastoma, reticulosar-
coma, leiomyoma, leiomyosarcoma or dermoid
cyst has been described. The most common
types described in the literature are sar-
coma, lymphoma, lipoma and neuroblas-

toma®. Benign tumors, such as neurofibroma,
fibrolipoma or fibroma, are rather uncommon.
Two cases of neurofibromas. one fibrolipoma
and one fibroma are presented in the present

paper.
CASE PRESENTATION

Case 1 Neurofibroma

A 38 year old woman, gravida 1, para 1,
was admitted on May 12, 1962, because of a
tumor mass in the lower »cnoBa.P She has
had urinary frequency, difficulty in urination
since November 1960. Shortly after the

episode, she has found by herself that a

tumor mass was palpable in the.lower abdo-
men.. In May 1961, she had had an explora-
tory laparotomy for it; however, the retro-
peritoneal location deterred the surgeon from
dissection of the tumor. As the tumor got
increasing in its size, difficulty in urination
became worse and ocmcu»:os developed :.
addition.
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. Physically she wasa moderately developed

" and poorly nourished woman with chronically

5 ill appearance. B.P. was 132/80 mm Hg.

P&gé rate was :fegul'ar and 72 per min. Lung

field was free from réles and apical systolic

murmur was audible, Breasts were normal,

Lf A lower median longitudinal scar was visible

1 on the ,‘abdominal wall. A child head sized

3 elastic firm, nontender mass was palpable in

"fl_;e_ lower abdomen. Pelvic examination

- revealed that. the tumor had trespassed on

the pelvic basin and pushed the slightly
nl_ﬁrged uterus with its adnexae anteriorly.

_ Laboratory examination showed nothing

4$1ormal except for the increased ESR.
~ Laparotomy was carried out under gene-

‘ral anesthesia on May 15, 1962. A huge

retroparitoneal tumor was found to push the

‘uterus and the sigmoid anteriorly toward
pubis and was densely adherent to the post-
erior wall of the sigmoid. The capsule of

tumor was highly vascular and parts of -

W hich were made up of mesenterium and of
sigmoid. Enucleation of the tumor

ompanied with partial resection of the

igmoid, then resection of the capsule was

[

Her postopérative course was uneven-
nd she made a fair recovery.
: thological examination of the specimen
2aled a whitish pink, well encapsulated
: d solid tumor, measuring 16x13x8 cm
‘ e, weighing 960 gm. On cutting, it was
' s homogenous with tiny areas of mucoid
Bneration. The tumor had a fibrous
of which inner surface was uneven
lﬁny polypoid masses. Microscopic sec-
\:‘ owed a picture of neurofibroma. At the
"Tj eral part, several cells with hyper-
ic large nucei were szen, but no de-
sign of malignancy was noted. The
_: ‘masses on the inner surface of the
= Were found to be lymphnodes.
;Nenroﬁbroma
28 year old housewsfe, gravida 1, para
admitted on Dec. ‘12, 1962, because of

&
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A pelvic retroperitoneal tumor which was’
found occasionally at the time of cesarean
éection by an obstetrician 2 years ago. She
had been healthy and free from complaints

. since the operation, though the tumor was

not removed at that time. Several days prior
to admission, she had consulted the same

obstetrician for surgical sterilization, but the

doctor had considered that it was better to

" remove the tumor since it has been growing

in size, thereby, he referred the patient to us.
. Physically, no particular abnormal signs
were found except for the pelvic findings.
B.P. was 120/70 in mmHg." Bimanual exam-
ination revealed an anteverted, normal sized
uterus and negative adnexae. An over fist
sized hard tumor was v'palpable at the right
lafe_ro‘posterior aspect of the uterus.

Laboratory data were within normal limit
except for the increased ESR.

Laparotomy was performed under general
anesthesia on Dec. 25, 1962. An over fist
sized. tumor locating in presacrél retroperi-
toneum was extirpated. Postoperativf course
was uneventful. -

Pathological examination showed a solid
glbbular mass, measuring 8 x 7 x 6.5 cm in
size, weighing 220 gm, with fibrous adhesion.,
On cut surface, it was solid, fibrous and
pinkish white in color. Microscopically the
tumor was found to be a neurofibroma.
Case 3 Fibrolipoma

‘This is a 51 year old nulliparous, meno-
pausal woman, admitted on July 20, 1968
because of lower abdominal distension and
edema of lower extremities for about past 3
months. Family history and past history
revealed nothing contributory.

Physically, the patient was an emaciated,
moderately developed woman with clear con-
sciousness. Her B.P. was 110/70 mm Hg.
Breathing sound was vesicular yvithout rales.
Soft systolic murmur was audible at the apex.
The abdomen was distended but no definite
siéns of ascites were noted. Margin of the .
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liver was palpable. By pelvic exarhination.
a child head sized mass was palpable at the
right aspect of the uterine body which is
retro_v@arted and normal in size. Both adnexae
were negative.

