
JOURNAL OF MEDICAL
CASE REPORTS

Bayrak et al. Journal of Medical Case Reports 2014, 8:114
http://www.jmedicalcasereports.com/content/8/1/114
CASE REPORT Open Access
Disseminated peritoneal leiomyomatosis with
chronic constipation: a case report
Savas Bayrak1*, Esra Pasaoglu2, Ekrem Cakar1, Hasan Bektas1, Sukru Colak1, Mert Mahsuni Sevinc1 and Erdem Kinaci1
Abstract

Introduction: Disseminated peritoneal leiomyomatosis is a rare disease. Almost all disseminated peritoneal
leiomyomatosis cases described in the literature are associated with a gynecological disorder or a mass in the
abdominal cavity. Disseminated peritoneal leiomyomatosis with only chronic constipation has not been reported in
the English literature. We present a case of a patient with disseminated peritoneal leiomyomatosis who manifested
solely with chronic constipation.

Case presentation: A 49-year-old premenopausal nulliparous Caucasian woman was admitted with complaints of
abdominal distention and chronic constipation. Open subtotal colectomy with ileorectal anastomosis was
performed. There were diffuse nodular and polypoid tumor formations in her colonic mesoderm. Based on
morphological and pathological evaluation of the resection material, she was diagnosed with disseminated peritoneal
leiomyomatosis.

Conclusions: In general, disseminated peritoneal leiomyomatosis is seen in women who are of childbearing age with
estrogen hypersecretion. Preoperative diagnosis of disseminated peritoneal leiomyomatosis is almost impossible and it
can be confused with disseminated intra-abdominal malignancies. There are no specific methods to diagnose
disseminated peritoneal leiomyomatosis in a preoperative period.
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Introduction
Disseminated peritoneal leiomyomatosis (DPL) is a rare
disease which was first defined in 1952 by Willson and
Peale [1-3]. It is generally seen in women who are of
childbearing age with estrogen hypersecretion [1]. Pre-
operative diagnosis of DPL is almost impossible; DPL
can be confused with disseminated intra-abdominal ma-
lignancies [4]. The histogenesis of DPL is not clear due
to the rarity of the disease, although is thought to be
associated with benign smooth muscle proliferation
originating from the multicentric metaplasia of the
peritoneal surfaces [5,6]. In this study, we report a case
of a patient with DPL whose main complaint was
chronic constipation.
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Case presentation
A 49-year-old premenopausal nulliparous Caucasian
woman was admitted with the complaints of abdominal
distention and constipation. She indicated that she had
been defecating once every 7 to 10 days, frequently with
the help of a laxative, and had had serious abdominal pain
intermittently since childhood. She had undergone an ex-
ploratory laparotomy for ileus 1 year ago. The related sur-
gery report stated that her colon had been extensively
dilated and elongated, and there had been massive fecal
impactions obstructing her colon. The impactions had
been disintegrated and removed, and no other pathology
had been observed in the surgery.
Some laboratory and screening tests were carried out

for differential diagnosis of the patient. Laboratory test
results were nonspecific and tumor markers were within
normal ranges. Anal manometry confirmed the presence of
basal waves and rectosphincteric reflex. A barium enema
showed dilation of her entire colon. Her colonic transit
time was found to be prolonged. Her mucosal structure
had a normal appearance at colonoscopy and there were no
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Figure 2 Disorganized smooth muscle bundles in the
muscularis propria of the colon wall.
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extra pathological findings in defecography. Informed con-
sent was obtained and she underwent a subtotal colectomy
including ileorectal anastomosis due to chronic constipa-
tion. Significant elongation and dilation of her colon were
observed in the surgery. There were diffuse nodular and
polypoid tumor formations in the colonic mesoderm. Since
no early and late surgical complications occurred, she was
discharged from our hospital at postoperative day 5 with
surgical recovery.
The resection material was composed of distal ileum,

