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Abstract 

Background: UterineÊleiomyomaÊisÊaÊcommonÊdisease.ÊTheÊtumorÊdoesÊnotÊcauseÊsymptomsÊatÊfirst,ÊbutÊ

asÊ theÊ tumorÊ graduallyÊ increases,Ê patientsÊ comeÊ toÊ usÊwithÊ typicalÊ symptomsÊ ofÊ obstructionÊ andÊ ab-

dominalÊmass,ÊwhichÊonlyÊariseÊwhenÊtheÊsizeÊisÊmassive.Ê 

 

Clinical case:ÊAÊ48-year-oldÊwomanÊwithÊaÊhistoryÊofÊ intestinalÊocclusionÊwithÊ restrictedÊurineÊ flow,Ê

dyspnea,ÊabdominalÊpain,ÊandÊaÊpalpableÊmass,ÊforÊwhichÊsheÊcomesÊtoÊtheÊserviceÊforÊcare.ÊTheÊtumorÊ

measuredÊ27x20x20Êcm,ÊabscessedÊwithÊ200ÊccÊofÊpurulentÊfluidÊandÊweighedÊ7.200Êkg.Ê 

 

Discussion:ÊUterineÊleiomyomaÊisÊaÊbenignÊgynecologicalÊtumorÊoriginatingÊfromÊsmoothÊmuscleÊcellsÊ

thatÊaffectsÊupÊtoÊ80%ÊofÊwomen.ÊOfÊthese,ÊonlyÊ20ÊtoÊ30%ÊhaveÊsymptoms.ÊMultipleÊriskÊfactorsÊareÊas-

sociatedÊwithÊtheÊdevelopmentÊofÊleiomyomas,ÊtheÊmostÊcommonÊbeingÊnulliparity,Êobesity,ÊearlyÊmenar-

che,ÊAfricanÊancestryÊandÊage,ÊallÊofÊthemÊsecondaryÊtoÊprolongedÊexposureÊtoÊestrogensÊorÊgeneticÊpre-

disposition.ÊUterineÊmyomatosisÊaffectsÊ40%ÊofÊwomenÊoverÊ35ÊyearsÊofÊage.ÊItÊ isÊaÊbenignÊneoplasiaÊ

madeÊupÊofÊsmoothÊmuscle.ÊTheÊmostÊfrequentÊregionÊisÊtheÊbodyÊofÊtheÊuterusÊbutÊitÊcanÊoccurÊinÊtheÊ

cervixÊ andÊ exceptionallyÊ itÊ extendsÊ towardsÊ theÊ broadÊ ligaments,Ê splittingÊ itsÊ twoÊ peritonealÊ layersÊ

(intraligamentary).ÊEventually,ÊmyomasÊcanÊsufferÊhyaline,ÊcartilaginousÊdegeneration,Êaseptic,Êcalci-

um,Êfatty,Êedematous,ÊsarcomatousÊorÊcysticÊnecrosis.ÊCysticÊdegenerationÊoccursÊinÊonlyÊ4%ÊofÊcases.Ê

DependingÊonÊtheirÊlocation,ÊmyomasÊcanÊbeÊsubmucosal,ÊintramuralÊorÊsubserous;ÊtheÊlatterÊmayÊbe-

comeÊpedunculatedÊandÊmimicÊaÊmalignantÊepithelialÊovarianÊneoplasm.Ê 

 

Conclusion:ÊTheÊpresentÊcaseÊhighlightsÊtheÊimportanceÊofÊaÊhighÊindexÊofÊclinicalÊsuspicionÊandÊaÊmul-

tidisciplinaryÊapproachÊinÊtheÊmanagementÊofÊgiantÊuterineÊleiomyomas. 
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BACKGROUND 

Uterine leiomyomas, also known as fibroids, are 

benign tumors originating from the smooth muscle 

tissue of the uterus. They are the most common tu-

mors in women and may be multiple or single. 

 

The largest uterine mass reported by Hunt SH [1] in 

1888 to date as an autopsy finding weighed 63.6 

kg; in 1930 Behrend, et al, [2] resected a 60.7 kg 

uterine myoma. In 1973 Singhabhandhu et al,[3]. 

reported the largest mass removed, a 45.5 kg uter-

ine myoma. In May 2003 Oelsner, et al. [4], pub-

lished two cases of fibroids weighing 40 and 43 kg, 

respectively. These historical cases highlight the 

importance of close monitoring of uterine myoma-

tosis, as they should be surgically resolved at much 

earlier stages. Leiomyomas are classified as giant 

when their weight exceeds 11.4 kg [5]. 

