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Case Report

Management of giant myoma — case report and literature review
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ABSTRACT

Introduction: Uterine myomas are one of the most frequently discussed issu-
es in gynecology. Most of them are asymptomatic, however, severe pain in pelvis
minor, heavy uterine bleeding or infertility may be reported by the patients and
worsen quality of women’s daily life. Giant myomas are very rare and can be
directly life-threatening.

Aim: Theaim of this study was to present a clinical case of giant myoma, its ma-
nagement and highlight the potential impact on women’s health and well-being.

Case study: A 70-years-old patient with a pain in lower part of abdomen, con-
stipation and tiredness manifested difficulties in breathing. Abdominal examina-
tion revealed a huge, elastic abdominal mass extending from xiphoid process to
the pubic bone. A total abdominal hysterectomy with right salpingo-oophorecto-
my was done.The patient was discharged from the hospital on the day 9 after the
surgery and recovered without any incident.

Results and discussion: Patients with giant uterine myomas may develop
respiratory failure and require intensive respiratory care. One of the highest prio-
rities should be adequate ventilation and reduction the vena cava compression.
Cleansing the intestines before surgery decreases the risk of contamination the
peritoneal cavity by digestive tract content, in case of possible extension of the
scope of surgery.

Conclusions: In the case of treatment of large uterine myomas, interdiscipli-
nary cooperation of specialists in various fields is necessary in order to protect
the patient’s vital parameters and prevent the occurrence of rare complications.
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1. INTRODUCTION

Do myomas really pose a serious gynaecological problem?
It is reported that uterine fibroids occupy the first place
among non-epithelial, benign tumors of the female repro-
ductive organs.! In many communities around the world,
little attention is paid to check-ups and prevention. In con-
sequence there is delayed detection of lesions.?

Approximately 50%-77% of women may experience uter-
ine myomas during their lifetime. Based on uterine fibroids
location, they are distinguish as submucosal, intramural, sub-
serosal, moreover, may be even pedunculated. Uterine myo-
mas can develop anywhere within the uterine wall.>*

Large myomas can cause abdominal pressure, pain,
constipation, increased frequency of micturition and uri-
nary retention in the kidneys. They can also cause abnor-
mal uterine bleeding, discomfort, bloating, anemia and
dysmenorrhea. The above symptoms can significantly af-
fect the quality of women’s life and their daily functioning.
They may contribute to lower productivity at work, distort
self-image, disturb the interaction with friends and family.
Due to the high recurrence of the disease, patients may feel
negative emotions such as powerlessness, depression, stress
related to hospitalization and operation which increases dis-
comfort. All these situations may contribute to less satisfy-
ing intimate life; pain during intercourse, decreased, libido.
This affects their relationship with the partner, stability of
marriage and family. The disease restricts patient’s activity
and personal fulfilment. Another state worth paying atten-
tion is cosmetic aspect. Women with giant myomas, after
successful operation may have excessive skin within abdom-
inal wall. Stretched skin, reduced its tension as a negative
consequence of the procedure may exacerbate depressive
states and lead to dysmorphophobia.’

Giant myomas are usually rare, especially in developed
countries.®® They may lead to the complications such as tor-
sion, infarction or infection. Giant uterine leiomyomas may
also be associated with mechanical obstruction of the venous
system. Deep venous thrombosis and pulmonary thrombo-
embolism are also reported as a complication of a large myo-
ma as well as the myomatous erythrocytosis syndrome.?

The decision related to the implementation of a specific
therapeutic method in a patient suffering from uterine fi-
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Figure 1. The risk of myomas in relation to age, per 1000
women in particular age groups.!!

broids should result from an individual case and be based
on current health assessment, including: the number, size,
type of change and reproductive plans. In the literature,
surgical management is currently the first choice of myoma
treatment lines.!? It is estimated that about 75% of cases
undergo hysterectomy, which is the final and irreversible
method, preventing further formation of lesions.’

