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Abstract

We present a rare case of rapid growing intramuscular myxoma 
mimicking a peripheral nerve sheath tumor (PNST). During diag-
nostic investigations for abdominal pain in a 65-year-old female 
patient a 5.5 cm diameter tumor in the left buttock was found 
incidentally. The tumor was septated and hyperintense in the T2-
weighted images in the left gluteal region, adjacent to the sciatic 
nerve, presumed to be a PNST. The follow up images four months 
later showed marked gain of the tumor size. The tumor has been 
resected completely and histopathological examination revealed 
the diagnosis of an intramuscular myxoma. As an uncommon be-
nign tumor, intramuscular myxoma presented very suspiciously for 
a PNST because of direct adjacency to the sciatic nerve with an 
increased growth tendency. Despite the benign entity of intramus-
cular myxoma surgical treatment was indicated because of the rapid 
growth and unclear circumstances with the possibility of malignant 
behavior.
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Introduction

Intramuscular myxoma is a benign tumor that presents as a 
slow growing deeply located mass narrowed by the skeletal 
muscle. The tumor usually occurs between 40 and 70 years 

of age and is slightly more common in females. The tumor 
is frequently located in the tight, upper extremity and infre-
quently in the buttock [1]. We present a case of a rapid grow-
ing intramuscular myxoma in the buttock with direct adja-
cency to the sciatic nerve, which appeared very suspicious 
for a peripheral nerve sheath tumor (PNST).

 
Case Report

   
A 65-year-old female patient suffered from abdominal pain 
since few weeks. Ultrasound, CT scanning and MRI of the 
lower abdomen showed bilateral ovarian cysts, witch have 
been resected operatively. As an incidental finding a septat-
ed tumor with a diameter of 5.5 cm appeared hyperintense 
in the T2-weighted images in the left buttock, adjacent to 
the sciatic nerve, presumed to be a PNST, e.g., neurinoma 
or neurofibroma. The follow up images four months later 
showed a marked gain of the tumor size to 7 cm (Fig. 1). The 
patient was admitted to our department for further therapy. 
The patient presented with a painless palpable swelling in 
the left gluteal muscle, but without evidence for sciatic nerve 
related neurological deficits. Due to rapid tumor growth neu-
rosurgical resection of the tumor was indicated to obtain 
histopathological examination and to rule out malignancy. 
Intraoperatively the surface of the tumor appeared solid with 
an internal gelatinous and viscous fluid cyst, which was as-
pirated to reduce tumor size. The sciatic nerve was next to 
the tumor, but showed no direct connection to it. The tumor 
was attached to a part of the tendon of the piriformis muscle 
at the upper margin, assumed to be the origin. The tumor 
was resected completely and histopathological examination 
brought the diagnosis of an intramuscular myxoma (Fig. 2). 
The patient was discharged few days later without any com-
plaints.

Discussion
  
Intramuscular myxoma usually occurs in the large skel-
etal muscle groups and presents as a painless slow growing 
swelling. Histopathological features typically contain hy-
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pocellularity, hypovascularity, and wing shaped fibroblasts 
disposed in a myxoid matrix. However, areas with increased 
cellularity, hypervascularization and less extracellular myx-
oid matrix are reported as well, which occasionally can lead 
to misdiagnosis of sarcoma [2]. Recurrence after surgical 
removal is described very infrequently, in these cases com-
monly with hypercellular and hypervascular areas of the tu-
mor [1, 3, 4].

MRI usually shows a well-circumscribed intramuscu-
lar tumor, which appears hypointense on T1-weighted and 
hyperintense on T2-weighted images. The tumor usually 
appears homogeneous, but heterogeneous presentation due 
to fibrous septa is reported as well. Concerning the contrast 
enhancing, three different patterns are described (peripheral 
enhancement, peripheral and patchy internal enhancement 

and peripheral and linear internal enhancement) [5]. 
The issue that makes this case interesting for neuro-

surgeons is the direct adjacency of the tumor to the sciatic 
nerve which led to the suspected diagnosis of a PNST with 
potential malignant behavior due to rapid growth just over 
few months and influenced the surgical strategy sustainably. 
Despite the maintenance of recognizable MRI features of in-
tramuscular myxoma [2], the diagnosis was unclear in our 
case until the end.
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Figure 1. T2-weighted MRI of the lower abdomen, (A) coronal and (B) axial, demonstrates septated and hyperintense 
tumor (arrow) adjacent to the sciatic nerve (dotted arrows).

Figure 2. Myxoid tumor with low cell density (HE stain-
ing, magnification x 10).
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