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ABSTRACT

The case of successful pregnancy outcome in a 39-year-old nul-
ligravida with an enormous leiomyoma is presented. At 16th
week of gestation patient began to complain of dyspnoea and
abdominal pain. Due to rapid growth, high vascularization,
worsening pain, respiratory symptoms and limited conditions
for foetal development, surgery was taken. Repeat sonography
was performed at the 20th week and normal fetal development
consistent with a 2nd trimester pregnancy was observed. Sin-
gular fibroids 1-5 cm in diameter were visualized and no tumor

INTRODUCTION

growth was noted when compared with subsequent ultrasound
studies. At the 39th week, the patient was referred to the hos-
pital for preparations towards elective cesarean section due
to a breech presentation. During the planned cesarean section,
numerous subscapular fibroids were observed which were
left without intervention. The patient delivered a live female
neonate, in a good condition, weighting 3280 g. There were
no complications during the surgery and the postpartum period.
Keywords: uterine leiomyoma; pregnancy complications.

CASE HISTORY

Uterine fibromyomas, also known as fibroids or leiomyo-
mas, are the most commonly occurring tumors of the female
reproductive tract [1]. They develop in women of childbear-
ing age and can often occur during pregnancy [2]. Accord-
ing to previously published data, the incidence of uterine
fibroids diagnosed by USG during pregnancy ranges from
0.1-12.5% [1, 3]. These figures are greatly influenced by the
age of the mother [4]. In comparison with multiparous women,
nulliparous females are 4 times more likely to develop uter-
ine leiomyomas.

Three key factors greatly influence the formation and
growth of fibroids: genetic defects (mutations of HMG1, HMG2,
fumarate hydratase) [4, 5], steroid sex hormones (estrogen
and progesterone), and angiogenic growth factors, such as
vascular endothelial growth factor (VEGF) [4, 5, 6, 7]. During
pregnancy, increased concentrations of sex hormones may lead
to substantial uterine fibroid growth, which could potentially
result in worsening symptomatic pain caused by the compres-
sion of neighboring structures or fibroid degeneration. Uter-
ine fibromyomas are also a common cause of primary and
secondary infertility [8].

Fibroid presence during pregnancy doubles the incidence
of pregnancy complications such as spontaneous miscarriage,
preterm labor, suboptimal fetal and placental positioning, intra-
uterine growth restriction, abnormal uterine contractions and
perinatal hemorrhage [2, 4, 8, 9].

@oce

A 39-year old nulliparous female in her 16th week of pregnancy
was referred to the Department of Obstetrics and Gynecology
of Pomeranian Medical University in Szczecin (in Poland) fol-
lowing progressive, substantial tumor growth resulting in
a fibroid diameter of approx. 20-22 cm. The patient was over-
weight (grade 1, BMI = 34.63) and generally in good health. Daily
medications included acetylsalicylic acid (75 mg), dydroges-
terone (10 mg) and prenatal vitamins. The patient reported
3 spontaneous abortions in the past. The menses before preg-
nancy were regular, painless, and lasted approx. 6 days. Family
history was negative for uterine fibroids.

Due to a complicated obstetric history, a pre-conception USG
was performed about 6 month before present pregnancy, and
it was negative for uterine anatomical anomalies and fibro-
myomas. During the first weeks of pregnancy, the patient felt
well and the laboratory values were within reference ranges.
The first-trimester USG performed at 12th week of pregnancy,
showed numerous small uterine fibroids, with one bigger
myoma 4 cm of diameter (Fig. 1).

At approx. the 16th week of gestation, the patient began
to complain of pain in the umbilical and epigastric area which
was characterized by a feeling of heaviness and spreading.
A follow-up USG was performed and revealed a tumor, most
likely a uterine fibroid, approx. 18 cm in diameter. The patient
did not previously require any pain medication; however, the
intensifying pain and tightness resulting from tumor growth
were grounds for admission to the ward.
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FIGURE 1. One bigger fibroid in the myomatous uterus at 12 week of pregnancy

On admission to the hospital, the patient was in good general
condition with normal circulatory and respiratory function. An
USG confirmed the presence of a live pregnancy and described
a massive tumor, most likely a uterine leiomyoma arising from
the fundus, with a diameter of approx. 20 cm. Physical examina-
tion revealed a palpable, hard, immovable mass reaching the cos-
tal arch, located in the mesogastric and the left hypochondirum
areas. The uterus, displaced to the right, together with the tumor
filled the entire abdominal cavity causing steadily increased
skin tension and elevating the diaphragm. The patient reported
worsening dyspnea, platypnea and moderate, occasional abdomi-
nal pain. A transvaginal USG showed that the cervical canal
was wider than 4 cm with an external orifice in the shape of
the letter T. Laboratory studies indicated normal blood count,
morphology, electrolytes, coagulation and urinalysis. C-reactive
protein (CRP) levels were elevated to approx. 30 mg/L. Lactate
dehydrogenase (LDH) levels increased to 300U/L. Cancer antigen
125 (CA 125) was above normal measuring 191 U/mL ang human
epididymis protein 4 (HE-4) level was 40 pmol/L. Using the risk
of ovarian malignancy algorithm (ROMA), the risk of ovarian
cancer was concluded to be low.