Laboratory data were within normal limit.
Bafium meal and enema study of gastrointes-
tinal tract revealed displacement of stomach,
duodenum entire small intestines, ascending
colon to the left lateral aspect of the abdomen
by an extrinsic lesion. E.K.G. was within
normal limit.

Laparotomy was done under general
anesthesia. on Aug. 23, 1968 A huge lobulated
retroperitoneal tumor, occupying pelvic cavity
and extending upward, reaching the upper
abdomen was found. It was impossible to
remove the tumor en masse, thereby, it was
divided into several pieces and excised step
by step.

Pathologic examination of the specimen
showed six large tumor masses, measuring
up to 24x17x8 cm in size and weighing 4450
gm in total. The tumor was yellowish and
greasy. On cutting, it was made up of
entirely yellowish fat tissue but rather
rubbery firm than ordinary -fat tissue. No
sarcomatous area was found grossely on the
serial cutting. The uterus was rather
distorted by  two protruding myomatous

nodules on its anterior wall. Microscopically,

the tumor revealed a picture of fibrolipoma .

without evidence of liposarcoma.

She had been healthy until Summer of
1970 when she had found that her abdomen
was increasing in size again. She had con-
sulted another university hospital and had a
second laparotomy on July 23, 1970. A pal-
liative surgery with biopsy revealed a recur-
rence of lipoma. She was readmitted into
our hospital on Nov. 24, 1970 with complaints
of dyspnea and distended'abdomen. Physic-
ally, the patient was markedly emaciated and
dyspneic because of accumulation of ascites.
Laboratory ex. revealed; R.B.C. 215x10¢, W.
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B.C. 15,600, N.P.N. 32, B.U.N. 14, Protein
6.29, A/G ratio 0.31, Takata T 4, CCE 3+,

‘GOT 21, GPT 25. E. K. G. showed sinus tachy-

cardia, low voltage QRS complex with non-
specific ST-T changes. Chest x ray film shc_)weii
marked elevation of right hemidiaphragm.
The cachectic codition remained unimproved
in spite of our supportive therapy and she
expired on Feb. 14, 1971.

- Case 4 Fibroma

“This was a 39 year old housewife, gravida
5, para 5, admitted on May 4, 1971, because
of a lower abdominal tumor. She had noticed
a tumor mass in the lower abdomen for
years, however, no particular attention was
paid, since it causes little - discomfortness,
until several months ago when she noticed
that the tumor has been growing rapidly
in size and consulted a surgeon. External
irradiation with Co® was instituted under a
diagnosis of malignancy. The patient was
referred to us because the irradiation showed
no effect.

Physically, the patient was an emaciated
woman with chronically ill appearance. Her
B.P. was 130/80 mm Hg. Chest; negatix;e.
Lower abdomen was occupied by a child-
head sized tumor with brownish pigmented
skin due to external irradiation. By bimanual
examination, the tumor was located behind
the corpus uteri, connecting with the posterior

‘abdominal wall, firm and fixed.

Laboratory data were within normal limit.
Upper G I study revealed nothing abnormal
but barium enema study suggested an extf—
insic lesion compressing the colon. Chest X
ray film, negative. E.K.G., normal with
negative exercise test.

Laparotomy was carried out under spinal
anesthesia. on May 6, 1971. A large tumor
was located behind the uterus, simulating

a pseudointraligamentary ovarian tumor, .

however, after a careful searching, an elon-
gated ovary of the left side was found on
the lateral surface. The tumor seemed to be
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- arising from the first sacral bone with a
broad short pedicle. - Removal of the tumor,
simple hystereétomy and bilateral adnexec-
tomy were done.

Pathological study of the surgical specx-

; men showed that the tumor was 17x 15x% 10
cm in size and weighed 1100 gm. The outer
surface was moderately hemorrhagic with

' ﬁﬁroué atlhesion. 'On cutting, it was an well

~ encapsulated solid tumor, made up of myxo-

: -;'natous fibrous tissue, with some focal calci-

. fication. Microscopically, the tumor showed

a picture of fibroma with marked fibrosis of

the peripheral portion of the main tumor

probably due to irradiation. No evidence of
malignancy was noted.

_ Postoperative course was uneventful

f. except for a episode of cystitis which was

. overcome by antibiotic therapy.

COMMENTS

Primary retroperitoneal tumors are rare
‘-ﬂt incidance. Lovelady et al®) have found
_ about once in every 10,000 female admissions
“at Mayo Clinic; they have collected 127 cases
Jurmg a p“rlod of 38 years. Pathologically,
1 hese tumors were divided into 4 categories;
‘genital (579), mneurogenic (9%), osseous
(14 2%) and miscellaneous groups.. However,
he classification, as adopted by Johnson et
. into malignant and benign groups is
nore practical since the former group is
n ch more common than the latter group.
f 72 cases collected by Johnson et al during
‘period of 22 years, 56 or 78% were malig-
and the majority being sarcomatus (45
ASes or 62;). Sarcomas account for 37.6 of
éases reported by Schmid®® and account
68 or 3452 of 197 cases reported by
ihara et al®. On the other hand, presa-
I neurofibroma is very rare. In 1962,
.] and Beyer(® presented one case as
L 3s nine cases collected from the litera-
3 including 6 cases from the Lovelady’s
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series), Johnson (".t al® reported one in 72.
Several cases have been described by J apémese
authors(8:3) under a name of neurinoma.
None of such instances were included in the
large series reviewed by Melicow#®, North®?,
Pack and Tanban® or Ogihara et al3». In
spite of the fact that lipoma is one of the
common benign retroperitoneal tumors,
fibrolipoma is regarded as one of the rarest

tumor. Only one case was noted in the series

‘of 183 benign' tumors collected by Ando®™,

Fibromas are also rare; one in 72 cases of
Johnson’s series and one in 127 cases of
Lovelady’s series(b,

