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Abstract

Introduction:� The� leiomyomas� are� commest� benign� tumors� in�
utreus.� It� is� composed� of� proliferation� of� smooth� muscle� cells�
and� fibrous� connective� tissue.� The� various� interactions� of� sex�
steroid� hormones� and� local� growth� � hormones� are� important�
for� development� of� these� tumors.� Also� genetic� cause� related�
to� mutations� in� the� normal� myometrium� is� considered� as� the�
other� etiological� factor.�Aims� and�Obectives:� To� study�and�analyse�
various� histopathological� patterns� of� uterine� leiomyomas� in�
surgically� excised� hysterectomy� specimens.�Material� and�Methods:
The�present�study�was�done�at� the�Department�of�Pathology,�DY�
Patil,� Medical� College,� Kolhapur,� Maharashtra,� India,� for� the�
period�of� three�years� from� Jan�2016� to�December� 2018.�Results:�A�
total�of�116�surgically�excised�hysterectomy�specimens�which�were�
clinically�and�radiologically�suspected�of�uterine�leiomyomas�were�
studied.� The� maximum� numbers� of� patients� in� this� study� were�
between� 41–50�years� (46.5%).� The� clinical� sign� and� symptoms� of�
menorrhagia�being�the�most�common�indication�for�hysterectomy.�
The� intramural� location� was� common� site� of� leiomyomas� in� this�
study.�Conclusion:�We�observed�in�female�reproductive�tract�uterine�
leiomyomas� are� the� most� common� tumors.� Most� of� the� cases�
were�asymptomatic.�The� intramural� location�was� common�site�of�
leiomyomas�in�this�study.
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Introduction

The� leiomyomas� are� commonest� benign� tumor�
in� female.� These� are� commomly� called� as� �broid�
uterus.� It� is� composed� of� proliferation� of� smooth�
muscle�cells�and��brous�connective�tissue�in�various�

proportion�forming�well�circumscribed�tumors.
Leiomyomas� are� related� to� hormonal� in�uence�

which�are�studied�by�molecular�basis�that�they�have�
more�estrogen�receptors�than�normal�myometrium�
[1].�The�long�standing�estrogenic�effect�manifests�as�
hyperplasia�in�the�development�of�leiomyomas�[2].
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The�leiomyomas�are�oestrogen-�and�progesterone-
dependent� tumors.� These� are�more� noted� in� oral�
contraceptive� user� and� at� reproductive� life.� Also�
noted�that,�after�menopause�tumors�may�regress�in�
size�rapidly.�The�etiopathogenesis�of�uterine��broids�
remain� unclear� and� multifactorial� [3].� Symptoms�
of� �broids� are� abnormal� uterine� bleeding,� pelvic�
pain,� dyspareunia,� urinary� and� gastrointestinal�
compression�effects.�In�few�cases�it�is�related�to�cause�
of�infertility.�The�size�of�leiomyoma�is�not�related�to�
its�clinical�symptoms�[4].�The�development�of�severe�
anaemia� may� be� observed� in� cases� of� neglected�
severe�vaginal�blood�loss�[5].�The�various�surgical�
modalities� are� in� the� form� of� hysterectomy� or�
myomectomy.�The�surgical�intervention�is�depends�
on� the� size,� localization,� number� and� extent� of�
leiomyoma.�Also�the�patient’s�status�of�fertility�will�
determine�the�appropriate�treatment�modality�[6].�
Surgical�treatment�takes�the�form�of�hysterectomy�
or�myomectomy,�the�choice�depending�on�the�size,�
number�and�extent�of��broids,�and�on�the�patient’s�
wishes�with�regard�to�fertility�[7,8,9].

Aims�and�Objectives
To�study�and�analyse�various�histopathological�

feactures�within�uterine� leiomyomas� in� surgically�
excised�hysterectomy�specimens.

Materials�and�Methods

The� present� study� was� conducted� in� the�
Department� of� Pathology,� DY� Patil,� Medical�
College,� Kolhapur,� Maharshtra,� India.� Study�
duration�over�a�period�of�three�years�from�Jan�2016�
to�December�2018.

A� total� of� 116� surgically� excised� hysterectomy�
specimens�which�were�clinically�and�radiologically�
suspected�of�uterine�leiomyomas�were�examinated.�
The�clinical�data�was�retrieved� from�patients�case�
record� �les.� The� age,� parity,� sign� and� symptoms,�
systemic� manifestations,� radiological� and�
supporting� investigations��ndings�were�noted�for�
diagnosis.� All� the� surgical� specimenrecievedwere�
�xed� in� 10%� neutral� buffered� formalin� for�
24–48�hours.�A�detailed�gross�examination�of�uterus,�
cervix� with� or� without� bilateral� adnexae� were�
carried� out.�On� cut� open� the� well� circumscribed,�
�rm,�grey�to�tan�lesions�with�whorled�appearance�
was�considered�as� leiomyoma.�The�details�related�
to�tumor�location,�number�and�secondary�changes�
were�noted.�The�sections�al�from�tumor�along�two�
sections� from� cervix,� endomyometrium� and� one�
section� each� of� fallopian� tubes� and� ovaries� were�
taken�for�histopathological�study.

