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Abstract. Myxoma is rare in the upper leg. The current 
study presents the case of a large tumor in the right upper 
leg. The tumor extended to pelvic cavity and was found to 
be connected with a cystic and solid neoplasm that was adja-
cent to the ascending colon in the right lower quadrant. The 
large tumor of the upper leg had existed for 15 years and had 
ulcerated through the skin 4 days prior to admittance. Pallia-
tive surgery was performed, with histological findings of a 
myxoma. Since appendiceal mucinous neoplasms may invade 
organizations outside of the mucous layer of the appendix 
and cause secondary peritoneal myxoma, this myxoma of the 
upper leg probably originated from an appendiceal mucinous 
neoplasm.

Introduction

Myxomas are benign neoplasms that are characterized 
by slow growth  (1). The most frequent location of those 
neoplasms is the cardiac muscle, where they account for 50% 
of all benign lesions (2). Myxoma is rare in the leg, but can 
occur within its muscles (1). To date, <10 cases of myxoma 
located in the leg have been documented (1,3‑5). Computed 
tomography usually shows a well‑delimited mass with an 
absorption density between that of muscle and water. The 
most precise examination technique that enables diagnosis is 
magnetic resonance (MR) imaging (6,7), and radical removal 
of the whole lesion is the most effective method of treating 
myxomas (8). The present study reports a case of myxoma 
localized to the leg and interlinked with the pelvic cavity, 
which was treated with palliative surgery. To the best of our 
knowledge, this study is the first to describe the possibility 
of a leg myxoma originating from an appendiceal mucinous 
neoplasm.

Case report

An 88‑year‑old female was hospitalized at Yantai Affiliated 
Hospital of Binzhou Medical University (Yantai, China) in 
January 2014 with a large tumor in the right upper leg. The 
tumor had existed for 15 years and had ulcerated through the 
skin 4 days prior to admittance. The function and appearance 
of the right lower limb were seriously affected. Labora-
tory examinations showed no abnormalities and no other 
symptoms were observed. The MR studies were performed 
by a SIEMENS Avanto 1.5T MR scanner. A large tumor 
(45x15x20 cm) in the right thigh was found with a slight high 
signal on T1‑weighted imaging (Fig. 1A) and an appreciable 
high signal on T2‑weighted imaging (Fig. 1B). The tumor 
extended to the pelvic cavity and was found to be connected 
with a cystic and solid neoplasm (Fig. 1C). Due to the older 
age of the patient, total resection was considered to be too 
traumatic. Instead, the patient underwent palliative surgery 
for the tumor in the upper leg, and the tumor was found to 
be full of brown and yellow gelatinous material. Myxoma 
was finally diagnosed via histological examination (Fig. 2). 
Following surgery, the patient recovered well and was subse-
quently discharged. The patient rejected further treatment 
and no follow‑up examination was planned. At the time of 
writing, the patient was alive.

This study was approved by the Ethics Committee of 
Binzhou Medical University (Yantai, Shandong, China) and 
written informed consent was obtained from the patient.

Discussion

Myxoma is rare in the upper leg (3). Similarly to a previous 
study (1), the growth of the myxoma in the present case was 
slow. A plain X‑ray may be normal or rarely visualize the 
lesion within the soft tissues as shading with calcifications 
inside (9). An ultrasonographic examination usually visual-
izes hypoechogenic lesions with fluid compartments located 
within the muscles. Computed tomography usually shows a 
well‑delimited mass with an absorption density between that 
of muscle and water. The most precise examination technique 
that enables diagnosis is magnetic resonance imaging (6,7).

Similarly to previous studies (1,6,9), the myxoma in the 
present study had a sharply defined border. In addition, it 
exhibited a signal intensity lower than that of the skeletal 
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muscles on T1‑weighted images and brighter than adipose 
tissue on T2‑weighted images. 

In the present case, the large tumor of the thigh was 
interlinked with the pelvic cavity. It is important to observe 
the association between the lesion and pelvic organs, such as 
the appendix or ovaries, as appendiceal mucinous neoplasm 
may invade organizations outside of the mucous layer of 
the appendix and cause secondary peritoneal myxoma (10). 
Inside the mucus, epithelial cells rich in secretory functions 
can be found (11). In the present case, no epithelial cells 
were found through pathological examination. The reason 
for this may be associated with an inadequate local pallia-
tive surgery. 

The patient rejected further treatment and no follow‑up 
examination was planned. Since the tumor extended to the 
pelvic cavity and was found to be connected with a cystic 
and solid neoplasm that was adjacent to the ascending colon 
in the right lower quadrant, this case of myxoma probably 
originated from an appendiceal mucinous neoplasm.

In conclusion, the present study showed that the growth 
of myxoma is slow, with a long disease course. Furthermore,  
appendiceal mucinous neoplasms may invade outside of 
the mucosal layer of the appendix, leading to secondary 
myxoma, which may extend to the leg, as observed in the 
present study.
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Figure 1. (A) Axial T1‑weighted image showing the large mass of the right thigh with a slightly high signal. (B) Axial fat‑supression T2‑weighted image showing 
the large mass of the right thigh with an appreciable high signal. (C) Coronal Fat‑supression T2‑weighted image showing the assciation between the mass and 
the pelvic cavity; the mass extended to a cystic and solid neoplasm in the right lower quadrant. 

Figure 2. Histological findings of myxoma. The tumor was composed of 
bland spindle‑ and stellate‑shaped cells in an abundant myxoid stroma. 
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