
 Corresponding author: Chika Thompson Ugwuanyi  

Copyright © 2026 Author(s) retain the copyright of this article. This article is published under the terms of the Creative Commons Attribution License 4.0. 

Uterine leiomyoma with cystic degeneration misdiagnosed as an ovarian 
malignancy: A case report 

Kelvin Emeka Ortuanya 1, 2, Chika Thompson Ugwuanyi 1, 2, *, Emmanuel Ikechukwu Okolie 1, Malachy 
Nwaeze Ezenwaeze 1, 2 and Sylvester Onuegbunam Nwaeze 1, 2 

1 Department of Obstetrics and Gynaecology, ESUT Teaching Hospital Parklane, Enugu State, Nigeria. 
2 College of Medicine, Enugu State University of Science and Technology, Enugu, Nigeria. 

International Journal of Science and Research Archive, 2026, 18(03), 361–368 

Publication history: Received on 21 January 2026; revised on 01 March 2026; accepted on 02 March 2026 

Article DOI: https://doi.org/10.30574/ijsra.2026.18.3.0394 

Abstract 

Background: Uterine leiomyoma is the most common benign tumour of the female genital tract, but degenerative 
changes may produce atypical features that mimic ovarian malignancy.  

Case: We report miss AU, a 40-year-old nulliparous woman who presented with progressive abdominal distension, pain, 
and respiratory discomfort. Imaging studies demonstrated a large mixed solid–cystic abdominopelvic mass with ascites 
and elevated serum Cancer Antigen (CA)-125, raising suspicion of ovarian cancer. At exploratory laparotomy, two huge 
complex pedunculated uterine masses were seen alongside other smaller ones, with healthy-looking ovaries and 
fallopian tubes. A total abdominal hysterectomy with bilateral salpingo-oophorectomy was done and histopathological 
analysis confirmed leiomyoma with cystic degeneration without any malignant features. The postoperative course was 
uneventful, and follow-up remained satisfactory.  

Discussion: Degenerative uterine leiomyomas often have atypical ultrasonographic features that obscure their uterine 
origin and can closely mimic ovarian or malignant adnexal masses, especially when cystic change is present. Although 
MRI provides the most reliable differentiation through characteristic signal patterns and demonstration of uterine 
attachment, limited availability and cost of advanced imaging and non-specific tumour markers make accurate diagnosis 
challenging in many settings. 

Conclusion: This case underscores the diagnostic challenge posed by degenerative uterine leiomyomas and emphasizes 
the need to consider them in the differential diagnosis of suspected ovarian malignancy in women of reproductive age. 
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1. Introduction

Uterine leiomyoma is the most common benign neoplasm of the female genital tract, arising from the smooth muscle of 
the uterus. Its prevalence increases with age during the reproductive years, with approximately 20–40% of cases 
occurring in women older than 35 years [1–3]. As fibroids enlarge, they outgrow their blood supply which may evoke 
cascades of inflammatory reactions and ischaemic changes leading to various types of degenerations. These 
degenerations could be Hyaline (60%); Cystic (4%), Red (3%), Myxoid (1-3%); Calcified (4%); Sarcomatous 
degeneration (0.1-0.8%) [4]. Diagnosis of uterine fibroids is made by clinical assessment and imaging studies. However, 
degenerative changes within leiomyomas may alter their typical appearance and lead to diagnostic difficulty [5], 
particularly when they mimic ovarian tumours. Cystic degeneration is an uncommon variant of fibroid degenerations, 
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reported in about 4% of cases [4]. We report a case of a huge subserosal uterine leiomyoma that was misdiagnosed as 
an ovarian malignancy.  

2. Case Report 

Miss AU, was a 40 year old single nulliparous woman with a 5 year history of abdominal swelling and pain. The swelling 
progressively increased in size until it was big enough to affect her breathing and ability to lay supine. It was associated 
with lower abdominal pain which was stabbing in nature, moderate in severity and radiated to her lower back. 

There was associated bilateral leg swelling, nausea and vomiting, weight loss, easy satiety, constipation, feeling of 
bloating and painful urination. There was no history of jaundice, cough, convulsions, or swelling in any other part of the 
body. There was no family history of ovarian, colorectal or breast cancer and she had no positive history of smoking. 

She had a regular 30-day menstrual cycle with a 4-5 day flow. She had no positive history of use of hormonal 
contraception. 

