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Abstract 

Background: Broad ligament fibroids are rare extrauterine leiomyomas that can 

mimic adnexal or retroperitoneal masses, often leading to diagnostic and surgical 

challenges. 

Case Presentation: We report two cases of broad ligament fibroids with distinct 

presentations. The first case involved a 42-year-old woman presenting with abdominal 

distension and a mass equivalent to 34 weeks’ gestation. Imaging suggested a 

retroperitoneal or uterine mass; surgical exploration revealed a large right-sided broad 

ligament fibroid with cystic degeneration. The second case was a 70-year-old woman 

with anorexia, weakness, and renal dysfunction. Imaging showed a pelvic mass with 

mild left hydronephrosis. Surgical removal and histopathology confirmed a broad 

ligament fibroid with hyaline degeneration. 

Conclusion: These cases highlight the diagnostic complexities of broad ligament 

fibroids, in differentiating them from ovarian or malignant pelvic masses. Early 

surgical intervention remains the definitive treatment, with intraoperative care 

essential to avoid injury to adjacent structures and to confirm diagnosis via 

histopathology. 
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Introduction 

Uterine fibroids, or leiomyomas, are the most common benign tumours of the female reproductive tract, originating from smooth 

muscle cells of the myometrium. While intramural, submucosal, and subserosal fibroids are frequently encountered, broad 

ligament fibroids represent a rare and atypical variant. These arise from the smooth muscle fibers located within the broad 

ligament, either as true primary fibroids developing from smooth muscle remnants or as secondary extensions of uterine fibroids 

that grow laterally into the ligament [1]. 

Due to their location, broad ligament fibroids may present with unusual symptoms or remain asymptomatic until they reach a 

considerable size. Clinical presentation may include abdominal distension, pelvic mass, pressure effects on adjacent organs such 

as the bladder, rectum, or ureters, and rarely, systemic symptoms such as anorexia or fatigue. Large fibroids can mimic ovarian 

or retroperitoneal masses on imaging due to the displacement of pelvic anatomy. Imaging modalities including ultrasonography, 

computed tomography (CT), and magnetic resonance imaging (MRI) aid in preoperative assessment but may not definitively 

differentiate broad ligament fibroids from adnexal masses or malignancies. Surgical exploration remains essential not only for 

therapeutic relief but also for accurate diagnosis. Histopathological examination is necessary to confirm the benign nature of the 

tumor and to exclude rare instances of malignant transformation such as leiomyosarcoma  

In this report, we present two cases of broad ligament fibroids with distinct clinical and intraoperative features, emphasising the 

diagnostic challenges, management approach, and surgical outcomes associated with this rare entity. 

https://doi.org/10.54660/IJMBHR.2025.6.3.9-12
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Case 1 

A 42-year-old female, para 3, living 3, presented to the 

Gynaecology outpatient at a tertiary care centre, with a 

complaint of progressive abdominal distention for one year. 

Her menstrual cycles were regular. She had mild pallor on 

general examination, while her blood pressure, pulse, and 

respiratory rate were within normal limits. Systemic 

examination revealed no abnormalities. 

Per abdominal (P/A) examination: A firm, smooth-surfaced, 

regular, non-tender mass corresponding to 34 weeks of 

gestation was palpated arising from the pelvis. There was no 

shifting dullness. 

Per speculum (P/S) examination: The cervix and vagina 

appeared healthy. 

Per vaginal (P/V) examination: The cervix was firm. A firm, 

non-tender mass was palpable in the pouch of Douglas, 

extending superiorly to the level of a 34-week uterine size. 

The mass could not be differentiated from the uterus. 

Per rectal (P/R) examination: Normal findings. 

Routine haematological investigations were within normal 

limits. Transabdominal ultrasonography revealed a large 

heterogeneous space-occupying lesion (SOL) with cystic 

spaces and necrotic areas extending bilaterally into the 

lumbar region from the epigastrium downwards, 

compressing the uterus and displacing bowel loops 

peripherally. Differential diagnoses included a 

retroperitoneal mass or an ovarian tumour. 