Clinicalfy, the retroperitoneal tumor pre-
sents no pathognomonic symptoms or signs.
They may be symptomless for many years®,
As the tumor increases in size, symptoms or
signs due to compression of the neighboring
structures by it will appear. For examples,
compression to bladder and ureter induces
frequency, dysuria, oliguria or even anuria;
to intestines, nausea, vomiting, obstipation or
frank intestinal obstruction; to blood vessels,
edema, varicosity, of lower extremities or
external genitalia; to nerve, neuralgia, num-
bness, or other motor and/or sensory distur-
bances. It may occasionally obstruct the
birth canal at the time of delivery or it may
simulate an utrine fibroid or an adnexal
tumor, thus, presents problems in differential
diagnosis. Occasionally, it may be responsible
for menstrual aberration, hypermenorrhea,
irregular bleeding, abortion, etc. in the first
patient, her symptoms were mainly of uro-
logical, caused by the compression of urinary
bladder or ureters. In the second patient,
her numbness, sore pain and tingling in the
right buttock, dorsum of the foot and lateral
aspect of the right leg sugggested that the
posterior division of the right first sacral
nerve being inolved and compressd by the
tumor®. The tumor was also responsible

for her dystocia which necessitated a cesarean

section.
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*Dizignosis is not- easy; the tumor may
Melody(®

gives some exceIlent d:agnostlc points in an

.simulate more common lesions®.

" article on presacral tumors by soft tissue
‘technique. Rectoabdommal exammatlon is
essentlal Roentgenographic examination al-
v_yays. give more valuable information. The
plain X ray ﬁlm' and laterél soft -tissue X ray
‘serdes are advxsable in_ all pelvic masses. G I

geries dntermme possible connection or dis-

placement of intestinal coils in a way to

show deep relations of the mass. 'Intravenous
and retrograde urography and presacral
~ retroperitoneal pneumograms® provide better
visualization of extragenital pelvic tumors
and help in differential diagnosis from urologic
conditions. Most retroperitoneal tumors lo-
cated ventral to the sacrﬁm give no definite
signs by which they may be diagnosed
correctly. They are usually diagnosed as
retroperitoneal tumors on- operation. In a
series of 267 cases, Schmid®® reported an
accuracy of preoperative diagnosis was only
1725. Ando® indicated that 37 cases or 4224
_of 88 cases were diagnosed correctly prior
“to operation. In the present 4 cases, no
definite diagnosis was made prior to the

operation; the diagnosis was . established by

‘the surgeon during the first laparotomy in
the first and second patient.. As to the third
and fourth patient, we have suspected the
retfopertoneai origin of the tumor, however,
.~ we were not sure about it prior to the
laparotomy. The final diagnosis of tumor
type depends on pathological examination.
All surgical spscimen of the present 4 cases
were studied pathologically at the Department
of Pathology, Taipei Medical College.
Treatment of the retroperitoneal tumor
" is mainly of surgical;
technically impossible or difficult to accom-
plish a total excision without giving injuries
to adjacent structures, such as, urinary tract,
blood vessels, intestines or nerves. As some

of these tumor: have a highly vascular

however, it is often
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capsule, aiarming ‘bleeding, even fatal, at the
tim’e'o_{ removal may occur®®. We found it °
better to enucleate the tumor from its capsule
and then resect the capsule. Sometimes, a

part of intestines or vessels should be sacri-

ficed. .Irradiatioh_ or chemotherapy is sug-

gested for those inoperable 'orA_i’ncomple'te
surgery,'or for prevention of rgcurre:ice in
case of malignancy(‘).. ; '

The prognosis is very grave for those
malfgnant categories; in J ohnson'_s sgries, only :

21 of the 56 malignant tumors were resectable

" and there was only 3 five year survivals.

The remaining 35 cases had palliative therapy,
including radiation or chémotherapy, and
there were no five year survivals in this
group.  The prognosis is better for those
benign tu‘r'nors, however, it has been empha-
sized by Johnson et al® that recurrence of
benign tumors after apparent congplete exci-
sion are not uncommon. The unfortunate
cli?ical course of the third patient with fibro-
lipoma presented here rgmihds us to consider
that ﬂearly all retroperitoneal tumoxﬁs‘are
either actually or potentially malignant, as
sug’gest'ed by Johnson et al®.,
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