On examination, she was chronically ill-looking, in no obvious painful distress, afebrile with temperature of 36.7oc. She 
was pale, had pitting leg oedema up to the knee but was not dehydrated and no peripheral lymphadenopathy.  

Her abdomen was grossly distended and moved with respiration showing a "2-tumour abdomen" with an obvious 
demarcation between the upper and lower part. The whole mass was about 36 weeks in size, firm in consistency with 
smooth surface, non-tender, non-mobile, not attached to overlying abdominal wall. There was no demonstrable ascites. 
Vaginal examination revealed intact hymen, hence digital vaginal examination was not done. Digital rectal examination 
showed good anal hygiene and sphincteric tone. Rectal mucosa was smooth and free but there was a firm, nodular and 
non-tender mass felt anteriorly. There was no such mass on the posterior aspect of the pelvis. A trans-abdominal 
ultrasound revealed a large heterogeneous pelvic mass with both cystic and calcific foci.  The mass measured 18.2 x 14 
x 10cm. The pelvic organs viz-a-viz the uterus and both adnexae showed no distinct boundaries and could not be 
distinguished. Massive ascites was also noted in the abdominal cavity (figure 1). A Computed Tomography, (CT) Scan of 
the abdomen and pelvis showed a bulky uterus that harboured multiple calcified fibroids with the largest measuring 
24.3 x 17.6cm. It also showed another huge, well-defined, oval-shaped, mixed density, non-enhancing left adnexa mass 
that measured 27.0 x 21.3cm with associated displacement of the bowel loops and retro-peritoneal vessels to the right. 
No normal ovarian structure was seen distinct from the mass. The urinary bladder was compressed by the pelvic 
masses. There was mild ascites but no retro-peritoneal lymphadenopathy was seen. Both the ultrasound and CT scans 
were all suggestive of ovarian malignancy, uterine leiomyomata and ascites (figure 2). Tumour marker, Cancer Antigen 
(CA-125) was 94.8 U/ml which was over double the normal value (figure 3). An intravenous urography reported normal 
findings with intra-abdominal mass (figure 4). 

She had an exploratory laparotomy and intraoperative findings were two huge complex masses with smaller ones 
attached to the uterine fundus via a thick peduncle. The two huge masses measured 10 x 8cm and 11 x 10cm respectively 
with all the masses altogether weighing 10.6kg (Figure 5a-c). Minimal ascitic fluid was drained and sent for cytology. 
The uterus was bulky with multiple fibroid seedlings, and healthy-looking ovaries and fallopian tubes bilaterally. She 
subsequently had a total abdominal hysterectomy with bilateral salpingo-oophorectomy. Histology confirmed 
leiomyoma with cystic degenerative changes as well as multiple intramural and sub-mucosal fibroids (Figure 6). There 
was no cytologic or cellular atypia. She had an uneventful postoperative period and was discharged on the 6th day after 
surgery. The patient's follow up has remained normal for the past 10 months.  
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Figure 1 Abdominopelvic ultrasound scan 

 

 

Figure 2 Abdominopelvic computed tomography scan 
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Figure 3 Serum CA125 level 

 

 

Figure 4 Intravenous urography report 
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Figure 3a-c Intraoperative findings 

 

Figure 5b Intraoperative findings 

 

Figure 5c Intraoperative findings 
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Figure 6 Histology of the specimen 

3. Discussion 

Uterine leiomyoma represents the most prevalent benign tumour of the female reproductive tract, affecting nearly one-
third of women during the reproductive years [1,2]. Structural alterations occur in a significant proportion of cases, 
with degenerative changes identified in up to 13.3% [6]. Hyalinisation predominates, while myxoid, calcific, cystic, 
lipomatous, and haemorrhagic transformations occur less frequently [7–9]. Clinical presentation is variable and largely 
dependent on tumour size, anatomical position, and internal changes, ranging from abnormal uterine bleeding, pelvic 
discomfort, reproductive impairment [10] and acute abdomen [11]. The presence of some of the clinical symptoms and 
signs in the patient, elevated serum CA125, peritoneal ascites, impression of adnexal mass by ultrasound and CT scan 
made suspicion of ovarian malignancy high in our patient.   

Owing to their indolent growth and the accommodating nature of the abdominal cavity, leiomyomas may attain 
considerable dimensions before producing symptoms [12]. Although massive tumours may precipitate acute 
complications such as haemorrhage or visceral compression, patients can remain largely asymptomatic, experiencing 
only minimal abdominal discomfort despite extensive disease burden [12]. 