Due to rapid tumor growth, high vascularization visible
on ultrasonography suggesting the diagnosis of a fibroid, as
well as worsening pain and respiratory symptoms, a lack of
supportive treatment options and limited conditions for further
fetal development, surgery treatment was suggested. To remove
the uterine fibroid, a laparotomy was proposed. The patient
was informed of the benefits and risks of the procedure along
with the potential future management options resulting from
unfavorable histopathological findings. Methods of extracting
the fibroid from the peritoneal cavity, the risk to the pregnancy
and uterine loss were also explained. Despite a laden obstetric
past, the patient consented to the laparotomy. A midline verti-
cal incision from the pubic symphysis to the xiphoid process
was used to separate the abdominal layers and open up the
abdominal cavity. Operative findings included a hyperaemic
uterus that was shifted to the right side and the size was suit-
able for 17 weeks of gestation. A few subserosal-intramural
fibroids, roughly 5 cm in diameter, were located within the
muscular wall of the uterus (Fig. 2). A solid pedunculated tumor
measuring 30 cm in diameter, reaching to the area of the spleen
and stomach, was situated on the left uterine horn. The sur-
face of the tumor was uneven and highly vascularized (Fig. 3).
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FIGURE 2. Subserosal-intramural fibroids located within the muscular wall
of the uterus

FIGURE 3. Highly vascularized surface of the tumor

The abdominal peritoneum remained smooth, shiny while
the uterine appendages remained macroscopically unchanged.
The stalk of pedunculated myoma was tied and the tumor
was cut from the uterine horn. The uterus was sutured using
the Z-suture technique. A fibrin sealant sponge with human
fibrinogen and thrombin (TachoSil) was inserted in place of
the tumor. Laboratory testing of coagulation was performed
and a drain was placed into the Douglas cavity. The abdomi-
nal cavity was closed and sutured. There was little blood loss,
approx. 200 mL, mainly blood circulating within the tumor.

ojs.pum.edu.pl/pomijlifesci



Giant uterine leiomyoma in a pregnant woman - case study and review of literature

Following the surgery, the presence of fetal heart beat was
confirmed. The patient was infused with intravenous magne-
sium sulphate to prevent uterine contractions. Post-operative
morphology on the evening of surgery showed a decrease in
hemoglobin concentration 12.0-8.0 g/dL and a decrease in
hematocrit 34-24%. The patient was in good general condi-
tion with a blood pressure of 90/50 mmHG and a heart rate of
90 beats/min. Physical examination revealed a swollen, slightly
tender abdomen, negative for peritoneal symptoms. By the
drain 200 mL of bloody fluid was collected. Abdominal ultra-
sound was positive for 10 cm of fluid in the area of the liver. The
patient was transfused 2 units of red blood cells and 3 units
of fresh frozen plasma. Haemostatic therapy was initiated.

Ultrasound examinations were performed at intervals,
every several hours, and a stable amount of fluid was described
within the peritoneal cavity, and also in the drain. The patient
was mobilized on the 1st post-operative day. A decision was
made to transfuse 2 additional units of red blood cells. Diure-
sis remained normal. Laboratory tests showed no significant
changes in the coagulative studies, hypoalbuminemia (33 g/L),
and anemia (Hgb 6.5 mmol/L, Hct 29%).

In the 2nd post-operative day, abdominal examination
revealed a soft, painless abdomen on palpation, normal peri-
stalsis, and normal uterine tone. Pulse parameters, blood
pressure, and temperature were within reference ranges.
The drain was removed and a 750 mL hematoma was evacu-
ated from the site of the drain. A control morphology was
performed without significant findings in relation to the
preceding results. Due to increased inflammatory markers

- CRP 221 mg/L, procalcitonin (PCT) 19 ng/mL - an infection
at the surgical incision site was suspected. Wound swabs
were taken and empiric antibiotic therapy, cephalosporin II
(cefuroxime), was initiated. Control laboratory studies per-
formed during the following post-operative days revealed
a significant decrease of inflammatory markers. No patho-
logical flora was cultured from the wound swab. The incision
site was healing properly.

The patient, with a viable pregnancy, was discharged from
the hospital in good condition on the 7th post-operative day.
Continued treatment with acetylsalicylic acid, dydrogesterone,
enoxaparin, and paracetamol (if needed) was recommended.
The patient was referred to the Pathology of Pregnancy and
Women'’s Diseases Clinic for further obstetric care. Histopatho-
logical examination of tumor sections were consistent with
aleiomyoma with adenomyosis.