The� additional� sections� from� abnormal� areas�
were� also� taken.� Routine� histopathological�
processing� was� done.� Paraf�n� embedded�
tissue� blocks� were� sectioned� and� stained� with�
hematoxylin�eosin�stain.�A�complete�microscopic�
histopathological� examination� related� to�
endometrium,� stromal� changes,� myometrium�
were� noted.� The� leiomyoma,� its� pattern,� any�
secondary� changes� were� noted.� Fallopian� tubal�
and� ovarian� �ndings� were� noted.� The� �nal�
histopatholical� diagnosis� was� given.� Any� other�
associated�pathological��ndings�were�noted.

Results

The� total� of� 116� hysterectomy� specimens� with�
uterine� leiomyomas� were� studied,� out� of� which�
89� (76.7%)� were� abdominal� hysterectomy� with�
bilateral� salphingo-opharectomy� specimens,�
remaining� 27� (23.3%)� were� only� hysterectomy�
specimens�as�shown�in�Table�1.

Patients�with�leiomyomas�were�aged�between�
2nd� and� 5th� decade� of� life.� The� youngest� was�
26� years� and� oldest�was� 64� years.� The�majority�
were�multiparous�women� (112� cases� 9).� 4� cases�
were�nulliparous�women�(Table�2�&�3).�In�55.5%�
cases�the�menorrhagia�was�the�commonest�clinical�
manifestation� noted� in� this� study,� followed� by�
pain� in� abdomen� in� 30� cases),� dysmenorrhea�
in� 13.5%,� and� retention� of� urine� in� 1%� cases�
(Table��4).

Most�of�the�uterus�showed�intramural�leiomyomas�
accounting�for�54�cases�and�subserosal,�submucosal�
in�one�or�more�than�one�location�(Table�5).

Table�1:�Type�of�Hysterectomy

Sr.�No. Type�of�Hysterectomy Number Percentage
1 Abdominal�hysterectomy�

with�bilateral�salphingo-
oophorectomy�specimens

89 76.7%

2 Only�hysterectomy�specimens 27 23.3%

Total 116 100%

Table�2:�Age�wise�distribution�of�patients�with�leiomyoma

Sr.�No. Age�in�years Number Percentage
1 20–30 03 02.58

2 31–40 48 41.37

3 41–50 54 46.55%

4 51–60 06 05.17

5 >�60 05 04.31

Total 116 100

Uterine�Leiomyoma�:�A�Clinicopathological�Study�in�Hysterectomy�Specimen
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Table�3:�Parity�of�patients�with�Leiomyoma

Sr.�No. Parity Number Percentage
1 Nulliparous 3 2.5�%

2 Primipara 01 0.9�%

3 Multipara 112 96.6�%

Total 116 100

Table�4:�Clinical�manifestation�in�patients�with�leiomyoma

Sr.�No. Clinical�manifestations Number Percentage
1 Menorrhagia 64 55.5�%

2 Pain�abdomen 35 30�%

3 Dysmenorrhea 16 13.5�%

4 Retention�of�urine 01 1�%

Total 116 100

Table�5:�Location�of�leiomyomas�in�hysterectomy�specimen

Sr.�No. Location�of�leiomyomas Number Percentage
1 Intramural 54 46.5�%

2 Subserosal 21 18.1�%

3 Submucosal 03 2.5�%

4 More�than�one�location 38 32.9�%

Total 116 100�%

Fig.� 1:� Uterus� cutopen� showingintramural� location� of� tumor-�
leiomyoma

Fig.� 2:� Cut� section� of� tumor� grey� white,� circumbcribed�
atintramural�location

Fig.� 3:� Cut� section� of� tumor� grey� white,� circumbcribed�
atintramural�location

VD�Dafle,�DN�Kokode,�SV�Jagtap�et�al.
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Fig.� 4:� On� microscopic� examination� tumor� cells� arranged� in�
sheaths,�bundles,�whorled�pattern�etc�(H&E�Stain,�100x)

Discussion

Uterine�leiomyomas�are�also�called�myomata�or�
�broids.�These�are� the�most�common�gynecologic�
tumors� all� over� the� world.� The� prevalence� of�
leiomyomas� is� high� in� women� in� developing�
country.�These�tumors�arise�in�any�part�of�the�uterus.�
The�major�gynaecological�surgery�done�throughout�
the�world� is�hysterectomy.�The� subtotal� and� total�
hysterectomy�was��rst�done�in�Manchester,�England�
in�1843�and�1929�was�respectively�by�Charles�Clay�
[10].�The�hysterectomy�is�a�successful�procedure�to�
symptomatic�relief,�cure�and�disease�free�life.