 

CLINICAL CASE 

A 48-year-old female came to the gynecological-

obstetrics service with a large myoma that had been 

developing for 16 months. Hereditary family histo-

ry: not relevant to the case. Upon questioning, the 

patient reported that she had been short of breath 

when lying down for two months and that the tu-

mor had increased in size over the last four months. 

 

Physical examination. Globular abdomen at the 

expense of the fatty tissue. An abdominal tumor of 

approximately 30 cm was palpated, with irregular 

edges, painful on superficial palpation, with no 

signs of peritoneal irritation. USG. Image compati-

ble with a giant myoma in the lower abdomen, 

measuring 29 x 30 x 16 with a volume of 7200 cc. 

Magnetic resonance imaging: Large abdominal-

pelvic tumor with defined edges and hypotensive 

appearance on T1 and T2 with minimal enhance-

ment on gadolinium study, suggestive of fibroth-

ecoma (Figs. 1, 2). Laboratory tests: preoperative 

and tumor markers were normal. Abdominal sur-

gery was performed and a 7200 g leiomyoma was 

found in the pelvic cavity with an indurated area on 

the right side with lateral displacement of the blad-

der to the left (Figs. 3, 4). 

 

Figures 1, 2.  

 
1,2 Magnetic resonance imaging: Large abdom-

inopelvic tumor with defined borders and hypoten-

sive appearance on T1 and T2, Images suggestive 

of Fibrothecoma of the right ovaries. 

 

Figures 3, 4.  

3 Preoperative image             4 Image during surgery 

Figures 5, 6.  

5 Specimen with dimensions of 27 x 20 x 18 cm 

and moderately firm consistency. 

AJMCRR, 2024                                                                                                                                                            Volume 3 | Issue 10 | 2 of 6 



6A perforation area measuring 5.4 x 2 cm which 

presents abundant grayish-green fibrin, which par-

tially extends into the tumor 

 

DISCUSSION 

Uterine leiomyoma is a benign gynecological tu-

mor originating from smooth muscle cells that af-

fects up to 80% of women. Of these, only 20 to 

30% present symptoms. Multiple risk factors are 

associated with the development of leiomyomas, 

the most common being nulliparity, obesity, early 

menarche, African ancestry, and age, all of them 

secondary to prolonged exposure to estrogens or 

genetic predisposition. 

 

Giant leiomyomas, in addition to the increase in 

abdominal size that is usually reported, present oth-

er common clinical signs that are mainly related to 

extrinsic compression. For example, worsening of 

renal function, intestinal obstruction, venous stasis, 

respiratory distress, thrombosis, and lymphedema. 

The incidence of leiomyoma is subjective since it is 

frequently asymptomatic. In women of reproduc-

tive age, its prevalence is 12-25% [6]. 

 

Uterine myomatosis affects 40% of women over 35 

years of age. It is a benign neoplasia made up of 

smooth muscle. The most frequent region is the 

body of the uterus, but it can occur in the cervix 

and, exceptionally, it extends to the broad liga-

ments, splitting its two peritoneal layers 

(intraligamentous fibroid). Eventually, myomas 

may suffer hyaline, cartilaginous degeneration, 

aseptic, calcium, fatty, edematous, sarcomatous or 

cystic necrosis. Cystic degeneration occurs in 4% 

of cases. Depending on their location, myomas may 

be submucosal, intramural or subserous; the latter 

may be pedunculated and simulate a malignant epi-

thelial neoplasia of the ovary [7, 8]. 

Cases of myomatosis are rare in adolescents. Multi-

ple theories have been proposed to explain the rap-

id growth of these tumors, which are derived from 

monoclonal precursor cells apparently influenced 

by growth factors and stimulation by estrogen and 

progesterone. In this age group, the clinical mani-

festation of leiomyomas usually includes irregular 

uterine bleeding, pelvic pain, or symptoms second-

ary to compression of intra-abdominal structures [9]. 

 

Submucosal leiomyomas produce metrorrhagia; 

intramural leiomyomas produce pain and metror-

rhagia; and subserous leiomyomas maybe asympto-

matic or may present symptoms of compression on 

ureters, bladder, small intestine or colon, liver and 

retroperitoneal vessels, among others, depending 

on the size they reach and their position [10]. 

 

It is rare to find uterine myomatosis of more than 

10 kg, since growth is slow and, although in many 

cases they are asymptomatic, when they grow 

above 5 kg, the data of compression on neighboring 

organs make the patient go to the doctor [11]. 

