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ABSTRACT

Aims: We present a case of degenerated leiomyoma in pregnancy causing pain that
deteriorated with conservative management and was successfully treated with
myomectomy.
Presentation of Case: A 37-year-old woman with a known asymptomatic subserosal
leiomyoma was admitted to the obstetrics clinic of our hospital at the gestational age of
18+3 weeks due to gradually worsening constant right quadrant lower abdominal pain of
acute onset. Clinical examination, laboratory investigation and abdominal ultrasonography
led to the conclusion that the pain was due to the degeneration of the leiomyoma. The
initial conservative approach was not effective so the subserous leiomyoma was resected
by laparotomy. The pregnancy progressed normally until the delivery of a healthy neonate
at 37+5 weeks gestational age by cesarean section due to the prior myomectomy. The
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pathologic examination revealed a nodular 6,5x5x3cm tumor with histological features of
leiomyoma with regional hydropic and focal hyaline degeneration.
Discussion: Prevalence of leiomyomas during pregnancy is reported as 0, 3-3, 9%
according to epidemiologic studies. They usually remain asymptomatic but they can also
cause complications in 10% of all cases. Management of uterine leiomyomas in
pregnancy is based on conservative treatment, but there are cases where surgical
intervention is necessary.
Conclusion: We present data from relative literature, showing that myomectomy during
pregnancy can under circumstances be an inevitable treatment choice to this medical
condition, in favour of the best outcome for the ongoing gestation.
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1. INTRODUCTION

Uterine leiomyomas (myomas or fibroids) are the most common benign tumors of the female
urogenital system [1]. 20-40% of women aged 30-50 years old present with leiomyomas–
more common women of Afro-Caribbean descent [1-3]. Histologically, leiomyomas contain
more estrogen and progesterone receptors than myometrium and thus are considered to be
hormonal dependent. This is demonstrated by the reduction of their dimensions in
menopause and increase of their size in pregnancy [1,4]. During pregnancy, leiomyomas
undergo the normal process of hyperplasia and hypertrophy like the rest of the myometrium,
as a response to the increasing circulating levels of estrogen and progesterone. Their size
increases during the first trimester while their dimensions generally remain the same during
the second and third trimester [1,5]. Prevalence of leiomyomas during pregnancy is reported
as 0,3-3,9% according to epidemiologic studies [5,6]. This relatively low percentage despite
their high prevalence among women of reproductive age seems to be associated with the
high infertility and low pregnancy rates in women with leiomyomas [7]. For these reasons,
the diagnosis of uterine leiomyoma in pregnancy needs careful evaluation in order to be
treated appropriately. Close ultrasound monitoring of leiomyomas during the gestation and
conservative treatment of complications is the general rule. However, when necessary,
myomectomy can be performed under circumstances in carefully selected patients. There is
a lot of controversy in pregnancy around this subject. We present the case of laparotomic
resection of a degenerated leiomyoma in a second trimester pregnancy with favorable
outcome of the ongoing gestation.

