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Introduction: 

Uterine leiomyomas are common, benign, smooth 

muscle tumors of the uterus. They are found in 

nearly half of women over age 40; the prevalence 

increases during the reproductive age and 

decreases after menopause
1-5

. Originating from 

the myometrium, leiomyomas contain a variable 

percentage of fibrous tissue. The size of 

leiomyomas varies from microscopical to giant  

 

tumors. Commonly multiple, leiomyomas can be 

described submucosal, intramural, subserosal or 

pedunculated. Leiomyomas are often 

asymptomatic, but large tumors often produce: 

abnormal bleeding, pelvic discomfort (pressure or 

pain), dysmenorrhea, infertility, frequent 

urination, constipation, “myomatous erytrocytosis 

syndrome” or pseudo Meigs syndrome. Clinical 

examination (uterine enlargement with irregular 

contour and firm consistency) is the initial step in 

the diagnosis of a uterine leiomyoma.
1-5

 

Ultrasonography, computed tomography scanning 

and magnetic resonance imaging are often helpful 

to define the number, the size and the location of 
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the myomas.
1-8

 The treatment options includes: 

expectant management, drug therapy 

(gonadotropin-releasing hormone agonists), 

interventional procedure (uterine artery 

embolization) and surgical treatment.
9-20

 Surgical 

management include: hysterectomy, myomectomy 

and myolysis. Hysterectomy (performed 

vaginally, abdominally or laparoscopically) is the 

definitive surgical approach.
9-16

 Myomectomy 

(performed by laparotomy,laparoscopy or 

hysteroscopy) is an  option for symptomatic 

women who decline hysterectomy or who desire 

to retain fertility.
9,10,18

 Myolysis (including mono- 

or bipolar cautery, Nd-YAG laser vaporization or 

cryotherapy) is currently experimental.
9,10,17

 Giant 

uterine leiomyomas are rare tumors. (
4,5,9,

 ) 

I. Case report 

A 45 year-old woman was referred to our surgical 

clinic with gradually weight gain, increasing 

abdominal size, vague abdominal pressure 

sensations, dysmenorrhea, dyspareunia, 

menorrhagia, lower abdominal and pelvic pain, 

frequent urination and constipation. Her medical 

history was normal; she had no serious illness or 

surgical procedures before and no family history 

of malignancies. Her vital signs were all within 

normal limits. General physical examination was 

normal except a protuberant abdomen (Figure. 1).  

 

 
 

(Figure:1) Preoperative evaluation: photograph 

of a 45 yrs old woman with a distended abdomen 

from a large genitaltumor 

 

There was no generalized enlargement of lymph 

nodes. On abdominal examination abdomen was 

circumferentially distended from a painless, 

irregularly abdominal and pelvic mass of firm 

consistency, dullness on percussion-a solid mass. 

It was not possible to distinguish any abdominal 

viscera on palpation and percussion. No 

abdominal tenderness was present. Auscultation 

for bowel sounds completed the examination 

(sounds were heard in the flanks). After we 

performed the general systems examination, 

abdominal and breast examination (was normal) 

we proceeded to the pelvic examination 

(speculum and bimanual examination). The 

external genitalia and uterine cervix were normal 

but fornices of the vagina were full on pelvic 

examination. Gynecologic examination revealed a 

very large, firm, mobile (only horizontally), 

central mass that filled the pelvis and abdomen. It 

was difficult to specify the origin of tumor. The 

results of routine laboratory testing including a 

complete blood count, levels of serum 

electrolytes, serum amylase, tests of liver and 

renal function, Pap smear result, were normal. 

Transabdominal ultrasound confirmed the 

presence of a grossly soft tissue mass containing 

areas of mixed echogenicity, very probably 

located in the fundus of uterus, which filled the 

entire abdominal cavity. Contrast material-

enhanced CT scan of the abdomen and pelvis 

showed a large unilocular, 364/287/223 mm, in 

the central portion of the pelvis (Figure.2). 

 
(Figure:2) Preoperative evaluation: axial 

contrast-enhanced abdominal CT scan of a 45 

yrs old woman reveals a large mass that filled 

the entire abdominal cavity 
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The contour of the mass was deformed and we 

found no evidence of any excrescence within it. 

