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ABSTRACT

Objective: Ganglioneuromas are rare benign tumors orig-
inating from ganglion cells. Ganglioneuromas are de-
tected incidentally because they are asymptomatic. We
report a case of laparoscopic excision of a retroperitoneal
ganglioneuroma.

Case Description: A 49-y-old female was admitted to our
medical center with the complaint of abdominal pain.
Abdominal ultrasound showed a hypoechoic solid lesion
at the level of the liver hilum, adjacent to the pancreas.
Computerized tomography scan confirmed the presence
of a thin walled mass 44 mm in diameter, adjacent to the
pancreas and liver. Laparoscopic excision of the retroper-
itoneal mass was planned. The tumor was removed en
bloc, and the pathologic diagnosis was ganglioneuroma.
The patient was discharged from the hospital on the third
postoperative day without any complications.

Conclusion: Minimally invasive surgery has been shown
to be safe and reliable in patients with retroperitoneal
tumors.
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INTRODUCTION

Ganglioneuroma, neuroblastoma, and ganglioneuroblas-
toma are rare tumors originating from ganglion cells. Gan-
glioneuromas are benign tumors arising from undifferen-
tiated cells, Schwann cells, or ganglion-like mature cells.1

They are slow-growing tumors usually found inciden-
tally.2 In the literature, the number of retroperitoneal
masses reported is quite limited. We report a case of
laparoscopic excision of a retroperitoneal ganglioneu-
roma.

CASE REPORT

A 49-y-old female was admitted to our medical center
with a complaint of abdominal pain. She gave a history
of hypertension and diabetes mellitus. Physical and
laboratory examination did not show any pathologic
findings. On abdominal ultrasonography (US), a hy-
poechoic solid lesion was identified at the level of the
liver hilum, adjacent to the pancreas. Computerized
tomography (CT) scan revealed the presence of a thin-
walled mass 44 mm in diameter, localized superiorly to
the middle hepatic level and adjacent to the pancreas
(Figure 1). The patient’s informed consent was ob-
tained, and laparoscopic mass excision was planned.

Endotracheal anesthesia was applied to the patient ly-
ing in the supine postion. The first trocar (10 mm), used
for the optic camera, was inserted superior to the um-
bilicus by using the open technique. After the establish-
ment of pneumoperitoneum, intraabdominal explora-
tion was performed. At the lower part of the left liver
lobe, a circumscribed solid lesion 50 mm in diameter,
wrapped all around with omentum, was identified. The
remaining 3 trocar positions were chosen carefully; two
10 mm trocars were inserted in the medioclavicular line
on the left and right side of the umbilicus, and a 5-mm
trocar was inserted in the epigastric region (Figure 2).
The mass appeared after blunt dissection of the omen-
tum and opening of the gastrohepatic ligament. The
access to the retroperitoneal area was obtained by
opening the superior capsule of the pancreas. The le-
sion was located superoposteriorly to the pancreas, left of
the first liver segment and right of the lesser curvature of the
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stomach. Although left gastric and hepatic arteries were in front
of themass, the splenic arterywas behind it. The coeliac truncus
and its branches were released from the posterior side of the
lesion, and the tumor was removed en bloc. The specimen was
then placed in an endobag and removed through the port site
located superiorly to the umbilicus. After bleeding control, one
drain was inserted in the subhepatic area. Histopathologic di-
agnosis was ganglioneuroma (Figure 3). On the third postop-
erative day, the drain was removed, and the patient was dis-
charged from the hospital without any complications. Eight

months after surgery, the patient did not have complaints of
abdominal pain.

DISCUSSION

Ganglioneuromas are rare, benign neurogenic tumors
that originate from the neural crest. They contain
Schwann cells, ganglion cells, and fibrous tissue. Ac-
cording to the grade of neuroblastic differentiation,
malignancy potential, type of the tumor, and develop-
ment of Schwann-cell stroma, peripheral neurogenic
tumors are divided into 3 subgroups: neuroblastoma,
ganglioneuroblastoma, and ganglioneuroma.1 This tu-
mor group is defined by a broad spectrum of sympa-
thetic neuroectodermal tumors, ranging from undiffer-
entiated neuroblastoma to mature ganglioneuroma.
Ganglioneuromas are accepted as slow-growing benign
tumors that can have a very low malignancy potential.
Whereas ganglioneuromas can be found everywhere
along the sympathetic chain, the posterior mediasti-
num, retroperitoneal area, and adrenal glands are the
most common locations.3,4

Although ganglioneuromas usually develop in childhood,
they are often detected in adults because they grow
slowly. Two-thirds of patients are under the age of 20 y,
and ganglioneuromas are rarely observed over the age of
60 y.5 Slow-growing tumors do not cause symptoms until
they become quite large. Patients with ganglioneuroma
are usually asymptomatic or admitted to the hospital with
nonspecific symptoms. Symptoms occur because of com-
pression of surrounding tissues.6 Cough, back pain, and
dyspnea could be observed inpatients with tumor located
in the mediastinum, whereas palpable abdominal mass, as
well as abdominal or back pain, could be observed in pa-
tients with tumor located in the retroperitoneum. Ganglion-
euromas rarely produce vasoactive intestinal polypeptide,
androgenic hormones, and catecholamines, such as vanil
mandelic acid or homovanilic acid. In patients with hor-
mone-producing tumors, flushing, diarrhea, and labile hy-
pertension could be observed.2 Ganglioneuromas are usu-
ally diagnosed incidentally during the evaluation of
nonspesific abdominal pain by imaging techniques. Poste-
rior mediastinal mass can be observed on plain radiographs.
Though the gold standard imaging techniques for ganglion-
euromas are CT and magnetic resonance imaging (MRI),
circumscribed homogeneous and hypoechoic tumors can be
detected on ultrasound examination.7 Homogenous and cir-
cumscribed masses are found on CT. Circumscribed or spot-
ted calcification may be observed in 20% of the patients.5 On
MRI, T1-weighted images show a low signal intensity,

Figure 1. View of the tumor on abdominal CT.

Figure 2. Port placement.
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whereas T2-weighted images show a heterogeneous high-
signal intensity. The combination of ganglion cells and myx-
oid material are the results of T2-weighted images, which are
specific for ganglioneuromas.7,8 Definitive diagnosis is made
by needle aspiration or open biopsy.6 Ganglioneuromas are
oval, pseudocapsulated, cresentic, lobulated, contoured,
white to yellow in color and vary in size from 5cm to 8cm in
diameter. Cellular atypia, mitotic activity, and necrosis is not
observed on histopathological examination.9–11

CONCLUSION

The management of retroperitoneal tumor is total exci-
sion. When tumor is completely excised, adjuvant ther-
apy is not necessary. Excision of retroperitoneal tumor
is performed safely and reliably with minimally invasive
surgery.
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Figure 3. Macroscopic view of the specimen.
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