Repeat sonography was performed at the 20th week of ges-
tation and normal fetal development consistent with a 2nd
trimester pregnancy was observed. Singular fibroids 1-5 cm
in diameter were also visualized and no tumor growth was
noted when compared with subsequent USG. At the 39th week
of gestation, the patient was referred to the Department of
Obstetrics and Gynecology for preparations towards an elective
cesarean section due to a breech fetal presentation. During the
planned cesarean section, numerous subscapular fibroids were
observed which were left without intervention. The patient
delivered a live female neonate weighing 3280 g with Apgar
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scores of 9/10/10 respectively. There were no complications
during the surgery and the post partum period.

DISCUSSION

Pregnant women with uterine fibroids are at an increased risk
of obstetric complications and require intensive monitoring
of both fetal development and fibroid changes. Close monitor-
ing includes regular evaluation of the fibroid for its possible
growth, appearance of necrosis or bleeding, its relation to the
developing fetus and abdominal organs.

It is not easy to predict the dynamics of fibroid growth
in pregnancy as well as the possibility of obstetric compli-
cations [10]. Due to possible obstetric complications result-
ing from the presence of large fibroids or fibrotic uterus in
a woman planning a pregnancy, preventive measures such
as consideration of any possible surgical intervention in the
pre-conception period should be considered. Awareness of the
potential risks resulting from the impact of surgical proce-
dures on pregnancy and childbirth should prompt a thorough
examination of the patient that is planning to become preg-
nant as well as hysteroscopic or laparoscopic intervention or
abdominal surgery [11, 12].

The enlargement of fibroids is noticeable especially in the 1st
half of pregnancy [13]. This can be due to a significant decrease
in the number of estrogen receptors due to persistence of high
estrogen levels and epithelial growth factor (EGF) [14]. In the
2nd and 3rd trimesters of pregnancy, the most common mani-
festations include the feeling of heaviness, bloating, dull abdom-
inal pain - associated with the presence of enlarged uterine
fibroids putting pressure on adjacent abdominal organs. Occa-
sionally degenerative changes in the myoma occur causing
severe pain, nausea, vomiting and even fever resulting in urgent
hospitalization and intense pain management. The analgesic
options in pregnancy are limited [15]. However the manage-
ment of choice in pregnant women with symptomatic uterine
fibromas is conservative treatment as recommended by most
referral centers [16]; but sometimes a surgical treatment during
pregnancy should be also taken into consideration [16, 17, 18, 19].
Surgical removal of the fibroid during pregnancy is associated
with a high risk of miscarriage and even uterine damage. High
vascularization of the organ places the patient at high risk of
massive hemorrhage. Myomectomy during pregnancy could
result in damage of the uterine muscle and it increases the risk
of uterine rupture during the course of pregnancy and labor.
Danzer et al. reported that in about 2% of pregnancies compli-
cated by uterine leiomyomas, conservative treatment appears
to be ineffective and surgical treatment becomes necessary,
mainly because of persistent severe pain or bleeding into the
peritoneal cavity [20]. However, intraperitoneal bleeding or
signs of fetal compression are rare indications for invasive
treatment. Kasum analyzed the case of successful delivery of
a pregnancy in a 37-year-old patient with a myomectomy at
15 weeks of gestation due to massive intra-peritoneal bleed-
ing from degenerative uterine leiomyomata [21]. The authors
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suggest that fibroid hemorrhage is usually preceded by trau-
matic or spontaneous inversion of the uterine fibroid. In the
described case bleeding occurred after a gynecological exami-
nation. Lolis et al. analyzed 622 pregnant women with uterine
fibroids of whom 13 required surgery for severe fibroid growth,
discomfort and lack of response to painkillers. In this study
92% of the patients that were treated with surgical interven-
tion carried their pregnancies to term without further com-
plications [17]. Isabu et al. described the case of a 28-year-old
at 14 weeks of gestation complicated by a giant uterine fibroid
reaching the right hypochondriac space, where elective cae-
sarean section was performed at 37 weeks of gestation due
to placenta previa [22].

Suppurating fibroid is a relatively rare but serious com-
plication in pregnancy. Kobayashi et al. presented the case
of a 28-year-old nulliparous woman who was treated with
laparotomy during the 21st week of gestation due to a suppu-
rating fibroid and peritonitis. The patient successfully carried
the pregnancy to term [23]. Wong et al. described a case of
spontaneous bleeding into the peritoneal cavity from a 12 cm
subcutaneous uterine fibroid at 8 weeks of gestation. Instead
of a myomectomy, haemostatic sutures were used to suture
the bleeding vessels. Following the procedure, the patient had
no further complications, carried the pregnancy to term and
delivered the baby via a natural delivery [24].

Modern radiological diagnostics (USG, Magnetic Resonance
Imaging), which help in accurate localization and evaluation
of fibroid size and number, as well as advanced surgical tech-
niques allow, under certain circumstances, the considera-
tion of surgical intervention, myomectomy, during pregnancy
[25, 26]. Invasive procedures seem to be advisable for very large,
bleeding, suppurating fibroids, which may affect the develop-
ment of pregnancy or lead to a maternal health complications.
Each case should be reviewed individually, the decision for sur-
gical intervention should be made together with the patient,
and these operations should only be carried out by a suitably
trained team of specialists in the referred health centers.
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