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Giant Leiomyoma of
the Oesophagus
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ABSTRACT

Leiomyomas are rare benign tumours of the oesophagus that remain silent in more than 50% of the cases. Giant leiomyomas measuring
more than 5 cm are very rare. A 47-year-old female presented with chest pain, cough and dysphagia for two months. Imaging studies
were indicative of a 12.1x11.9 cm mass lesion in the distal oesophagus, CT guided biopsy confirmed leiomyoma. The patient being
taken up for surgery was found to have a 20x19x17 cm irregular lobulated and encapsulated mass lesion arising from distal oesophagus
encapsulating submucosally. En bloc resection of the tumour along with distal oesophagus with a clearance of 4 cm above and below
the oesophagogastric junction was done followed by gastro-oesophageal anastomosis. Histopathologically, leiomyoma was confirmed.
The patient had a smooth postoperative recovery.

CASE REPORT

A 47-year-old female post-hysterectomy patient presented with
complaints of cough with expectoration, chest pain and dysphagia to
solid foods with regurgitation for two months. The patient underwent
hysterectomy 15 years back for dysfunctional uterine bleeding,
details of which could not be traced. She underwent thoracotomy
10 years back for excision of a left bronchial carcinoid. Her son died
of similar illness at the age of 17 that went undiagnosed.

The clinical examination being inconclusive, we proceeded with the
investigations. Barium meal study showed an irregular circumferential
mass of distal oesophagus with involvement of oesophagogastric
junction and no filling defect. USG abdomen showed a heteroechoic
mass lesion measuring 12.1x11.9 cm, superior to the spleen. CECT
chest revealed large exophytic, hypodense, extrinsic mass lesion
arising from oesophagus measuring 11.5x11.5 cm [Table/Fig-1].
Endoscopy showed a submucosal lesion 28-32 cm from the central
incisors. CT guided biopsy was taken which revealed a possibility of
leiomyoma of vascular origin. After the initial workup, we proceeded
for surgery. ogy - Leiomyoma.

Diagnostic laparoscopy was performed to rule out intra-abdominal g9 encapsulated mass lesion, occupying left hemithorax, arising

pathologies, following which a left posterolateral thoracotomy was  fom gistal oesophagus, was found involving the oesophagogastric
done at 7™ intercostal space. A 20x19x17 cm irregular lobulated

junction encircling submucosally [Table/Fig-2]. Stomach was
normal. The lesion was dissected free from the left lung, descending
aorta and pericardium. The tumour being large and encompassing
oesophageal lumen, en bloc resection was done along with distal
oesophagus with a clearance of 4 cm proximally and distally [Table/
Fig-3]. Primary intrathoracic oesophago-gatric anastomosis was
performed end to end with 2’0 vicryl [Table/Fig-4]. The tumour
weighed 1.2 kg [Table/Fig-5]. Decortication of the left lung was done;
diaphragm was repaired with 1’0 prolene. Feeding jejunostomy was
done for postoperative nutrition.

The patient was in ICU care for two days. Intercostal drain was
3 removed and oral feeds were initiated on postoperative day 6 and
dnfedy €4 2 8 respectively. Postoperative period was uneventful for the patient,

apacgind ,*
: ‘m“f N SO with no leak in the barium meal study done on 8" postoperative
£ st 2 ol A4 »‘, ' day [Table/Fig-6]. Histopathology report confirmed the presence of
e E: benign leiyomyoma [Table/Fig-7] with Immunohistochemical (IHC)
L markers positive for Desmin and smooth muscle actin. The patient
[Table/Fig-3]: Perioperative image showing the resected margins. is on regular follow up for the past two years and is asymptomatic
[Table/Fig-4]: Primary intrathoracic oesophago-gatric anastomosis. till now.
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DISCUSSION

Benign tumours of the oesophagus are rare and constitute <1% of
oesophageal neoplasms [1]. About two-thirds of the oesophageal
benign tumours are Leiomyoma's making it the most common
benign tumour.

Leiomyomas of the oesophagus arise from smooth muscle of which
60% arise in the distal third [2]. Usually, leiomyomas grow from 2 to
5 cm in diameter, although tumours of several millimeters to 22 cm
in length have also been reported [3]. Tumours larger than 5 cm are
rare. Itis the clinical presentation and management that differentiates
them from other smaller leiomyoma. Those tumours weighing more
than 1000 g are termed as giant tumours [3]. They are asymptomatic
in more than half of the patients. Dysphagia and retrosternal pain
develops when the tumour diameter is >5cm [4]. Since leiomyomas
grow extramurally, dysphagia is not often proportional to the size of
the tumour. The larger the tumour i.e., >5 cm, it is associated with
muscle atrophy and more muscular defects. It may present as a
mediastinal mass on chest X-ray [2].

Differential diagnosis includes malignancies such as squamous/
adenomatous carcinoma and leiomyosarcoma. Barium study
is the investigation of choice wherein it demonstrates a smooth
filing defect in the lumen without mucosal abnormality [5]. CECT
chest reveals the exact location, size, extent, and vascularity of the
tumour. On Endoscopic Ultrasound (EUS), leiomyoma appears as
a homogenous, hypoechoic lesion surrounded by a hyperechoic
region [6]. Preoperative biopsy remains a controversy.

Although malignant transformation is very rare, surgery remains the
mainstay of treatment. Endoscopic Mucosal Resection (EMR) is
preferred for tumours that are 2-4 cm in length [7]. In leiomyoma,
tumour size and location determines the nature of surgery. Right
lateral thoracotomy is carried out for tumours occupying middle
third of oesophagus whereas left lateral approach is considered for
lower third tumours. Enucleation is the procedure done routinely.

Minimally invasive surgery is possible in tumours less than 5 cm,
although some authors suggest that tumours sized even up to 8 cm
can be resectable during thoracoscopy [8]. Regular follow up with
barium swallow is essential in tumours less than 5 cm as malignant
transformation is rare [1,9]. For giant oesophageal leiomyoma,
oesophageal resection and reconstruction is preferred rather than
conventional enucleation of tumour because: (i) of the technical
difficulty; (i) poor wound healing in the defect of oesophageal muscle
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that has become thin and membranous following pressure; (i) lower
oesophageal sphincter dysfunction or loss following enucleation
[10,11].

CONCLUSION

Leiomyoma, a benign neoplasm of the oesophagus, poses a serious
diagnostic and therapeutic challenge. Precise preparation for the
surgery is essential for lesions sized over 8-10 cm, as resection of the
oesophagus may be necessary. Once the diagnosis of oesophageal
leiomyoma is established, a tailor-made surgical approach should
be applied based on the size and location of the tumour.
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