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Case Report

An intriguing case of acute abdomen secondary to 
ruptured pyomyoma: A case report
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1Department of Radiology, Lourdes Hospital (Post Graduate Institute of Medical Science and Research), Kochi, Kerala, India.

INTRODUCTION

Large uterine leiomyoma following necrosis with superimposed infection results in the condition 
known as pyomyoma. The causes for necrotic degeneration of leiomyoma are mainly twofold. 
Gradual increase in size will make the leiomyoma outgrow its blood supply. This in turn 
leads to different types of degeneration namely hyaline, myxoid, cystic, or red degeneration.[1] 
Second, exophytic subserosal leiomyoma which project into the abdominal cavity can become 
pedunculated and undergo torsion resulting in infarction. Red or carneous degeneration and 
uterine artery embolization associated degeneration results from venous thrombosis along the 
periphery of a leiomyoma leading to infarction.[2]

Most women with leiomyomas are asymptomatic, however, 20%–50% of them have symptoms 
such as menorrhagia, pelvic pain and infertility, or complications during pregnancy.[3] Fatal 
complications of leiomyoma include torsion, infarction with superimposed infection, and 
sarcomatous transformation.

The diagnosis of pyomyoma is challenging and the high mortality rate is due to delayed diagnosis. 
We present an unusual case of pyomyoma which underwent spontaneous rupture resulting in 
peritonitis and sepsis.

CASE REPORT

A middle aged female presented to the gynecology department with a 3-day history of lower 
abdominal pain. She was normally fit and well with a history of fever for 2 days 1 week back followed 
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by abdominal pain for which an ultrasound (US) scan done 
elsewhere suggested a tubo-ovarian abscess. She was treated 
conservatively with intravenous meropenem and other 
medications at a local hospital. When her symptoms failed to 
resolve, she was referred to our hospital for further management. 
No history of vaginal discharge, dysmenorrhea, or dyspareunia. 
Her menstrual cycles were regular. Her obstetric history was 
unremarkable with one normal vaginal delivery, 17  years ago 
and insertion of intrauterine Copper-T 7 years back which was 
not removed. She did not have any known personal or family 
history of gynecological problems. She was not on any regular 
medication. No previous history of surgical intervention.

General examination was unremarkable. Abdominal 
examination revealed a 7 × 6  cm pelvic mass, with an 
irregular surface, firm in consistency in the right iliac fossa 
with mild tenderness. Routine blood results revealed elevated 
levels of inflammatory markers.

Multiplanar magnetic resonance imaging of the pelvis was 
performed at 1.5 Tesla system using a body coil and large 
field of view. The study revealed an enlarged uterus deviated 
toward the left with multiple intramural and subserous 
fibroids, the largest of these in the right lateral uterine wall 
showing altered signal characteristics. This fibroid measured 
7.2 × 5.9 × 5.7  cm and demonstrated heterogeneously T2 
hypointense, T1 isointense signals. The periphery of this 
fibroid was T2 hyperintense and T1 hypointense with 
diffusion restriction. These findings suggested the contents of 

the fibroid were dense fluid compatible with pus. Numerous 
T1 speckled hypointense areas were noted within.

Post intravenous gadolinium administration, central non-
enhancing areas with peripheral thick enhancement was 
noted in the degenerated fibroid. Small focal area of serosal 
breach was noted at the highest point along the anterolateral 
aspect toward the right side. This was demonstrated as 
multiple small pockets of air in the peritoneal cavity just 
adjacent to the serosal breach, surrounding fat stranding 
was also seen. These features were consistent with ruptured 
pyomyoma and localized peritonitis [Figure 1].

Dynamic imaging showed central delayed enhancement of the 
rest of the fibroids. Intrauterine contraceptive device was noted 
in situ. No adnexal mass lesions were present. Trace-free fluid 
was seen in pouch of douglas (POD). Correlative transvaginal 
ultrasonography revealed fibroid with cystic changes [Figure 2].

Intravenous meropenem and metronidazole were initiated, 
and total hysterectomy with bilateral salpingectomy was 
performed.

During the surgical intervention, omental adhesions were 
noted over the anterolateral fundal fibroid with a serosal 
breach. Purulent material was observed oozing from 
the opening. The round ligament was stretched over the 
degenerated fibroid. Inflammatory changes were seen in the 
caecum, large bowel, and rectovaginal area with omental 
adhesions [Figure 3].

