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ABSTRACT

~

Leiomyoma is the most common benign tumor of the female reproductive tract. It is prevalent
among women in the age group 30 to 50 years. Other than placental estrogens and progesterone,
arange of endocrine and paracrine factors have theirimpact on fibroid blood supply, growth rate,
and risk of degeneration during the gestational and puerperal periods. The current case report is
about a 30-year-old primigravida with pregnancy and a large fibroid presenting with complications
such as malpresentation and pressure symptoms, ending up in a cesarean section at 36 weeks
delivering a live baby with a birth weight of 2.5 kgs and a large fibroid weighing 6.4 kg. During the
pregnancy, there was adequate fetal development, without major maternal complications. There
were four crucial issues: tailored pregnancy surveillance, the decision of fime and route of delivery,
postpartum hemorrhage management, the decision to perform an interval myomectomy, and the
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management of decreasing blood loss perioperatively.
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INTRODUCTION

Uterine leiomyomas are benign smooth muscle
tumors of the uterus. It is the commonest benign
tumor of female genital fract incidence being 20 -
40%. Their incidence in pregnancy has been report-
ed to be 1-4%" 2 They remain asymptomatic,
except in 10-30 % of the cases where they present
with complications. The main course of treatment is
often fo manage them conservatively followed by
myomectomy after delivery?. Pregnancy with fibroid
has become increasingly common as most women
delay their first pregnancy until later than 30 years of
age which eventually leads to complications in
pregnancy?. Uterine fibroids in pregnancy which are
larger than 5cm and multiple tend to present with

obstetric complications*. They are variably linked to
sponfaneous abortion, intrauterine growth restric-
fion (IUGR), anemia, multiple blood transfusions,
infection, pain due tfo degeneration of fibroid,
malposition of fetus, preterm delivery, preterm
premature rupture of membranes (PPROM), malpre-
sentation, placental abruption, uterine inertiq,
increased rates of cesarean section, postparfum
hemorrhage, retention of the placenta, hysteroto-
my and obstetric hysterectomy. Fetal outcomes
may also be affected leading to decreased Apgar
scores in low birth weight babies*®.

CASE PRESENTATION
We are discussing a case of a patient with a large
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multilobulated inframural fibroid occupying the
whole posterior lateral wall of the uterus in pregnan-
cy. Our patient was a 30-year-old primigravida
married for 10 months, with planned spontaneous
conception diagnosed with pregnancy with fibroid
uterus at 8 weeks of gestation in a secondary-level
facility. Diagnosis of fibroid was an incidental finding
on an ultrasound done for confirmation of pregnan-
cy and dafing. On the initial ultrasound, it was
suspected as a single broad-based sub-serosal
pedunculated fibroid arising from the fundus and
right posterior lateral wall of the uterus about 14 x 30
cmin size.

The patient was being supervised in this secondary
health care unit where she was advised to continue
her pregnancy and was started on progesterone
therapy for prophylaxis against miscarriage. The
patient remained asymptomatic all this time. How-
ever, the size of the fibroid kept on increasing, and
eventually at 26 weeks she was referred to a tertiary
care center with a specialized Gynecologist for the
continuous medical care and management of her
pregnancy.

At 26 weeks when she came to us, she was vitally
stable with no signs of pallor, or respiratory distress
and no pedal edema. Upon abdominal examina-
fion, the abdomen was distended and there was a
big abdominopelvic mass measuring about 40 cm
from the symphysis pubis, firm in consistency and
mobile. On the ultrasound, it measured about 18 x
35 cm occupying the right side of the abdomen
extending up fo the right lateral fundal region of the
uterus, pushing the gravid uterus tfowards the left.
Anteriorly, it pushed the anterior abdominal wall,
posteriorly pressing over the retro peritoneum caus-
ing a pressure effect, pressing the right ureter result-
ing in mild hydronephrosis. The baby at 27 weeks by
dates was at 26 weeks of gestation on ultrasound
with normal AFl. Her Hemoglobin was 11.2 g/dl,
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blood group B positive and serum electrolytes and
urea creatinine were all normal.

We aimed to prolong the pregnancy as the patient
remained asymptomatic, except for feeling
pressure symptoms and mild discomfort due to a
distended abdomen. Routine antenatal care was
given, with two weekly antenatal visits. She was
continued on progesterone therapy fill 36 weeks of
gestation. All her ultrasound reports fill 36 weeks
were normal, with normal fetal biometric parame-
ters and AFIl. Throughout her antenatal period, the
fetus was with breech presentation.