The� hysterectomies� are� indicated� in� various�
conditions�like�like�leiomyoma,�dysfunction�uterine�
bleeding,� adenomyosis� etc.� Long� standing� pelvic�
in�ammatory�disease,�endometriosis,�pelvic�organ�
prolapse� which� account� for� major� indication� for�
hysterectomies.� Neoplastic� cervical,� endometrial,�
tubal�and�ovarian�masses�are�another� indications.�
Among� these� benign� lesion� leiomyoma� followed�
by�adenomyosis�are�the�commonest�indication�for�
hysterectomy.

The�maximum�number� of�patients� in� this� study�
were�in�between�41-50�years�(46.5%).�These��ndings�
were�similar�to�that�observed�by�Gupta�et�al.�(51.40%),�
Rather�et�al.�(47.27%)�[11,�13].�In�other�studies,�31–40�
years�age�group�was�mainly�affected�like�in�study�by�
Gowri�et�al.�(41.3%)�[14]..In�this�study,�menorrhagia�
was� the� commonest� presenting� symptom� seen� in�

55.5%� cases,� followed� pain� in� abdomen� in� 30%�
cases.� The� location� of� leiomyoma� gives� various�
clinical� manisfestations� usually� intramural� type�
remains� asymptomatic� or� with� pelvic� pain,� while�
submucous�type�cause�p/v�bleeding,�may�interfere�
with�conception,�or�gives�PID.

In� the� present� study,� out� of� 116� cases� of�
leiomyomas,�(67.1%)�were�single�and�(32.9%)�were�
multiple.� In� a� study� by� Rather� (35.43%),� Gowri�
(49.03%)�as�a�single� location�[13,14].�The�study�by�
Sarfraz� et� al� showed�multiple� site� leiomyomas� in�
60.87%�cases�[15].�Abraham��and�Saldanha�observed�
solitary� leiomyoma� in� 42.5%� cases� and� multiple�
leiomyomas�in�57.5%�[16].�Uterine�leiomyomas�are�
usually�well� circubscribed,� �rm,� spherical�masses�
of� variable� sizes.� On� microscopic� examination�
tumor� cells� rare� elongated,� spindle-shaped,� with�
a� cigar-shaped�nucleus.� Tumor� cells� are� arranged�
in� sheaths,� bundles,�whorled�pattern� etc.� (Fig.� 4).�
These� cells� are� uniform� in� size� and� shape,� with�
occasinal�mitoses.� There�may� be� seen� are� bizarre�
(atypical),� cellular� and� secondary� changes.� The�
variety� of� histologic� subtypes� of� leiomyomas� are�
Epithelioid,�Myxoid,�Cellular,�Atypical,�plexiform,�
vascular�and�lipoleiomyoma�are�noted�[17].

The� location� of� leiomyoma� is� mostly� uterine,�
rarely� at� extrauterine� site.�The�most� common� site�
of�leiomyomas�in�our�study�was�intramural�(46.5%)�
(Figs.� 1,2,3),� followed� by� subserosal� leiomyomas�
(18.1%)�and�sub�mucosal�leiomyomas�(2.5%).�Jung�
et� al.�observed� intramural��broids� in�55.7%� cases,�
subserous� �broids� in� 16.3%� cases,� 15.6%,� and�
submucosal��broids�in�12.4%�cases�respectively�[18].�
Intramural� leiomyomas�were� also� the� commonest�
types�in�studies�by�Gowri�et�al.�(48%)�[14].�Abraham�
and� Saldanha� observed� intramural� �broids� in�
61.5%� cases,� subserosal� leiomyomas� in� 9%� cases�
and� submucosal� leiomyomas� in� 5%� cases� [16].�
Rare� site� for� extrauterine� leiomyoma� at� broad�
ligament� have� been� reported� [19].� In� pregnancy�
related� leiomyoma� shows� rapid� growth,� changes�
of� red� degeneration� and� chances� of� spontaneous�
miscarriage.�It�is�observed�that�secondary�changes�
such�as�hyaline�degeneration,�mucoid�degeneration,�
cystic�changes,� and� fatty�changes�are� seen�mostly�
with�intramural�leiomyoma�[20].�Overall�prognosis�
is� good� in� treated� cases.� Very� f� ew� cases� show�
malignant� change.� The� histopathological� study� is�
essential� to�diagnose�various� leiomyoma�and�will�
be�helpful�for�patient�care.

Conclusion

We�observed�in�female�reproductive�tract�uterine�
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leiomyomas� are� the� most� common� tumors.�Most�
of� the� cases� were� asymptomatic.� The� intramural�
location� was� common� site� of� leiomyomas� in�
this� study.� The� histopathological� evaluation� is�
important�to�diagnose�various�leiomyoma.
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