The golden standard in/of the treatment of uterine fi-
broids in young women is laparoscopic myomectomy in . Its
advantages are: a shorter hospital stay, lower pain intensity
and a better cosmetic effect compared to laparotomy.!* The
most common operated are subserous and intermuscular
fibroids. Submucosal lesions are removed by hysteroscopy.
Intermuscular myoma surgery may contribute to further
wall reconstruction depending on the number of layers.
Laparoscopic resection is associated with a low risk of com-
plications.!*!> Laparoscopic myomectomy should also not be
performed if the lesion diameter is over 10 cm, when more
than 3—4 fibroids are detected or when the sum of the diam-
eter of enucleated fibroids exceeds 15 cm. Other alternative
methods to keep the uterus are: embolization of the uterine
arteries, ultrasound and radiofrequency wave therapy.!*'8

The treatment of huge uterine tumors in postmenopau-
sal women poses a special challenge, especially if it is un-
known how long the patient has had the huge uterine tumor
in her pelvis and whether it grew before or after the meno-
pause.* Another problem is whether to recommend surgery,
even if the tumor is thought to be a myoma uteri and will
potentially diminish in size after the menopause.

2. AIM

The main aim of this study was to present rare case of giant
myoma, its management and highlight the potential impact
on women’s health and well-being.

3. CASE STUDY

A patient who was 70 years old with a pain concentrated in
lower part of abdomen, which has lasted for about 6 months
was admitted to department of gynecology. The patient’s per-
sonal history revealed difficulties in breathing, constipation
and tiredness. In the past, the patient had left adnexectomy
performed. Apart from that fact, her medical history was nor-
mal. Abdominal examination revealed a huge, elastic abdom-
inal mass without tenderness extending from xiphoid process
to the pubic bone. No abnormalities within external genitalia
and uterine cervix were detected. The primary location of the
tumor was hard to determine. Computed tomography exami-
nation revealed a large mass, approximately 32 X 34 X 37 cm
in size, occupying the whole inferior abdomen without node
swelling or distant metastases.

X-ray examination of the abdominal cavity and thorax
showed the compressed lungs figure over the above-set dia-
phragm with smooth strokes and the heart supported by the
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Figure 1. Intra-abdominal view of enlarged uterus.

tumor. No air was found under the diaphragm domes or fluid
levels in the intestinal loops. Preoperative laboratory testing
revealed an elevated level of red blood cell parameters (Hb
19.4 g/dL,, RBC 6.33 x 10'%/L, HCT 58.3%) and Ca-125 105.3
U/mL. A haematological consultation was held. Because of
increasing pain and difficulties with urination, defecation
and breathing, the patient was qualified for laparotomy. Be-
fore the surgery, we asked for anesthetic consultation to pro-
tect the patient’s vital functions. After the anesthesiological
preparation of the patient, catheters were inserted into the
right: radial artery, right internal jugular vein and right
femoral vein. The surgeon was a gynecologic oncologist. An
abdominal midline vertical incision was made and the huge
tumor with a diameter of 35 cm arising from the uterus,
stretching and modeling the abdominal wall, occupying the
space from the pelvis to the diaphragm was observed. Two
assistants were needed to lift and fix the giant tumor, secure
the surgical field, and prevent vascular rupture. The myoma
surface was smooth, hard, with many dilated veins.

The right ovary and other organs were without any mac-
roscopic changes. Both ureters were found and followed. A
total abdominal hysterectomy with right salpingo-oopho-
rectomy was done and a drain was left in the Douglas pouch.
The operation lasted about 70 minutes and blood loss was
assessed to 1200 mL. The excised uterus with the tumor
weighed 27 kg (Figures 1-3).

Because of the respiratory failure symptoms during the sur-
gery, the patient was admitted to the Intensive Care Unit after

Figure 3. Presentation by the operator of removed uterus.

the procedure, where she was sedated and mechanically ven-
tilated for one day. On the next day, the general condition of
the patient was stable and she was transferred to gynecology de-
partment. Histopathological examination of the tumor revealed
leiomyoma. The patient was discharged from the hospital on
the day 9 after the surgery and recovered without any incident.

4. RESULTS AND DISCUSSION

Despite the benign nature of fibroids, putting the therapeu-
tic decision aside and underestimating the problem may
cause an increase in their dimensions, worsening the techni-
cal conditions of performing a possible surgery or lowering
the quality of everyday life of the patient.”® Sufficient prepa-
ration of the patient and cooperation with many specialists
are necessary for safe operation.

