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Uterine leiomyoma with massive lymphocytic infiltration is known to be associated with Gona-
dotropin releasing hormone (GnRH) agonist treatment. The lymphocytic cells in those cases
were composed predominantly of T-lymphocytes. We report an unusual case of uterine leiomy-
oma with massive lymphocytic infiltration, composed predominantly of B-lymphocytes, without
a history of GnRH agonist treatment. A 59-year-old woman underwent a transvaginal hysterec-
tomy for uterine leiomyomas. Microscopically, the leiomyoma showed a massive infiltration of
the lymphocytes, histiocytes, and also showed scattered plasma cells and many lymphoid fol-
licles. The lymphocytic infiltrates were confined to the leiomyoma. These lymphocytic cells main-
ly represented the B-cell phenotype. She had no history of GnRH agonist treatment. To the best
of our knowledge, This is the first reported case in Korea. 
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INTRODUCTION

Uterine leiomyomas occur in approximately 20% of women
who are in their reproductive ages, and tend to regress after men-
opause.1,2 GnRH agonists have been used for the volume reduc-
tion of uterine leiomyoma.1,3-7 Several cases of uterine leiomy-
oma with massive lymphocytic infiltrates have been reported,
and many of those were associated with GnRH agonists treat-
ment.1,3,8-13 The lymphocytic cells in such cases mostly consist
of a large population of T-lymphocytes intermixed with a minor
population of B-lymphocytes, plasma cells, histiocytes, and mast
cells.3,8 Ferry et al.9 reported seven cases of uterine leiomyoma with
lymphocytic infiltrations consisting of mixed populations of B-
and T-lymphocytes; no information about GnRH agonist treat-
ment history was given. We report a case of uterine leiomyoma
with massive lymphocytic infiltrates without a history of GnRH
agonist treatment.

CASE REPORT

A 59-year-old woman was admitted due to low abdominal
pain which she had suffered for 3 months. A transvaginal sonog-
raphy revealed a 5×4.2 cm-sized well demarcated mixed echo-

genic mass shadow in the left anterior body. A total vaginal hys-
terectomy was done under the impression that her ailment was
uterine leiomyoma. The uterus measured 9×8×4 cm and weig-
hed 150 gm. On section, the cut surface showed two masses. The
one in the left body was a 4.5×4 cm-sized, whitish subserosal
mass, and the one in the right lower body was a 1.5×1.5 cm-
sized, whitish tan intramural mass. Microscopically, the subseros-
al mass showed the typical histologic features of a usual leiomy-
oma, and the intramural mass was otherwise a typical leiomy-
oma except massive lymphocytic infiltrates with in the mass
(Fig. 1). There were scattered small and large lymphocytes, some
plasma cells, and a few histiocytes with small lymphoid follicles
(Fig. 2). Immunohistochemical staining revealed mixed popu-
lations of B and T cells. A predominance of B cells in the lym-
phoid follicles, diffusely intermixed CD3+ and CD 8+ T cells, a
few CD56+ NK cells, and rare CD68+ cells were noted (Fig. 3).
There was no evidence of cellular atypia. The postoperative course
of the patient was uneventful without further treatment.

DISCUSSION

Uterine leiomyomas are the most common benign smooth
muscle tumors, and they are often treated by surgical removal.
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The leiomyomas are known to be estrogen-sensitive. GnRH ago-
nists are commonly administered prior to a hysterectomy or my-
omectomy to induce an artificial menopause and to reduce the
size of the tumors.1,3-7 Uterine leiomyomas with lymphocytic in-
filtrates are unusual.1,8-11 Several unusual cases of uterine leiomy-
omas with massive lymphocytic infiltration following GnRH
agonist treatment1,3,8,14,15 or without an informed history9-11 have

been reported. Some cases can be confused with malignant lym-
phoma.9-11 The present case had no previous history of GnRH
agonists treatment. The uterus showed a usual subserosal leiomy-
oma and an intramural leiomyoma accompanied by massive lym-
phocytic infiltrates. The lymphocytic infiltrates were confined
to the leiomyoma and consisted mostly of small and large lym-
phocytes with a few plasma cells, histiocytes and many lymphoid
follicles.

On immunohistochemical staining, the majority of the nodu-
lar lymphoid cells were stained positive for the B-cell marker,
CD20, while the scattered T-lymphocytes were positive for CD3
and CD8 intermixed with CD4-positive cells and CD56 posi-
tive NK cells. CD68 positive histiocytes were occasionally iden-
tified. Immunohistochemical results suggest a reactive lympho-
cytic infiltration rather than leiomyoma associated with lymphoid
malignancy. The pathogenesis is not clear. In cases with GnRH
agonists treatment, cytoplasmic organelles are degenerated.1,3

Crow et al.1 suggested that there were alterations to the cell sur-
face antigens that might then elicit an immunological response,
as evidenced by the presence of a variable degree of lymphocyt-
ic infiltrates within some of the treated lesions. But some cases
without any information of medication history have been report-
ed.9-11 The cause of the lymphocytic infiltrate may be related to
cell death from ischemia or estrogen withdrawal, stimulating an
immunological response to degenerate cellular organelles.3 Be-
cause our case developed in a 59-year-old menopausal woman,
we suggest that lymphocytic infiltration is a post-menopause

Fig. 1. The uterine leiomyoma displays scattered lymphocytic
infiltrates.

Fig. 2. Lymphoid follicles are frequently observed.

Fig. 3. Immunohistochemical stainings of the lymphoid infiltrates:
The infiltrates are mostly CD20 positive lymphocytes (A) and a
small number of the infiltrates are positive for CD3 (B) (×100).
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process of spontaneous regression of the uterine leiomyoma. It
is important for histopathologists to be aware of the range of
appearances of leiomyomas. Further study is required to deter-
mine the meaning and the pathogenesis of this appearance.
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