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Abstract
Background: Leiomyomas are by far the commonest uterine neoplasms in the female
reproductive age group. Giant leiomyomas are quite scarce and when longstanding
tend to undergo various degenerations owing to decreased blood supply which on
imaging may simulate malignancy owing to compromised blood supply and may
simulate malignancy on imaging.
Case Presentation: We present a case of a 48-year-old post-menopausal multiparous
woman complaining of intermittent lower abdominal pain for a month. Suspected as an
ovarian tumor clinically and on ultrasound, this was seconded by raised serum CA125
levels. Histopathological examination gave a definitive diagnosis of a giant uterine
leiomyoma along with multiple fibroids exhibiting multiple degenerations.
Conclusion:Degenerated leiomyomas canmasquerademalignancy and hence should
be one of the first differentials in women of reproductive age group presenting with
complex abdominopelvic masses.
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1. Introduction

Uterine leiomyomas are benign mesenchymal tumors of smooth muscle origin usually
presenting in the fifth decade of a woman’s life [1]. Although monoclonal in origin, when
multiple, each myoma originates from an independent myocyte [2]. They may grow
into large tumors without producing any symptoms owing to a slow rate of growth,
large capacity of the abdomen, and elasticity of the abdominal wall [3]. Superadded
secondary degenerative changes like hyaline degeneration, dystrophic calcification,
and cystic degenerations are noted as they grow in size [4]. The International Federation
of Gynaecology and Obstetrics (FIGO) has broadly classified leiomyomas into three
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types according to their location – submucosal (FIGO type 0, 1, 2), intramural (FIGO type
3, 4, 5), and subserosal (FIGO type 6, 7). Type 7 subserosal fibroids are more commonly
pedunculated and may mimic ovarian tumors [5].

On ultrasound, leiomyomas are visualized as homogenous masses with hypogenic
shadows. Owing to various degenerations and large size, fibroids may appear heteroge-
nous, leading to misinterpretation of malignancy [6]. We present a case of giant uterine
leiomyoma which was clinically suspected to be an ovarian malignancy. In addition,
multiple fibroids with four types of degenerations were reported in the same case.

2. Case Presentation

A 48-year-old multiparous, post-menopausal woman presented to the gynecology OPD
with complaint of lower abdominal pain on and off for a month. There was no other
relevant medical/family history. Abdominal examination revealed a firm mobile mass of
approximately 20×15 cm in size, the lower border of which could not be delineated.
On bimanual examination, the uterus was normal in size with bilateral free fornices.
The mass was non-tender and was felt separate from the uterus. Ultrasound abdomen
revealed a heteroechoic pelvic mass of size 19×12×17 cm with solid and cystic com-
ponents and was suspected to be a malignant tumor arising from the ovary (Figure
1).

 

Figure 1: Ultrasound image showing a heteroechoic pelvic mass with solid and cystic areas.

This was followed by a CT scan which showed a large lobulated enhancing mass
lesion with necrotic areas in the pelvis, extending into the abdomen, measuring
22×15×13 cm, predominantly arising from left adnexa, suggestive of a malignant ovarian
lesion. CA 125 was 210 U/ml. The patient underwent a total abdominal hysterectomy
and bilateral salpingo-ophorectomy under general anesthesia. Intraoperatively minimal
ascites were noted. Bilateral tubes and ovaries appeared normal. The mass was excised
and sent in toto for histopathological examination.
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Figure 2: (a) Uterus with adnexa and leiomyoma showing bosselated surface. (b) Cut section showing
multiple intramural fibroids with cystic cavitation (arrow head) and calcifications (arrow). (c) Cut section of
giant degenerated fibroid measuring 25x20x13 cm with solid and cystic areas.

Figure 3: Microscopic image of fibroids showing different types of degenerations (a – Hyaline change
[H&E,�×400], b – foci of calcifications [H&E, ×100], c – cystic change [H&E, ×400], d –myxoid change [H&E,
×100]).

On gross examination, uterus with cervix measured 13.5×9.5×8 cm. The
endometrium was compressed by multiple intramural and subserosal fibroids, some
of which were gritty to cut. Bilateral adnexa appeared unremarkable. The suspected
pedunculated giant mass was seen attached to the fundus of the uterus and measured
25×20×13 cm and weighed 4.5 kg (Figure 2a). On cutting open 1.5 liters of mucinous
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fluid was drained. The cut surface was variegated showing solid and cystic areas with
septations (Figures 2b & 2c). No necrotic or hemorrhagic areas were noted.