On ultrasonography, uterine leiomyomas typically appear as homogeneous or heterogeneous hypoechoic masses, with 
their echotexture influenced by the proportions of smooth muscle and fibrous tissue, as well as the presence of 
calcification or degeneration [1]. Hence, pelvic ultrasonography remains the initial diagnostic tool; however, altered 
morphology secondary to degeneration may obscure the diagnosis and simulate malignant or adnexal pathology [13] 
as was the case in our patient. Cystic transformation, in particular, may be indistinguishable from ovarian cysts. 
Advanced imaging with magnetic resonance or computed tomography is therefore essential in diagnostically 
challenging cases to define tumour composition and exclude metastatic features [4]. Although CT scan can provide more 
information regarding uterine fibroid as well as any malignant features including metastasis than pelvic ultrasound 
scan, it equally contributed in the diagnostic dilemma in this patient where it equally made impression of features 
suggestive of ovarian malignancy. The degeneration of uterine fibroid can best be delineated more on Magnetic 
Resonance Imaging (MRI) of the pelvis [4]. On MRI, leiomyomas are well circumscribed from the surrounding 
myometrium, with cystic degeneration showing low T1- and high T2-weighted signal intensity without enhancement, 
while hyaline degeneration demonstrates low T2 signal; these features help distinguish them from ovarian malignancies 
or adnexal masses by demonstrating normal ovaries or a direct uterine attachment such as a stalk [1]. Unfortunately, 
high cost and availability limited the use of this imaging modality to better evaluate the patient before the final surgical 
care and eventual histologic diagnosis. This is a common finding in the low and resource poor countries like Nigeria.  

Serum tumour marker, Cancer Antigen 125 is commonly elevated in certain form of ovarian malignancy but are typically 
unremarkable in degenerative leiomyomas. Modest elevation of cancer antigen-125, when present, is more likely 
reflective of peritoneal irritation than underlying malignancy as was seen in the index patient who was initially thought 
to have ovarian malignancy due elevated CA125. 
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Similar degenerative changes in fibroid presenting diagnostic dilemma have been reported by some researchers. Gogo 
and his colleagues in Port harcourt Nigeria reported a case of a 31-year-old multiparous woman who presented to their 
facility with complaints of abdominal pain and swelling of 8 months duration. An abdominopelvic ultrasound scan noted 
a right adnexal complex dual multi-septated cystic lesions. Serum CA-125 was slightly elevated 64U/ml. She had 
exploratory laparotomy with sub-total hysterectomy. Histology revealed cystic degenerated leiomyoma [14]. This was 
almost similar presentation with the case we are reporting. However, while their patient was younger with a short 
duration of symptoms of 8 months, our patient was older, 40 years, and had an insidious 5 year duration of her 
symptoms. Both were suspected to have ovarian malignancy but turned out to be benign cystic degenerative disease of 
the fibroids on histology.  

In Gambia, Anyanwu and his study groups reported a 38 year old nulliparous lady that presented with abdominal pain 
and swelling for 5 years and irregular painful menses for 3 years. Other clinical features were suggestive of intra-
abdominal malignancy. Ultrasound and CT -Scan suggested “Ovarian Malignancy”!! At laparotomy a huge cyst of 
41cm×38cm originating from the anterior uterine wall with multiple adhesions, cystic fluid measured about 8.2litres 
were the findings. She had total abdominal hysterectomy and bilateral salpingoophorectomy (TAH-BSO) with 
uneventful postoperative recovery and was discharged on day 5. The histopathology result confirmed hyaline cystic 
degeneration of uterine fibroids [15]. The clinical presentations was almost similar to the patient being reported. Both 
patients were about the same age and nulliparous, had similar 5 year duration of abdominal swelling and pains with 
clinical and radiological features of ovarian malignancy. Both had exploratory laparotomy and tissue diagnosis was 
similar benign cystic degenerative disease of uterine fibroids.  

4. Conclusion 

Uterine leiomyoma is the most frequent benign gynaecological tumour affecting women of reproductive age. 
Degenerative pedunculated uterine leiomyomas can closely mimic ovarian malignancy on clinical assessment and 
imaging, particularly when cystic change and ascites are present. Furthermore, they may be associated with elevated 
preoperative serum CA-125 levels in the presence of large abdominopelvic masses. Definitive diagnosis is often 
established intraoperatively and subsequently confirmed by histopathological examination.  
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