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Treatment of a giant uterine fibroid during pregnancy: a case report

Tratamento de um mioma gigante na gravidez: caso clinico
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Abstract

Uterine fibroids are the most common benign uterine tumors, affecting 2-10% of pregnant women. In pregnancy, they can
manifest as abdominal pain, uterine bleeding or as a rapidly growing mass. Their association with obstetric complications
depends mostly on the location, with subserous myomas being practically harmless, except if they’re associated with rapid
growth or are of considerable size. This clinical case reports a pregnant woman that presented with a rapidly growing myo-
ma associated with abdominal pain, whose diagnosis was made in the first trimester and who underwent myomectomy at
16 weeks' gestation.
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Resumo

Os miomas uterinos sao os tumores uterinos benignos mais comuns, afetando 2-10% das mulheres gravidas. Na gravidez,
podem se manifestar com dor abdominal, hemorragia uterina ou como uma massa de crescimento rapido. A sua associa-
¢do a complicacoes obstétricas é dependente sobretudo da localizacdo do mioma, sendo que os miomas subserosos, sao
praticamente indcuos, exceto se associados a crescimento rapido ou de dimensodes consideraveis. Reporta-se um caso cli-
nico de uma gravida com um mioma de crescimento rapido e associado a dor abdominal, cujo diagnoéstico foi realizado no
primeiro trimestre, em que se procedeu a miomectomia as 16 semanas de gestacao.
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FIGURE 2. Ultrasound image of the fibroid at diagnosis.

scan, who underwent surgical treatment during the
early second trimester.

CASE REPORT

A 28-year-old, healthy, nulliparous woman with a his-
tory of two prior miscarriages came to our emergency
department with recurrent pelvic pain in the context of
5 weeks of amenorrhea and a positive pregnancy test.

During observation, there was no abnormal dis-
charge or blood in the vagina, on abdominal examina-
tion, there was a palpable pelvic mass up to the
umbilical line, bimanual palpation revealed that it was
a mobile mass with a hard-elastic consistency.

A transvaginal ultrasound was carried out, which
showed an intrauterine evolutive pregnancy, with an
embryo compatible with 6 weeks of gestation (Figure
1). Exploration with abdominal ultrasound probe
revealed a large suprauterine solid mass measuring
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FIGURE 3. MRI images of the fibroid at 10 weeks of pregnancy.

163x83x186mm, avascular and with a positive sliding
sign (Figure 2).

The pregnant woman was then referred for moni-
toring and differential study of the pelvic mass. Tumor
markers were negative, and a magnetic resonance ima-
ging (MRI) scan was performed at 10 weeks of preg-
nancy, which documented a large oval formation mea-
suring 253x200x100mm, with a pedicle in the ante-
rior wall of the uterine body, compatible with a sub-
serosal fibroid (Figure 3).

Besides the large fibroid, the first trimester combined
screening revealed a normal fetus and low risk for ane-
uploidy.

Given the rapid growth behavior and recurrent
symptoms, a laparotomic myomectomy was offered to
the patient, which, with her consent, was performed at
16 weeks of gestation. The myomectomy was un-
eventful, with excision of a mass 260 mm in diameter,
compatible with a subserous myoma, type 7 according
to the FIGO classification (6) (Figure 4 and Figure 5).
Fetal vitality was confirmed in the post-operative peri-
od and the histological study confirmed the suspected
diagnosis.

At 40 weeks of pregnancy, the pregnant woman re-
turned to our emergency department due to premature
rupture of the membranes and an uneventful caesare-
an section was performed, with the birth of a baby girl
weighing 2600 g and an Apgar score of 9/10/10.
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FIGURE 5. Surgical specimen.

DISCUSSION

Uterine fibroids are the most common benign uterine
tumors in women'*°. Their prevalence increases with
age, and given that maternal age at pregnancy is also in-
creasing, it is thought that the prevalence of uterine fi-
broids is arising in this group of women’.

There are numerous reported obstetric complications
associated with uterine fibroids*®, depending on their
location, size and relation with the placenta’. Subserous
fibroids are not found in the uterine body and therefore
generally do not affect pregnancy outcomes’, but they
are often associated with rapid growth, especially if the
mass is >5 cm’, and with recurrent pelvic pain'~.

In the case of the latter, the first-line treatment
should be conservative management?®’, given the
obstetric complications that can arise from surgical
treatment, such as preterm delivery, fetal death, and
the risks inherent to general anesthesia’. On the other
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hand, during pregnancy, pain control can be challen-
ging*.

Furthermore, in the case of large pelvic masses, it is
important to rule out malignancy, especially in gro-
wing masses diagnosed at the first trimester’. Given
that ultrasound and MRI cannot conclusively differen-
tiate it from its malignant variant, sarcoma’, it is im-
portant to make a histological diagnosis, which can
only be achieved by surgical removal of the mass.

Therefore, surgical treatment should not be carried
out routinely®, and should only be considered when
symptoms are refractory to oral analgesia®, when
there is a large uterine mass (>5 cm) or when there is a
growing or suspicious mass.
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