Sections from the ovaries and fallopian tubes were histologically unremarkable.
Sections from the largest mass and the smaller uterine fibroids showed features of
leiomyoma with secondary degenerative changes of hyaline, myxoid, and cystic nature
along with calcifications in the smaller fibroids (Figures 3a–3d). The patient had an
uneventful postoperative stay after which she was discharged.

3. Discussion

Leiomyomas or fibroids are the commonest benign neoplasms and the commonest
indication for hysterectomy within the reproductive age group in India [1]. Its prevalence
ranges from 4% in 20–30 year-olds, 11–18% in 30–40 years, and approx. 33% in 40–
60 years [7]. The patient in our case presented in her fourth decade. Although the
underlying pathogenesis is unclear, various associated risk factors like genetic changes,
family history, race, premenopausal women, and hypertension have been described [1].

The first differential diagnosis of a large abdominopelvic mass with both solid and
cystic components on imaging is an ovarian malignancy, which can be ruled out by
visualizing both ovaries on ultrasound [8]. On ultrasound, fibroids normally present as
heterogenous/homogeneous hypoechoic mass [6]. Our case, however, presented as
a heteroechoic mass with solid and cystic components. Origin was also not visible as
adnexa were obscured owing to the huge size of the mass. The presence of solid
and cystic spaces with internal septations and calcifications are deceptive features
that probably made the radiologist consider an ovarian malignancy. Ovarian vascular
pedicle signs in a CT scan can be used as a differentiator to confirm an ovarian mass
over subserosal fibroid on a CT scan [6]. In our case, the CT scan revealed a large
lobulated enhancing mass lesion with a necrotic mass arising from the left adnexa,
suggestive of a malignant ovarian lesion. The pedicle sign could not be visualized.

Few reports suggest MRI to be very useful in detecting fibroids with cystic degenera-
tions when adnexae are not clearly visualized on ultrasound. Maizlin et al. presented a
case where ultrasound findings pointed toward an ovarian tumor, but MRI diagnosed it
to be a fibroid with cystic degenerations [6]. Other differentials of leiomyomas with both
solid and cystic components include endometriosis, cystic teratoma, mesothelioma,
mesenteric cyst, lymphangioma, etc. [8].

Biomarkers do play an important adjunct role in the diagnosis of ovarianmalignancies.
CA125 is a glycoprotein expressed by ovarian epithelial cells and a common biomarker
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used in the workup of ovarian neoplasms. It helps in diagnosis, framing treatment
protocol, and prognosis. A combined panel of TK1, HE4, and CA125 provide a better
idea of the risk of ovarian malignancy. Raised CA-125 however may also be seen in other
benign and malignant gynecological disorders [9]. In our case, the raised level of CA125
supported by ultrasound findings might have added on the suspicion of malignancy.

Giant leiomyomas are not very common. To date, less than 100 cases of giant leiomy-
omas have been reported as per a literature search. In 1888, the largest leiomyoma
was reported which weighed 63.3 kg [10]. As fibroids enlarge in size, they tend to
outgrow their blood supply leading to ischemia and degeneration. Approximately, 65%
of leiomyomas undergo degeneration, the most common being hyaline degeneration
(63%), followed by myxoid (19%), calcification (8%), cystic degeneration (4%), fatty change
(3%), and red degeneration (3%) [6]. Cystic degenerations are said to represent long-
standing hyaline degenerations that have undergone liquefaction [11]. They are very
rarely associated with myxoid degenerations as in our case. Decreased blood supply
leads to ischemia, followed by necrosis which may lead to calcification [4]. The multiple
degenerations seen in our case points out to probability of long-standing fibroids,
sequentially undergoing various spectrum of degenerations. Long-standing fibroidsmay
undergo a malignant sarcomatous change in 0.1% of cases [4].

Genetic studies point to different pathways by which fibroids develop. Reports say
that around 50% of these tumors bear specific chromosomal aberrations like trisomy
12, a reciprocal translocation between chromosomes 12 and 14, and monosomy 22.
Such rearrangements may be responsible for the initiation, growth, as well as genetic
heterogeneity observed histologically in these tumors. MED 12 negative genotypes
are likely to be associated with the development of larger fibroids, suggesting it to
be a negative controller of tumor growth [3]. Further molecular analyses would help
identify putative candidate genes in uterine leiomyomata formation which may facilitate
the prediction of genetic risks and patient management by appropriate therapeutic
measures [12].

4. Conclusion

Giant uterine leiomyomas with extensive cystic degeneration can mimic ovarian malig-
nancy clinically and radiologically, especially when the origin is unclear. It is imperative
to consider degenerated leiomyoma as a differential in cases of abdominopelvic masses
with raised CA125. Histopathological examination is decisive and can often reveal
multiple unsuspected findings on histopathology.
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