2. PRESENTATION OF CASE

A 37-year-old woman (gravida 1, para 0) with a known asymptomatic subserosal leiomyoma
discovered as an incidental finding in routine ultrasound evaluation three years before the
present pregnancy, was admitted to the obstetrics clinic of our hospital at the gestational age
of 18+3 weeks due to gradually worsening constant right quadrant lower abdominal pain of
acute onset 24 hours before. Her past medical history was unremarkable, except for
appendectomy 10 years before. On admission the woman was afebrile, without any
gastrointestinal symptoms. On clinical examination she appeared unwell, in pain and had
normal vital signs, normal bowel sounds, normal findings from respiratory and circulatory
system and diffuse abdominal tenderness, especially on lower right quadrant. On
gynecological examination there was no abnormal vaginal discharge, vaginal bleeding or
cervical dilation. The laboratory investigation revealed a white blood cell count of 13.900/uL
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(83% neutrophils) and an hematocrit of 39%. Platelets count, prothrombin (PT) and activated
partial thromboplastin time (aPTT) and biochemical markers were within normal limits while
C-reactive protein (CRP) was negative and urinalysis was normal. Abdominal
ultrasonography demonstrated a large heterogeneous oval mass of 5.4cm maximum
dimension, without blood supply, sited on the right anterolateral wall of the uterus (Fig. 1).
No other abnormal findings were revealed in the detailed ultrasound examination of the
abdomen. The intrauterine gestation was viable. The diagnosis of degenerated leiomyoma
was established based on these findings, the clinical situation and exclusion of other causes
of abdominal pain in pregnancy. The initial conservative approach with analgesics–non
steroidal anti-inflammatory drugs and finally pethidine-and antibiotics was not effective and
the clinical situation of the patient was worse 60 hours later. So, the resection of the
subserous leiomyoma by laparotomy was decided after 70 hours of hospitalization.
Laparotomy was preferred to laparoscopy. Laparotomy performed under general
endotracheal anesthesia using a Pfannenstiel incision confirmed a large subserous
leiomyoma showing benign degenerative changes while uterine adnexa were normal. The
fibroid was carefully removed with the use of bipolar tissue surgical diathermy, with special
attention to hemostasis and an intra-abdominal drain was placed for one day. The total
content of the drainage was 60ml. There were no complications during the surgery and no
blood transfusions were required. The patient received ritodrine for four days postoperatively
and the postoperative course was uneventful. The pregnancy progressed normally until the
delivery of a healthy 3190g birthweight neonate with no structural anomaly at 37+5 weeks
gestational age by cesarean section due to the prior myomectomy. The pathologic
examination revealed a nodular 6,5x5x3cm tumor with histological features of leiomyoma
with regional hydropic and focal hyaline degeneration.

Fig. 1. Ultrasound and doppler examination shows a large heterogeneous oval mass
of 5.4cm maximum dimension, without blood supply, sited on the right anterolateral

wall of the uterus
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3. DISCUSSION