Pain is a commonly reported symptom that interferes
with the daily functioning of the patients. There are two
causes of the pain sensation: direct — as a case of dyspareu-
nia/dysmenorrhea or indirect — by degeneration, torsion of a
pedunculated fibroid or cervical dilation. Secondly reported
is bleeding. Intraoperative blood loss, postoperative circu-
latory disorders, and abnormal coagulation may occure. To
avoid these serious complications, for blood supply, 4 U of
packed red blood cells and 2 U of fresh-frozen plasma were
prepared. The operating team was in constant contact with
the blood bank and transfusion laboratory.
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Due to the anatomical proximity of the reproductive and
urinary tracts and changes in the anatomy and position of
organs caused by the presence of a large tumor in the pel-
vis, there is a huge risk of urinary tract injury during the
surgery.?’ Due to large size of myomas patients suffer from
overactive bladder, pollakiuria, nocturia subsequent hydro-
nephrosis or pyelonephritis which in consequence may lead
to renal dysfunction. Before the surgery we ask urologist for
a consultation and assessed patient’s renal parameters, that
were at the lower limit of the norm. To avoid complications
within urinary tract, ureteral catheters are used.? In the case
of our postmenopausal patient, there was no need for place-
ment of a prophylactic ureteral catheter during surgery, be-
cause urethero-pyelagraphy was performer before surgery.

Another problem worth paying attention is the myoma-
tous erythrocytosis syndrome which depends on an excessive
erythrocyte production, occurring in about 0.5% of individu-
als affected by uterine fibroids.?? This syndrome is believed
to be caused by increased erythropoietin production by the
kidneys or by the leiomyomas themselves.?? To detect above
syndrome, three conditions shoud be met: myomatus uterus,
erythrocytosis, restoration and maintenance of normal hema-
tological values after hysterectomy. This information is rel-
evant for us in the case of our patient who had an elevated
level of red blood cells parameters (Hb 19.4 g/dL., RBC 6.33
x 10%/L, HCT 58.3%) and normal hematological values after
surgery (Hb 12.7 g/dL, RBC 4.12 x 10'*/L, HCT 38.5%). A
pressure caused by a tumor on the urinary outflow tract could
induce erythropoietin elevation.*

Compression of the large myoma into blood vessels can
result in worsening the blood circulation and in consequence
lead to very serious complications — deep venous thrombosis
(DVT) and/or pulmonary thromboembolism (PTE). Fortu-
nately, these conditions, associated with a uterine myoma,
occur very rare.” In the case of DVT and PTE caused by
a huge myoma, intravenous heparin and oral warfarin are
administered before planned hysterectomy. The description
in our case report stated that our patient had enoxaparin
administered before and 30 days after the surgery to prevent
vascular complications.

Being aware of hemodynamic effects and other clinical
manifestations of huge fibroids may allow to face the prob-
lem more efficiently. Giant fibroids are a real challenge and
require many intraoperative consultations between urolo-
gists, surgeons, gynecologists, oncologists and anesthesi-
ologist. One of the highest priorities should be adequate
ventilation and reduction the vena cava compression. The
operating field should be suitably adjusted to easy manipu-
lation of the mass of an abdomen. Although in recent years
bowel cleansing before surgery has become less common, in
our case we have decided to do the procedure due to no clear
identification of tumor origin/another concominant local
disease processess. This step could prevent from contami-
nation the peritoneal cavity by digestive tract content, lower
risk of infection, wound complications, shorten the time of
operation and improve its technical conditions in case of
possible extension of the scope of surgery.

5. CONCLUSIONS

(1) In the case of treatment of large uterine myomas, inter-
disciplinary cooperation of specialists in various fields
is necessary in order to protect the patient’s vital pa-
rameters and prevent the occurrence of rare complica-
tions.

(2) Evolution of the disease may have a negative influence
on the quality of life and social emotional well-being.

(3) Many women are reluctant to ask for help and delay
seeking treatment.

(4) Minimizing certain symptoms such as weakness, chron-
ic pelvic pain can develop into life-threatening.
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