Figure  1: (a) Axial T1 weighted fat suppressed (FS) image showing the multiple heterogeneously 
hypointense uterine fibroids with speckled hypointense areas in the right lateral fibroid. (b) Coronal 
T2 weighted image showing heterointense contents of right lateral fibroid. (c) Axial T1 FS Post 
contrast image showing the degenerated fibroid in the right lateral wall with a necrotic cent er. 
(d) Axial diffusion weighted imaging showed hyperintense periphery of the right lateral fibroid with 
a breach in serosa and hyperintense areas in the adjacent peritoneum. (e) Corresponding apparent 
diffusion coefficient (ADC) image showing low ADC values in the hyperintense areas consistent with 
pus. (f) Correlative computed tomography sections showed air pockets corresponding to the mottled 
appearance with evidence of breach in serosa anteriorly and adjacent fat stranding. Incidental note of 
intrauterine contraceptive device is made.
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Figure  2: Correlative transvaginal ultrasound image demonstrates 
right lateral fibroid with cystic changes.

Gross examination of the surgical specimen identified 
a heterogeneous intramural lesion with yellowish and 
hemorrhagic areas.

Peritoneal fluid cytology smears showed reactive mesothelial 
cells and inflammatory cells in a background of blood-
stained smear confirming localized peritonitis.

Following surgery, there was rapid improvement in the 
patient’s condition and the laboratory results returned to 
normal. The patient was stable on discharge.

DISCUSSION

Pyomyoma, or suppurative leiomyoma, is a rare entity 
which occurs due to infection of a leiomyoma. The infected 

leiomyoma generally shows suppurative inflammation, 
containing pus with neutrophils and necrotic exudate.[4]

Most cases of premenopausal pyomyoma have occurred 
following abortion or delivery mainly caused by ascending 
infection from the lower genital tract.[5] These cases have 
also been reported following uterine instrumentation or as 
a result of cervical stenosis.[6] Pyomyomas that develop in 
postmenopausal women are presumably caused by ischemia 
resulting from hypertension, diabetes, or atherosclerosis.[7]

Imaging plays an important role in the diagnosis of 
pyomyomas. Computed tomography (CT) and US are the 
usual first-line imaging tests in patients with suspected 
gynecological or abdominal infections who present at the 
emergency department; however, their findings in patients 
with pyomyomas are usually nonspecific. US generally shows 
a heterogeneous uterine or parauterine mass with a cystic 
component.[4] CT usually shows a solid-cystic lesion associated 
with pelvic inflammatory signs. The presence of gas within the 
lesion due to the presence of gas- producing microorganisms 
is a specific but uncommon sign for pyomyoma.[8]

However, MRI in particular diffusion-weighted imaging 
sequence is preferred to CT to clinch the diagnosis. In our 
case, the location of the pus was peripheral in contrast to 
intratumoral abscess/necrosis, in which the area of abscess 
formation usually has a central distribution.[9]

DIFFERENTIAL DIAGNOSIS

The differential diagnosis of a pelvic mass with a clinical 
presentation suggestive of infection includes endometritis, 
pyometra, tubo-ovarian abscess, complicated gynecological 
neoplasm, and pyomyoma.[10] Delayed diagnosis or untreated 
or inappropriately treated pyomyoma can result in peritonitis 
and high mortality.

CONCLUSION

We have presented a case of spontaneous rupture of 
pyomyoma with resultant localized peritonitis. This case 
highlights the importance of urgent MR evaluation for 
pre and postmenopausal women presenting with acute 
abdominal pain with pelvic mass suspicious for pyomyoma 
and the need for prompt management to prevent mortality 
and morbidity.

TEACHING POINTS

•	 Large uterine leiomyoma following necrosis with 
superimposed infection results in pyomyoma. 
Delayed diagnosis results in high mortality, thus early 
identification is the key.

•	 The presence of gas within the fibroid in CT imaging 
is a specific but uncommon sign for pyomyoma. DWI 

Figure 3: (a) Intraoperative image showing omental adhesions over 
anterolateral fundal fibroid with serosal breach. Purulent material 
was observed oozing from the opening. (b) Gross examination of 
the surgical specimen identified a heterogeneous intramural lesion 
with yellowish and hemorrhagic areas. (c and d) Histopathological 
examination confirmed an intramural leiomyoma with large areas 
of hyalinization and hyalinising necrosis.
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sequences in MRI are crucial to clinch the diagnosis. 
The location of the gas is peripheral which appears as 
numerous T1 speckled hypointense areas.

MCQs

1. Pyomyoma in post-menopausal women is presumably 
caused by ischemia resulting from:
a. Hypertension
b. Diabetes
c. Atherosclerosis
d. All of the above

Answer Key: d

2. The presence of gas in leiomyoma is indicative of
a. Pyomyoma
b. Necrotic degeneration
c. Hyaline degeneration
d. Red degeneration

Answer Key: b

3. Routes of infection leading to pyomyoma include:
a. Contiguous spread from the endometrial cavity
b. Direct extension from bowel or adnexa
c. Hematogeneous or lymphatic spread of infection 

from elsewhere
d. All of the above

Answer Key: d
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