Contrast-enhanced computed tomography (CECT) showed a 

minimally enhancing heterogeneous mass lesion measuring 

20.5 × 7.6 × 5.5 cm, likely arising from the fundal part of the 

uterus, suggestive of either a large fibroid or a 

leiomyosarcoma. 

Tumour markers, including CA-125, CEA, AFP, and LDH, 

were within normal limits. 

Surgical exploration was planned. Intraoperatively, a large 

right-sided broad ligament fibroid (15 × 15 × 10 cm) was 

identified. The peritoneum and ureter were identified and 

carefully dissected and retracted laterally. The round 

ligament was isolated, and the fibroid, along with the uterus, 

cervix, and bilateral adnexa, was removed entirely by 

clamping, cutting, and ligating the uterine supports (Figure 

1). 

Histopathological examination confirmed the diagnosis of 

a broad ligament fibroid with cystic degeneration. 

 

 

 
 

Fig 1: Intraoperative images demonstrating surgical steps in Case 1, (a) Per-abdominal image showing a large abdominopelvic mass 

corresponding to a 34-week gravid uterus, (b) Intraoperative view of the uterus with a large right-sided broad ligament fibroid, (c) The 

peritoneum is carefully deflected laterally along with the ureter to minimize risk of ureteric injury, (d) Thickened ureter visualized lateral to 

the fibroid, highlighting the importance of ureteric identification in large pelvic masses (e, f) Uterus along with the broad ligament fibroid 

being held and mobilised for en bloc removal, (g, h) Excised specimen showing the uterus with an attached broad ligament fibroid with 

prominent surface vasculature and cystic degeneration. 

 

Case 2 

A 70-year-old female presented with complaints of anorexia 

and generalised weakness for 15 days and loss of appetite for 

the past three months. On abdominal examination, a mass 

corresponding to 12 weeks of gestation was palpated in the 

left iliac region. It was firm to variable in consistency, fixed, 

non-tender, and the cervix was flush with the vaginal vault. 

Ultrasound imaging revealed a heterogeneous, hypoechoic 

pelvic mass located posterior to the bladder, inseparable from 

the uterus, with indistinct visualisation of both ovaries. A CT 

scan reported a large exophytic uterine leiomyoma with 

possible mitotic changes and mild left-sided hydronephrosis. 

Renal function tests showed elevated serum urea and 

creatinine levels. 

The patient underwent resection of a left-sided broad 

ligament fibroid along with total abdominal hysterectomy 

(Figure 2). Postoperatively, serum urea and creatinine 

normalised by day 8, indicating a relief of the obstructive 

uropathy. Histopathological evaluation confirmed a broad 

ligament fibroid with hyaline degeneration. 

The patient had an uneventful recovery. Sutures were 

removed on postoperative day 8, and she was discharged on 

day 10 with a recommendation for nephrology follow-up due 

to preoperative renal involvement. 
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Fig 2: Intraoperative and specimen images of Case 2, (a) Broad ligament fibroid being elevated with the bladder carefully pushed downward 

to prevent injury, (b) Excised broad ligament fibroid showing well-encapsulated surface with lobulated contour, (c, d) Total abdominal 

hysterectomy performed following removal of the fibroid, (e) Postoperative specimen showing the uterus and broad ligament fibroid with a 

cut section revealing hyaline degeneration. 

 

Discussion 

Broad ligament fibroids are a rare form of extrauterine 

fibroids with an incidence of less than 1% [1]. Despite their 

rarity, they are the most common type of extrauterine 

fibroids. They arise from smooth muscle fibres in the broad 

ligament, separate from the uterine corpus. These fibroids 

present unique diagnostic challenges due to their location and 

potential to mimic other conditions, such as ovarian tumours 

or pregnancy. The complexity of the anatomy in the broad 

ligament area, which includes critical structures like the 

ureters and major blood vessels, further complicates 

diagnosis and surgical management. The presented cases 

highlight the varied clinical presentations, diagnostic 

dilemmas, and management strategies associated with these 

rare tumours. 