 

The parameter used to describe the size of the myo-

ma is the weight and not the measurements, a giant 

myoma is defined as a weight ≥ 11.3 kg and a large 

myoma as a weight between 0.8-11.3 kg, so in our 

case of 7200 kg it does not meet the requirement to 

be considered large or giant, however, the size was 

considerable and it was decided to report this rare 

case in our setting [12]. 

 

There are different morphological variants of leio-

myomas, from the point of view of the type, ar-

rangement and appearance of the cellularity, num-

ber of mitoses and relationship with the blood ves-

sels that are compromised according to the growth 

of the myomas (under-irrigated). These alterations 
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occur in 30% of cases and can appear at any age, 

but their maximum frequency occurs after 40 years 

of age. 

 

Likewise, there are degenerative changes that are a 

frequent phenomenon in fibroids, especially the 

larger they are, such as apoplexy, atrophy that al-

most always begins after menopause and occasion-

ally a little earlier; hyalinization occurs in 60% of 

tumors and is the most common degenerative 

change that can involve areas or the entire tumor, 

assuming a pale, homogeneous eosinophilic ap-

pearance with the swirling pattern fading in the are-

as of hyalinization. 

 

Another particular form is red degeneration (it gen-

erally appears only during pregnancy and is clini-

cally manifested by acute abdominal pain); a fi-

broid with red degeneration, in the long term, can 

develop peripheral calcification, frequently in older 

women. Another rare form that a fibroid can suffer 

is necrosis, which can be seen on macroscopic ex-

amination as a pale, softened gray mass; which oc-

curs in approximately 10% of all myomas; necrosis 

may appear in relation to menstruation, but it most 

frequently occurs during pregnancy and the puer-

perium; it may also appear as a consequence of the 

ingestion of ergot preparations. 

 

Hydropic degeneration is frequently observed in 

focal form, although on other occasions this degen-

eration occurs diffusely within the myoma, which 

may result in different morphological patterns such 

as: a) perinodular hydropic change, b) hydropic 

change that extends beyond the confines of the 

leiomyoma resembling a myxoid leiomyosarcoma, 

and c) extensive or subtotal replacement of the 

leiomyoma by hydropic tissue accompanied by nu-

merous vessels that obscure the myoid nature of the 

tumor; However, sometimes this type of change is 

very intense and can form cystic cavities, becoming 

a cystic degeneration that occurs in 4% of uterine 

fibroids. 

 

Finally, malignant or sarcomatous degeneration is 

rare and occurs in only 0.29% of cases, this sarco-

matous transformation starts at the center of the 

tumor [13]. 

 

Uterine torsion is an extremely rare condition, 

meaning a rotation >45 degrees around the long 

axis of the uterine body. Common causes include 

pregnancy, giant fibroids, and ovarian cysts. It is 

reported in women at any age and is most common 

in women of reproductive age. Clinical manifesta-

tions of uterine torsion include abdominal pain, 

nausea, vomiting, and urinary symptoms. 

 

Uterine torsion is often overlooked or misdiag-

nosed due to atypical clinical symptoms. Computed 

tomography (CT) or magnetic resonance imaging 

(MRI) is helpful for the diagnosis of uterine tor-

sion. Typical imaging findings include helical 

changes of the uterus and torsional jumps of the 

uterine vessels [14]. 

 

Regarding its treatment, management of periopera-

tive complications and careful planning of complex 

surgical procedures are required before surgery. 

Jonas et al. [15] reported a perioperative mortality 

rate of 15–17% among patients with giant uterine 

leiomyomas weighing more than 11.34 kg. Lim et 

al. reported a 27.8-kg giant uterine leiomyoma; its 

removal resulted in 7 L of intraoperative bleeding, 

postoperative circulatory disorder, and abnormal 

coagulation. Steward et al. [16] also reported an 11.6

-kg giant uterine leiomyoma that required salvage 

surgery, including bilateral iliac artery ligation for 
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diffuse intravascular coagulation caused by 2 L of 

intraoperative bleeding, followed by 5 L of intra-

peritoneal rebleeding, as well as massive transfu-

sion and systemic treatment in the intensive care 

unit. 

 

Furthermore, Amber et al. [17] reported a 26.9 kg 

giant uterine leiomyoma; during surgery, 2 L were 

lost through intraperitoneal rebleeding after 1.8 L 

of intraoperative bleeding that caused hypovolemic 

shock despite careful preoperative examination and 

intraoperative vascular management. These reports 

indicate the risk of massive bleeding and the diffi-

culty of surgical procedures associated with the re-

moval of giant uterine leiomyomas [18]. 

 

CONCLUSION 

The present case report highlights the importance 

of a high index of clinical suspicion and a multidis-

ciplinary approach in the management of uterine 

leiomyomas. 
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