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Management of a Giant Posterior 
Uterine Leiomyoma: A Case Report

Case Report

CASE REPORT
A 31-year-old gravida 3, para 1, abortion 1, living 1 (G3P1A1L1) 
presented with complaints of abdominal pain that had persisted for 
the past 5-6 months, along with increased frequency of urination 
and dysmenorrhea. The patient’s obstetric history included a 
vaginal delivery of a male child three years prior and a spontaneous 
abortion six months earlier at two months of gestation. She had 
not undergone tubal ligation. On physical examination, the uterus 
was found to be enlarged to the size corresponding to a 16-
week pregnancy and was non-tender on palpation. Per speculum 
examination revealed a healthy cervix and vagina. Per vaginal 
examination indicated a mass symmetrically covering the entire 
cervical wall with fullness in the posterior fornix, suggestive of a 
significant uterine abnormality.

A pelvic USG revealed a bulky uterus measuring 135×106×107 mm 
with a heterogeneous hypoechoic lesion measuring 100×83×90 mm 
located in the posterior uterine wall. The lesion exhibited minimal 
internal vascularity on colour doppler and caused a contoured bulge 
on the posterior uterine wall, indicative of an intrauterine fibroid. 
Both ovaries appeared normal with no additional masses or free 
fluid in the abdomen and pelvis.

Given the size and location of the fibroid, a decision was made 
to proceed with surgical intervention. The patient underwent 
a myomectomy, during which a leiomyoma (fibroid) measuring 
10×8.3×9 cm was successfully excised from the posterior inferior 
aspect of the uterus [Table/Fig-1]. The surgery was uneventful, and 
the fibroid was completely removed without complications. 

Postoperatively, the patient was monitored closely for any signs of 
complications. She recovered well and was discharged in stable 
condition after an appropriate period of observation. The removal 
of the fibroid was expected to alleviate her symptoms of abdominal 
pain, urinary frequency, and dysmenorrhea, significantly improving 

her quality of life. There were no complications seen postoperatively. 
The patient is having her regular menstrual cycle.
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ABSTRACT
Uterine leiomyomas, commonly referred to as fibroids, are the most frequent benign tumours of the uterus, primarily affecting 
women of reproductive age. Although these tumours are generally asymptomatic, their size and location can lead to significant 
clinical symptoms, including heavy menstrual bleeding, pelvic pain, and reproductive issues. The patient, a 31-year-old woman 
with a history of three pregnancies, presented with persistent abdominal pain, increased urinary frequency and dysmenorrhea 
over the past six months. Physical examination revealed an enlarged uterus corresponding to a 16-week pregnancy size, with 
a palpable mass suggestive of a uterine abnormality. Pelvic Ultrasound (USG) confirmed the presence of a large leiomyoma 
measuring 10×8.3×9 cm in the posterior uterine wall. Given the tumour’s size and symptomatic presentation, surgical intervention 
was deemed necessary. The patient underwent a successful myomectomy, during which the leiomyoma was completely excised 
without complications. Postoperatively, the patient was closely monitored and discharged in stable condition. The surgical removal 
of the fibroid resulted in significant relief from her symptoms, improving her overall quality of life. This case underscores the 
importance of individualized surgical planning in the management of large uterine leiomyomas. The successful excision of the 
leiomyoma not only alleviated the patient’s symptoms but also preserved her reproductive potential, highlighting the efficacy of 
surgical intervention in complex cases involving large fibroids.

[Table/Fig-1]: Resected uterine fibroid.

DISCUSSION
Uterine leiomyomas, commonly known as fibroids, are the most 
prevalent benign tumours of the uterus, primarily affecting women 
of reproductive age. These tumours originate from smooth muscle 
cells and, while most frequently associated with the uterus, can also 
develop in other locations such as the oesophagus, stomach, and 
prostate. Despite being benign, leiomyomas can pose significant 
clinical challenges depending on their size, location, and the severity 
of symptoms they cause [1].

The clinical manifestations of giant leiomyomas often include 
progressive abdominal distension, pelvic pain, pressure symptoms 
on adjacent organs, and abnormal uterine bleeding [1,2]. However, 
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considerations, and long-term patient well-being remains the 
cornerstone of effective management.

CONCLUSION(S)
The successful surgical management of a large posterior uterine 
leiomyoma, as presented in this case, highlighted the complexities 
involved in treating such significant gynaecological tumours. The 
size and location of the leiomyoma posed considerable challenges, 
particularly in terms of surgical accessibility and the potential 
for intraoperative complications. However, through meticulous 
preoperative planning, effective intraoperative management, and a 
focus on preserving fertility, the surgery was successfully completed 
with a favourable outcome.
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the absence of definitive preoperative imaging to rule out malignancy 
is a frequent concern, as seen in cases where large fibroids mimic 
ovarian or malignant tumours [3,4]. The present case case aligns 
with these findings, emphasising the need for thorough preoperative 
assessment and differential diagnosis.

A critical consideration in managing giant fibroids is the risk of 
complications such as hydronephrosis, bowel obstruction, and 
deep vein thrombosis due to mass effect [5,6]. Some reports 
describe cases where fibroids led to significant urinary symptoms, 
necessitating additional interventions [7,8]. Similarly, the present 
case experienced compression symptoms requiring careful 
intraoperative planning.

Fertility preservation remains a major concern in younger patients with 
large leiomyomas. A case of a 17-year-old adolescent successfully 
managed with fertility-sparing myomectomy demonstrates that 
preserving reproductive potential is possible even in the presence 
of large fibroids [9]. In contrast, for postmenopausal women or 
those with significant comorbidities, hysterectomy is often the 
preferred approach [10,11]. This case underscores the importance 
of individualised surgical decision-making based on patient age, 
symptoms, and reproductive goals.

Surgical challenges in giant leiomyomas include increased vascularity, 
distorted anatomy, and the risk of intraoperative haemorrhage. 
Several reports highlight the use of preoperative Gonadotropin-
Releasing Hormone (GnRH) analogs to shrink fibroid size and reduce 
blood loss [12,13]. However, in cases where surgery is inevitable 
due to symptom severity, careful intraoperative haemostasis, as 
achieved in our case, is essential [14,15]. Other intraoperative 
strategies such as uterine artery embolisation and minimally invasive 
approaches have also been explored in the literature to mitigate 
surgical risks and improve outcomes [4,16].

Rare variants of leiomyomas, such as lipoleiomyomas and 
leiomyomas associated with genetic mutations (e.g., fumarate 
hydratase deficiency), have been reported in the literature [15,16]. 
While these variants may have different clinical implications, their 
presence underscores the need for histopathological evaluation 
of all excised specimens. Additionally, the role of molecular and 
genetic testing in identifying potential malignancy or recurrence risk 
is an evolving area of research that warrants further investigation.

Postoperative recovery and long-term follow-up are crucial in 
preventing recurrence and ensuring optimal patient outcomes. 
Most studies report favourable long-term outcomes with either 
myomectomy or hysterectomy, depending on the surgical approach 
taken [4,11]. However, postsurgical complications such as adhesion 
formation, residual fibroid growth, and reproductive challenges must 
be considered. Close surveillance with periodic imaging and patient 
counselling on potential late complications should be integral to 
follow-up care.

The complexity of managing giant uterine leiomyomas requires a 
multidisciplinary approach, integrating expertise from gynaecologic 
surgeons, radiologists, pathologists, and reproductive specialists. 
A tailored approach that balances symptom relief, fertility 
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