She was admitted for surgery at 36 weeks after
which a course of dexamethasone was given to her
to improve fetal lung maturity. The baby was in a
breech position, and an elective cesarean section
was planned with 2 units of blood arranged on
hemoglobin of 10.8g/dl. A high-risk informed
consent was tfaken from the patient and relatives for
myomectomy, chances of cesarean hysterectomy,
ICU admission, and fetal risks explained.

A fresh ultrasound report at this point showed a
subserosal fibroid of 28 x 36 cm originating from the
right posterior wall of the uterus, pushing the uterus
fo the left side of the abdomen, superiorly reaching
up to the epigastric region and in a downward
direction pressing upon the urinary bladder.

Her Cesarean section was planned under spinal
anesthesia, a midline infra umbilical skin incision was
given. Fig 1 shows the outline of the uterus with
fibroid through the abdominal incision. Upon open-
ing of the abdomen, the fibroid was found to be
inframural arising from the posterior wall, and occu-
pying almost the entire anterior surface of the uterus
as it was dextrorotated to the left so that the right
tube was lying anteriorly.

Figure 1: a) shows incision and dextrorotation of uterus b) demonstrates outline of uterus and fibroid.
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The uterus was manipulated to correct the anatomy
and to find a space to make the incision for easy
delivery of the baby. It was repositioned with the
help of assistance and a lower segment transverse
incision was given into the uterus, amniotic sac was
punctured with artery forceps to deliver a breech
baby boy of 2.5 k.gs with an adequate amount of
liguor and APGAR scores of 8 and 10 at 1 and 5
minutes. After the placenta and membranes were
delivered, the uterus was carefully stitched in a
single layer, and hemostasis secured. About 1200ml
of blood was lost during the procedure. She was

then transfused with 2 units of blood postoperatively.
Analgesics and antibiotics were given and meticu-
lous monitoring was done for postpartum hemor-
rhage in the postoperative period.

The patient remained hospitalized for three days on
intravenous antibiotics after which she was

discharged on oral antibiotics with a plan of
myomectomy after 3 months. The postoperative
period remained uneventful. She visited on the 10™
postoperative day for the opening of stitches which
were healthy.

Figure 2: a) Fibroid measuring 20x35cm is removed, b) shows fibroid post-removal, and c) displays the

weight of fibroid.

Her myomectomy was later done after 3 months
through the same midline infra umbilical skin incision
and an inframural fibroid of about 6.4 kg was
removed from the uterus, 2 points of blood were
fransfused postoperatively (figure 2). Hemorrhage
was controllable and the uterus was conserved
restoring the normal anatomy. The postoperative
period remained uneventful, and the fibroid was
sent for a histopathology report which confirmed
leiomyoma. She has also advised contraception for
the next 2 years.

DISCUSSION

Different fibroid features for example its site, size,
single or mulfiple; affect pregnancy outcomes in
various ways. These facts can be used fo help coun-
sel women about the risks related to pregnancy and
stratify their management accordingly.

Fibroid uterus has often been related to adverse
pregnancy outcomes with reasons not very well
explained?. Fibroids are not very symptomatic most
of the time except being reported in 10-30 % of the
cases where large fibroids may present with compli-
cations like lower abdominal pain in the 2"¢ and 3
trimesters indicative of red degeneration of fibroid
or preterm labor* 112 the incidence of early miscar-
riages is also more common with multiple or multilob-
ulated fibroids while patfients with sub mucous
fibroids are also at risk of recurrent miscarriagest. The
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risk of preterm labor is also greatly increased with
both multiple fibroids and fibroids greater than 5 cm
in size'® M,

Multiple fibroids in the lower segment of the uterus or
cervical fibroids increase the probability of cesare-
an section as they cause malpresentation, abnor-
mal lie, interference in head engagement, incoordi-
nate uterine confractions, labor dystocia, and
obstructed labor in some cases'?'> 1415 A fibroid
uterus greater than 5 cm in size also increases the risk
of postpartum hemorrhage at delivery due to
interference in contraction.

Myomectomy at the time of cesarean delivery is
associated with severe hemorrhage and should be
considered in carefully selected cases like sub-se-
rous or pedunculated fibroids. However cesarean
myomectomy with large fibroids in the hands of
experienced surgeons in tertiary care settings with
stepwise de-vascularization is reasonably safe'> "7,

CONCLUSION

Pregnancy with fibroids is usually asymptomatic but
can be associated with various adverse events
during pregnancy which include but are noft limited
fo high cesarean section rates, threatened preterm
labor, post postpartum hemorrhage. However,
good selection criteriac need to be applied to
personalize patient care for optimal results. Cesare-
an myomectomy can be performed with good

DOI: https://doi.org/10.36283/PJMD13-1/020



results in carefully selected cases, as was obtained
in this case report.
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