The prevalence of myoma during pregnancy is 0, 3-3,9% [5,6]. However most myomas
remain asymptomatic during pregnancy and only 10% [5,7] -40% [8,9] of women with
leiomyoma according to several series suffer any kind of complications. Only 2.6% of them
need surgical intervention [5]. Generally, leiomyomas are localized in the uterine body (95%)
[10] and are categorized into four types: subserosal, intramural, submucosal and
intraligamentous. Most leiomyomas in pregnancy are subserosal or intramural. Submucosal
fibroids are usually removed prior to pregnancy since they tend to be symptomatic and are
associated with infertility [5,11]. Regular ultrasonography performed during pregnancy allows
the evaluation of these lesions and early detection of any possible complications. A series of
recent studies has shown that the majority (49–60%) of leiomyomas show no significant
change in size during pregnancy [8,9]. In other studies enlargement of leiomyomas of all
sizes is found to occur-mainly during the first trimester [1,5,8]. In our case, although the
patient was aware of the occurrence of the uterine fibroid for three years, there was no
medical record of the size prior to the pregnancy. Despite the benign course of these
leiomyomas, they can rarely cause complications. The rate of fetal loss is higher in patients
with multiple fibroids [12]. There is also a substantial risk of spontaneous abortion, preterm
labour, placenta abruption, prolonged rupture of membranes (PROM), fetal malpresentation,
labour dystocia, cesarean delivery and uterine atonia leading to postpartum hemorrhage and
hysterectomy [13]–caused mainly by intramural myomas that may interfere with normal
transmission of contractions [1]. There has also been reported a high incidence of fetal
anomalies caused by large submucosal myomas that deform uterine cavity such as
malpresentation, dolichocephaly, torticollis, limb malformations [1] etc. Sarcomatous change
is rare, presenting with rapid abnormal growth and should be referred urgently [2].
Abdominal pain in a pregnant patient with uterine leiomyoma can be attributed to
degenerative changes of the leiomyoma [14]. Degeneration of leiomyoma is categorized as
hyaline, cystic/ hydropic, red or calcific [15]. The most common type of degeneration is
hyaline, accounting for approximately 60% of all degenerated leiomyomas complicating
pregnancy [14,16]. Cystic (hydropic) degeneration occurs in approximately 4% of
leiomyomas and typically occurs after hyaline degeneration [16]. Hydropic change may be
present in a focal form in up to 50% of leiomyomas [8]. A common complication is the
syndrome of painful myoma which is due to red or carneous degeneration and occurs in 5-
8% of myomas during pregnancy [5,13]. The degeneration may have occurred as a result of
hormonal changes, or may have been due to mechanical reasons such as venous
obstruction, hemorrhagic infarction and extensive necrosis and is usually attributed to rapid
growth associated with pregnancy [15]. Growth may also lead to torsion of a pedunculated
myoma [15]. This medical condition may present with localized pain and tenderness of acute
onset, fever, and an elevated white blood cell count. The histologic report of the leiomyoma
in our case revealed hyaline degeneration with hydropic changes of this type. Ultrasound
scan is the imaging tool of choice for evaluation of clinically suspected maternal abdominal
or pelvic abnormalities [8]. The sonographic appearance of the majority of leiomyomas is
that of a solid hypoechoic mass. Hyalinization, calcification and other degenerative changes
manifest as non specific areas on ultrasound. Diffuse hydropic changes in ultrasonography
can manifest as cystic areas [8]. In cases where ultrasound is not diagnostic, magnetic
resonance imaging (MRI) can provide more information and contribute to the diagnosis. The
Safety Committee of the Society for MRI has concluded that prenatal MRI is indicated when
other non-ionizing methods are inadequate or when the MRI examinations will provide
critical information that would otherwise require the use of ionizing radiation [17]. Pain
caused by degeneration of a leiomyoma is treated conservatively with medication like
analgesics-mainly nonsteroidal anti-inflammatory drugs and even opioids if necessary-,
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intravenous fluids and antibiotics. It has been reported that if symptoms persist, then surgical
intervention must be considered [5,18]. Indications for myomectomy during pregnancy
include severe abdominal pain due to torsion of subserous pedunculated myomas or
degeneration not responding to medical treatment after 72 hours, and a rapid increase in
myoma size causing abdominal discomfort and obstruction to other abdominal/pelvic organs.
Surgery is usually performed between the 15th and 19th week of gestation [5]. Controversy
persists about myomectomy being performed during pregnancy since it is not easy to
perform, hemostasis is difficult and abortion rates are not trivial. Laparoscopy or laparotomy
can be performed, based on the surgeon’s experience and the clinical situation of the
patient. Although long-term effects of laparoscopic surgery during pregnancy on the fetus
have not been well studied [19], laparoscopy has been increasingly used in surgical
procedures in pregnant women and according to literature no increase in adverse outcomes
has been reported [20,21]. Myoma excision with bipolar energy as used in our case is
associated with less blood loss, less postoperative complications and less recurrence of
myoma [22]. There are two basic complications of myomectomy during pregnancy: abortion
and hemorrhage. The abortion rates after myomectomy in pregnancy in literature varies from
7, 7% [5] to 18% [6] in contrast with 25-35% in 1957 [23]. There is also no evidence to
contraindicate myomectomy during a cesarean section if it is necessary [11]. The mean
blood loss from myomectomy at the time of caesarean section is 260ml (200-700ml), and
5% of patients who undergoing myomectomy were transfused [24]. Finally, in the absence of
data, a routine myomectomy after delivery is not indicated if a complication attributable to the
leiomyoma occurred during pregnancy and subsequently the patient became asymptomatic
again [11].

4. CONCLUSION

In conclusion, surgical removal of leiomyomas during pregnancy should be performed in
selected cases and when symptoms persist- like in the described case report, which
presents a problem that every obstetrician can encounter in common practice.
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