cecum, ascending colon, transverse colon and sigmoid
colon. Multiple nodular formations with a hard elastic
consistency were observed in the mesenteric adipose tissue
(Figure 1). They had a maximum size of 10 × 4 × 2.5cm;
they were spherical-ovoid or irregular in shape, combined
with each other and attached to her bowel wall by thin fi-
brous bands. The cut surface had a fibrous structure and
appeared gray-white in color. Colonic mucosa was nor-
mal, however, her bowel walls were hardened and partially
thickened (about 1.5cm). Her parietal and pelvic periton-
eum, mesoderm of the small intestine, uterus and ovaries
were macroscopically normal. There were disorganized,
irregular, partly dissociated smooth muscle bundles in the
muscularis propria (Figure 2). Lesions in the mesenteric
adipose tissue were composed of fusiform cells (with
eosinophilic cytoplasm and ovoid-fusiform nucleus) that
formed bundles crossing each other (Figure 3). The mar-
gins of the lesions were irregular. Mitosis, nuclear atypia,
necrosis and Ki-67 ratio were evaluated to differentiate
her case from a leiomyosarcoma (LMS). Mitosis, nuclear
atypia and necrosis were not observed and her Ki-67 ratio
was 1%. To differentiate her case from a gastrointestinal
stromal tumor (GIST), we evaluated actin, desmin, S100,
CD117 and CD34. Actin and desmin were positive
(Figure 4), whereas S100, CD117 and CD34 were nega-
tive in our patient. We also evaluated estrogen and pro-
gesterone receptors in order to support DPL diagnosis.
Figure 1 Nodular lesion, grey-white in color localized in the
mesenteric adipose tissue.
Both receptors were positive (Figure 5). The morpho-
logical appearance and the results of immunohistochemi-
cal studies were compatible with DPL.
Discussion
We report the case of a patient affected with the rare
disease DPL. It is difficult to diagnose DPL due to its re-
semblance to malignant conditions. However, there are
some differences to consider such as in the cases of LMS
and GIST. LMS has a higher mitotic index and shows nu-
clear atypia, tumor necrosis and infiltrative patterns [6].
Our case did not show mitosis, nuclear atypia and necro-
sis on microscopic evaluation. The Ki-67 ratio was also
1% in our case. GISTs do not commonly have smooth
muscle cells in the nodules and show immunohistochemical
expression of CD117 and CD34 [1,7]. CD117 and CD34
Figure 3 Lesion localized in the mesenteric surface with the
surrounding tissue.



Figure 4 Immunohistochemical staining showing desmin
positivity.
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were negative in our patient microscopically. By contrast,
on microscopic evaluation actin, desmin, estrogen and
progesterone receptors are expected to be positive in pa-
tients with DPL [1]. Actin, desmin, estrogen and proges-
terone receptors were positive in our patient. Thus, the
findings were compatible with DPL.
Female patients with DPL in cases reported in the lit-

erature were generally pregnant, using oral contracep-
tives or had malignant ovarian tumors expressing high
estrogen and/or progesterone at the time of diagnosis
[6,8]. Moreover, estrogen and progesterone receptors were
immunohistochemically positive in the majority of pa-
tients with DPL [8-11]. The estrogen receptor was also
positive in our case. However, the disease can occur in
males and postmenopausal females [11-13].
Some cases of DPL showed malignant transformation

[14]. There can be a relation between malignant trans-
formation and p53 overexpression. Yamaguchi et al. found
Figure 5 Estrogen receptor positivity.
that p53 was strongly positive in transformed malignant
cells [14]. Since patients with DPL with malignant change
have been reported to have poor prognosis, the expression
of p53 can also be checked in patients with DPL [14]. Sur-
gery is the primary treatment of DPL, but there is a little
information about the progressive tumors of the periton-
eum and metastatic tumors of DPL. Systemic chemother-
apy was also considered a treatment option for patients
with unresectable or metastatic disease [15]. Almost all
DPL cases described in the literature are associated with a
gynecological disorder or a mass in the abdominal cavity.
However, our patient did not show these clinical features.
Chronic constipation was the only clinical complaint in
the patient. The coexistence of chronic constipation and
DPL could be coincidental. However, chronic constipation
could be caused by DPL. Since the mesenchymal and the
large intestinal system were involved, it is possible that the
whole intestinal system could not work normally. DPL
with only chronic constipation has not been reported be-
fore. Therefore, our patient presents an unusual case of
the disease and should be followed for DPL.
Conclusions
It is important to diagnose DPL because some cases of
DPL can show malignant transformation. Pathological
evaluation is critical for diagnosing the disease. Other
signs and symptoms, such as chronic constipation, may
mask the diagnosis of DPL.
Consent
Written informed consent was obtained from the patient
for publication of this case report and accompanying im-
ages. A copy of the written consent is available for review
by the Editor-in-Chief of this journal.

Abbreviations
DPL: Disseminated peritoneal leiomyomatosis; GIST: Gastrointestinal stromal
tumor; LMS: Leiomyosarcoma.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
SB, EC and EP were involved in the conception of the report, review of
literature, manuscript preparation and submission. HB and SB performed the
surgery. SC, MMS and EK were responsible for manuscript critique and
review. All authors read and approved the final manuscript.