In Case 1, the patient presented with a long-standing 

abdominal distension and a mass of 34 weeks’ size, raising 

suspicion of an ovarian tumour or retroperitoneal mass due to 

the mass's large size and displacement of surrounding 

structures. Despite normal tumour markers (CA-125, CEA, 

AFP, LDH), imaging findings were inconclusive and 

suggested either a degenerating fibroid or malignancy such 

as leiomyosarcoma. Broad ligament fibroids often grow to 

large sizes before becoming symptomatic, due to the 

anatomical laxity of the broad ligament and absence of early 

pressure effects on surrounding organs [2-4]. The large fibroid 

was successfully excised along with the uterus and adnexa, 

and histopathology confirmed cystic degeneration, a 

common secondary change due to inadequate vascular supply 

in large fibroids [5]. 

In Case 2, the elderly patient presented with non-specific 

constitutional symptoms including anorexia and fatigue, 

along with a fixed pelvic mass and impaired renal function. 

Imaging revealed a mass indistinct from the uterus and 

compressing adjacent structures, leading to mild 

hydronephrosis and elevated renal parameters. It was 

misdiagnosed as ovarian malignancy due to a similar clinical 

presentation. But on laparotomy, it was diagnosed as a broad 

ligament fibroid. Postoperative normalisation of urea and 

creatinine values confirmed obstructive uropathy secondary 

to the fibroid’s pressure effect. Hyaline degeneration, the 

most frequent form of fibroid degeneration, was identified 

histologically in this case. These degenerative changes can 

complicate imaging interpretation, often making the fibroid 

appear heterogeneous and suspicious of malignancy. 

Broad ligament fibroids mimic other gynaecological 

pathologies like adnexal masses, ovarian malignancies or 

leiomyosarcoma. This is because clinically, patients present 

with symptoms such as abdominal pain, menstrual 

irregularities, or a palpable abdominal mass. These symptoms 

can be attributed to other gynaecological conditions [6]. Due 

to their location and degenerative changes, they are again 

mistaken for different pathologies. Ultrasonography may not 

delineate the origin of the mass due to displacement of uterine 

and ovarian structures. CT and MRI are superior in assessing 

pelvic masses' anatomical relations and vascularity and are 

instrumental in surgical planning. Nonetheless, even with 

advanced imaging, preoperative distinction between broad 

ligament fibroids and adnexal or retroperitoneal tumours can 

remain difficult, as seen in both cases and several other 

reported cases [7, 8]. 

Surgical management remains the mainstay of treatment, 

particularly for symptomatic, enlarging, or suspicious 

fibroids. Several studies have reported successful 

management using laparoscopy [9, 10], but both our cases 

underwent laparotomy due to the size and complexity of their 

fibroids. Intraoperatively, identification of the ureters and 

major pelvic vessels is critical, especially in large or 

degenerating fibroids that distort normal anatomy. 

Histopathological confirmation remains the gold standard for 

diagnosis and to exclude malignant transformation. 

Ultrasound-guided high-intensity focused ultrasound (HIFU) 

ablation has shown promising results in selected patients, 

with successful treatment reported in 12 cases of broad 

ligament fibroids measuring between 6 to 8 cm in diameter 
[11]. However, in the presence of larger or suspicious masses, 

surgical excision, either via laparotomy or laparoscopy, 

remains the most appropriate and effective therapeutic 

option. 

 

Conclusion 

Broad ligament fibroids, though rare, should be considered in 

the differential diagnosis of large pelvic masses, particularly 

when clinical findings and imaging are inconclusive. These 

tumours can attain significant size and cause compressive 

symptoms or mimic ovarian malignancies, posing diagnostic 

and surgical challenges. Early recognition and surgical 

intervention are essential not only for symptom relief but also 

to prevent complications such as obstructive uropathy, as 

illustrated in Case 2. Careful preoperative planning, 

intraoperative identification of adjacent structures, especially 

the ureters, and complete surgical excision are essential for 

optimal outcomes. 
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