There were no omental implants or 

lymphadenopathy. The lesion is extraperitoneal. 

In the light of the clinical examination, the routine 

laboratory findings and US and CT results, a solid 

abdominopelvic tumor (very probably uterine 

mass arising from fundus of uterus) was the most 

likely diagnosis, but the exact origin was unclear. 

In the operating room were performed 

supracervical hysterectomy and bilateral salpingo-

oophorectomy. An abdominal midline xiphopubic 

vertical incision was made who allows us a good 

ability to manipulate pelvic organs and to expose 

the uterine and infundibulopelvic ligaments and 

uterine blood vessels. At laparotomy we found a 

solid tumor arising from the uterus. Both the 

pelvis and the upper abdomen were systematically 

explored (the liver, stomach,large and small 

bowel, genital tract were examined). The round 

and the infundibulopelvic ligaments were first 

clamped, then ligated and transected. After the 

bladder mobilization, the uterine blood vessels 

were skeletonized, clamped, transected and 

ligated. The uterus was cut off (sparing the cervix) 

and then removed with the ovaries and the 

fallopian tubes. The top of the uterine cuff was 

closed with sutures (incorporating the uterosacral 

and cardinal ligaments). The site of operation was 

finally inspected for evidence of bleeding. 

Excellent hemostasis was obtained. The tumoral 

mass was excised completely in the operation.  

Specimen was sent to histopathological 

examination. Grossly, the specimen was a 20 Kg 

uterine leiomyomatous mass measuring 

364/287/233 cm, whorld pattern on cut surface. 

The hyalinised area in the tumor appeared glassy 

and homogeneous. On microscopy mixture of 

spindle shaped smooth muscle fibres and fibrous 

tissue in varying proportion cut transversely and 

longitudinally was seen (figure 3).   After the 

surgical procedure the patient was hospitalized for 

10 days. The patient’s postoperative evolution was 

uneventful and she was discharged from the 

hospital in the tenth postoperative day. 

  

 FIGURE-3: LEIOMYOMA (H&E high power) 

 

II. Discussions and Conclusions 

 

If uterine leiomyoma is suspected the initial step 

is a pelvic examination, but myomas are difficult 

to palpate unless they are very large. The 

preferred imaging modality for the initial 

evaluation is ultrasonography because is the least 

invasive and the most cost-effective investigation. 

CT scans is also useful, but on leiomyomas are 

indistinguishable from healthy myometrium 

unless they are calcified or necrotic. MRI defines 

the anatomy of the uterus and ovaries, but 

availability and high cost are serious limitations.
1-8

 

The treatment should be individualized, both the 

symptoms severity and the patient’s desire to 

preserve fertility are very important. 

Asymptomatic fibroids must be kept under 

observation; but rarely uterine leiomyomas may 

suffer a sarcomatous degeneration. Uterine artery 

embolization produces infarction of myomas with 

low incidence of adverse effects. Medical 

management (Gn-RH agonists) is efficient for 

small myomas and in preoperative treatment to 

decrease tumors volume and blood loss before 

myolysis, myomectomy and hysterectomy but is 

associated with high cost and increased recurrence 

risk. Surgical treatments includes: hysterectomy, 

myomectomy and myolysis. Laparoscopic 

myolysis is associated with minimal blood loss 

and rapid recovery time but with risk of 

recurrence. Myomectomy preserves fertility but 

with increased recurrence risk and perioperative 

morbidity. 
9-12

 Hysterectomy is associated with 

improved quality of life. Compared with the 

abdominal approach, vaginal and laparoscopic 

approaches are associated with less postoperative 

pain, shorter hospitalization and quicker recovery 

but with longer surgical times and important 

conversion rates to laparotomy. 
9-16,20

 The difficult 

problems remain giving the accurate diagnosis 

and the appropriate therapeutic management of 

the giant abdominopelvic uterine tumors. In our 

case, perioperative and postoperative possible 

complications (hemorrhage, injury to bowel and 
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urinary tract, infections, hematomas) were 

avoided using adequate surgical management and 

carefully perioperative care. 
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