Author details
1Department of General Surgery, Istanbul Training and Research Hospital,
Kasap İlyas Mah. Org. Abdurrahman Nafiz Gürman Cd. PK: 34098., Istanbul
(212) 4596000, Turkey. 2Department of Pathology, Istanbul Training and
Research Hospital, Kasap İlyas Mah. Org. Abdurrahman Nafiz Gürman Cd. PK:
34098., Istanbul (212) 4596000, Turkey.

Received: 19 December 2013 Accepted: 17 February 2014
Published: 3 April 2014



Bayrak et al. Journal of Medical Case Reports 2014, 8:114 Page 4 of 4
http://www.jmedicalcasereports.com/content/8/1/114
References
1. Jeyarajah S, Chow A, Lloyd J, Zacharakis E, Purkayastha S, Tekkis P: Follow-up in

patients with disseminated peritoneal leiomyomatosis: a report of an
unusual, high-risk case. BMJ Case Rep 2009, 2009. doi:10.1136/
bcr.08.2008.0802. Epub 2009 Mar 20.

2. Sharma P, Chaturvedi KU, Gupta R, Nigam S: Leiomyomatosis peritonealis
disseminata with malignant change in a post-menopausal woman.
Gynecol Oncol 2004, 95:742–745.

3. Bekkers RL, Willemsen WN, Schijf CP, Massuger LF, Bulten J, Merkus JM:
Leiomyomatosis peritonealis disseminata: does malignant
transformation occur? A literature review. Gynecol Oncol 1999, 75:158–163.

4. Papadatos D, Taourel P, Bret PM: CT of leiomyomatosis peritonealis
disseminata mimicking peritoneal carcinomatosis. Am J Roentgenol 1996,
167:475–476.

5. Miyake T, Enomoto T, Ueda Y, Ikuma K, Morii E, Matsuzaki S, Murata Y: A
case of disseminated peritoneal leiomyomatosis developing after
laparoscope-assisted myomectomy. Gynecol Obstet Invest 2009, 67:96–102.

6. Tavassoli FA, Norris HJ: Peritoneal leiomyomatosis (leiomyomatosis
peritonealis disseminata): a clinicopathologic study of 20 cases with
ultrastructural observations. Int J Gynecol Pathol 1982, 1:59–74.

7. Valente PT, Fine BA, Parra C, Schroeder B: Gastric stromal tumor with
peritoneal nodules in pregnancy: tumor spread or rare variant of diffuse
leiomyomatosis. Gynecol Oncol 1996, 63:392–397.

8. Bourgain C, Pierré E, De Vits A, Amy JJ, Klöppel G: Disseminated peritoneal
leiomyomatosis. Pathol Res Pract 1994, 190:500–506.

9. Altinok G, Usubütün A, Küçükali T, Günalp S, Ayhan A: Disseminated
peritoneal leiomyomatosis. A benign entity mimicking carcinomatosis.
Arch Gynecol Obstet 2000, 264:54–55.

10. Düe W, Pickartz H: Immunohistologic detection of estrogen and
progesterone receptors in disseminated peritoneal leiomyomatosis.
Int J Gynecol Pathol 1989, 8:46–53.

11. Strinic T, Kuzmic-Prusac I, Eterovic D, Jakic J, Scukanec M: Leiomyomatosis
peritonealis disseminata in a postmenopausal woman. Arch Gynecol
Obstet 2000, 264:97–98.

12. Lausen I, Jensen OJ, Andersen E, Lindahl F: Disseminated peritoneal
leiomyomatosis with malignant change, in a male. Virchows Arch A Pathol
Anat Histopathol 1990, 417:173–175.

13. Komatsu M, Tsuchiya S, Kuroda T: Leiomyomatosis peritonealis
disseminata occurring in a postmenopausal woman: report of a case.
Surg Today 1996, 26:700–703.

14. Yamaguchi T, Imamura Y, Yamamoto T, Fukuda M: Leiomyomatosis
peritonealis disseminata with malignant change in a man. Pathol Int
2003, 53:179–185.

15. Lin YC, Wei LH, Shun CT, Cheng AL, Hsu CH: Disseminated peritoneal
leiomyomatosis responds to systemic chemotherapy. Oncology 2009,
76:55–58.

doi:10.1186/1752-1947-8-114
Cite this article as: Bayrak et al.: Disseminated peritoneal
leiomyomatosis with chronic constipation: a case report. Journal of
Medical Case Reports 2014 8:114.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Introduction
	Case presentation
	Conclusions

	Introduction
	Case presentation
	Discussion
	Conclusions
	Consent
	Abbreviations
	Competing interests
	Authors’ contributions
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


