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ABSTRACT: Lipoleiomyoma is a rare benign neoplasm. Most cases of lipoleiomyoma cannot be 

distinguished clinically from leiomyoma and can be diagnosed typically by gross glistening yellow 

appearance of tumour. The majority patients do not report any symptoms. Almost all cases of 

lipoleiomyoma reported in postmenopausal women are predominantly located in the uterus; 

however, extrauterine locations have also been reported. We report a case of intramural 

lipoleiomyoma in posterolateral uterine wall in 60 years old postmenopausal female who presented 

with mild cystocele. 
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INTRODUCTION: Lipoleiomyoma is a rare neoplasm consisting of smooth muscle and mature 

adipocytes. Reported incidence varies from 0.03% to 0.2%.[1] Most patients are perimenopausal and 

postmenopausal predominantly in fifties and sixties.[2] 

 Lipoleiomyoma are associated with ordinary leiomyoma. Contrary to uterine myomas which 

are usually found in women at reproductive age and regress after menopause. The signs and 

symptoms are similar to those caused by ordinary leiomyoma. Most patients are asymptomatic.[3] On 

USG leiomyoma appears as hyperechoic mass partially encased by a hypoechoic rim. The rim is 

thought to represent a layer of myometrium surrounding the fatty component.[1] 
 

CASE REPORT: A 65 years old postmenopausal woman with gravida 4 para 3 presented with 

complaints of mild cystocele associated with burning micturition and abdominal lump gradually 

increasing in size since 9 months. She has attained menopause at age of 50 years. 

 On vaginal examination, the uterus was anteverted and bilateral fornices were free and non-

tender. Her complete blood count, blood sugar profile, hepatic and renal function were within normal 

limits. Her chest x-ray PA view, electrocardiogram revealed no abnormality. Her ultrasonography of 

the abdomen and pelvis revealed a hyperechoic with partially hypoechoic rim arising from the uterus 

measuring 4.6x4.1 cm with high fat content with posterior acoustic attenuation and poor vascularity. 

Total abdominal hysterectomy with bilateral salpingo-oopherectomy was done and sent for 

histopathology. 

 Grossly on cutting open through the uterine cavity a well circumscribed yellowish fibroid 

measuring 4x4 cm was present in the posterolateral uterine wall. on cut section of fibroid, glistening 

yellow areas seen and another greyish white area of whorling was also identified measuring 1x1 cm. 

cervix and both adnexa were normal and unremarkable. Microscopically tumour was composed of 

adipose tissue admixed with connective tissue septa. The tumour is not encapsulated but adjacent 

myometrium is compressed to form false capsule. Immunohistochemically smooth muscle fibres 

intervening the adipose tissue were positive for desmin and smooth muscle actin. Thus confirming 

the diagnosis of lipoleiomyoma. Post-operative follow up was uneventful. 
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DISCUSSION: Pathologically lipomatous tumour of uterus have been categorized into 3 distinct 

group-: First group composed of mainly pure lipoma formed of encapsulated mature fat cells, second 

group of lipoma with mesodermal component such as lipoleiomyoma, angiomyolipoma, 

fibromyolipoma and rarest category of malignant neoplasm like liposarcoma which consist poorly 

differentiated fat cells undergoing sarcomatous change.[4,5] 

 Lipoleiomyoma is usually well circumscribed with a false capsule. These can be single or 

multiple, usually measuring 5-10 cm and size ranging from few mm to 32 cm.[4,6] Patients are mostly 

asymptomatic but can experience pelvic discomfort and pressure and vaginal bleeding.[6,7] 

Differential diagnosis of fat containing mass in female pelvis are benign cystic ovarian teratoma, 

ovarian lipoma, or possibly ovarian lipoleiomyoma.[5,8] Cases of liposarcoma developing from 

lipoleiomyoma have been reported. Another entity on the theme is adenolipoleiomyoma. We could 

also differentiate lipoleiomyoma from leiomyoma with fatty degeneration as adipose is distributed 

evenly throughout lesion and secondly lipomatous degeneration rarely occurs in smooth muscle 

tumour.  

In addition lipoleiomyoma can be differentiated from leiomyosarcoma by bland nuclei and 

paucity of mitosis in smooth muscle component.[6,9] The origin of the lipomatous tumour is 

controversial and different theories have been proposed: 1. Misplaced embryonal mesodermal rest 

with a potential of lipoblastic differentiation, 2. Lipoblast or pluripotential cells migrating along 

uterine arteries and nerves, 3. Adipose metaplasia of stromal or smooth muscle cells in leiomyoma.[7] 

It was previously called fatty metamorphosis, lipomatous degeneration, adipose metaplasia.[10,11] It is 

now regarded as true neoplasm. This tumour has excellent prognosis. 
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