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Leiomyomatosis of Mesenteric Lymph Nodes Associated with
Duodenal Adenocarcinoma

Kam-Fai Lee, MD; Paul-Yann Lin, MD; Yun-Chung Cheung', MD

Leiomyomatosis of lymph nodes is an extremely rare disease. Only a few cases have
previously been reported in pelvic lymph nodes. They were related to a benign uterine
leiomyoma, a metastasizing uterine leiomyoma, an endometrial adenocarcinoma, and an
ovarian endometrioid carcinoma. We report on a case of leiomyomatosis of the mesenteric
lymph nodes associated with a duodenal adenocarcinoma with no history of uterine leiomy-
oma or any gynecological malignancy. The patient, a 56-year-old woman, was found to
have an adenocarcinoma of the duodenum. All mesenteric lymph nodes removed showed
leiomyomatosis, which was verified by immunohistochemical study showing positive
immunostaining for smooth muscle actin, desmin, and vimentin, but negative staining for
HMB-45. 1t is necessary to make a differential diagnosis from other examples of spindle
cell proliferation involving lymph nodes such as a hemorrhagic spindle cell tumor with ami-
anthoid fibers (palisade myofibroblastoma), angiomyolipoma, lymphangiomyomatosis,
inflammatory pseudotumor, and Kaposi's sarcoma. (Chang Gung Med J 2002;25:271-4)
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Leiomyomatosis of the lymph nodes has been pre-
viously reported in association with a benign
uterine leiomyoma or related to the so-called uter-
ine benign metastasizing leiomyoma,® disseminated
peritoneal leiomyomatosis,””’ leilomyomatosis in
pelvic lymph nodes without a uterine leiomyoma,
and disseminated peritoneal leiomyomatosis.®

We report on a case of leiomyomatosis of the
mesenteric lymph nodes associated with a duodenal
adenocarcinoma. To our knowledge, this association
has not been reported previously.

CASE REPORT

A 56-year-old postmenopausal woman with no
history of uterine leiomyoma, endometriosis, or any
gynecological malignancy was admitted to Chang
Gung Memorial Hospital in July 1996 because of

postprandial vomiting and abdominal distension. All
laboratory data were within normal limits. An upper
gastrointestinal radiographic study revealed an intra-
luminal filling defect in the duodenojejunal junction,
and a computed tomographic scan showed gastric
outlet obstruction and regional lymph nodes with
increased enhancement (Fig. 1). Under the impres-
sion of a duodenal tumor, segmental resection of the
duodenum with end-to-side anastomosis and mesen-
teric lymph node dissection were performed.
Histological examination showed a moderately
differentiated adenocarcinoma of the duodenum. All
10 dissected mesenteric lymph nodes were replaced
by fascicles of spindle cells with bland-looking,
mitotically inactive cells (Figs. 2, 3). Immunohisto-
chemical study showed a strongly positive reaction
for smooth muscle actin (Fig. 4), desmin, and
vimentin, but it was negative for HMB-45.
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Fig. 1 Enhanced computed tomogram showing duodenal
obstruction with an enlarged paragastric lymph node (arrow).
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Fig. 3 Bland-looking spindle cells which lack mitoses. (H &
E stain, 200; )

Therefore, a diagnosis of leiomyomatosis of the
lymph nodes was made.

DISCUSSION

Leiomyomatosis of the lymph nodes is very
rare. Leiomyomatosis of pelvic lymph nodes has
been reported in association with a benign uterine
leiomyoma' or a metastasizing uterine leiomyoma.®
The pathogenesis was postulated to have resulted
from uterine tumor cells spontaneously gaining
access to lymphatic channels or during manipulation
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Fig. 2 Extensive replacement of the lymph node by spindle

cell proliferation. (H & E stain, 40; )

Fig. 4 Immunohistochemical staining showing strongly posi-
tive reaction for smooth muscle actin. (200; )

at uterine curettement.*> It was also reported to be
associated with an endometrial adenocarcinoma‘®
and an ovarian endometrioid carcinoma.” The asso-
ciation with a duodenal adenocarcinoma has not
been reported before.

Leiomyomatosis involving lymph nodes must
be distinguished from other spindle cell tumors
involving the lymph nodes, such as a hemorrhagic
spindle cell tumor with amianthoid fibers (palisade
myofibroblastoma),® an angiomyolipoma,® lym-
phangiomyomatosis,” an inflammatory pseudotu-
mor,"” and Kaposi's sarcoma."” The hemorrhagic



spindle cell tumor with amianthoid fibers is accom-
panied by a hemorrhagic rim and the formation of
amianthoid fibers.® The spindle cells are immunore-
active for vimentin, muscle-specific actin, and
myosin, but not desmin.® Lymphangiomyomatosis
and angiomyolipomas are positive for HMB-45,
muscle-specific actin, and desmin.”” But leiomy-
omatosis involving lymph nodes will positively
immunostain for smooth muscle actin, desmin,
vimentin, but negatively for HMB-45. An inflam-
matory pseudotumor of the lymph nodes shows pro-
liferation of spindle cells, blood vessels lined by flat
endothelium, and inflammatory cell infiltrate; it dif-
fers from leiomyomatosis of the lymph nodes
because of its inflammatory character, being particu-
larly rich in plasma cells."” Kaposi's sarcoma of the
lymph nodes is characterized histologically by an
admixture of proliferating spindle cells separated by
slit-like spaces with extravasated red blood cells in
the lymph node."?

The present case is interesting because of the
multiple lymph node involvement. It could be a
reactive change of nearly neoplasm rather than true
neoplastic change. It is believed that leiomyomatosis
of the lymph nodes arises primarily from the smooth
muscle elements of the capsule or vascular wall and
is presumably caused by the so-called myogenic fac-
tor that drains into regional lymph nodes from a host
tumor.
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