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ABSTRACT

the baby.
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Leiomyomas are the most common benign smooth muscle tumors of the uterus. The incidence during pregnancy
ranges between 1.6 to 10%. The management of fibroids encountered during caesarean section poses a therapeutic
dilemma. We present a case of giant anterior wall lower segment leiomyoma complicating term pregnancy which
posed a great surgical challenge. Myomectomy was performed before delivering the baby by lower segment caesarean
section by locating the tumor free area using preoperative ultrasound. The tumor mass weighed 3kg. This case
highlights the preoperative use of ultrasound in emergency caesarean section to avoid classical caesarean section and
to prevent fetal mortality and morbidity by avoiding time consuming caesarean myomectomy before the delivery of

INTRODUCTION

Leiomyomas are the most common benign smooth
muscle tumors of the uterus. The incidence during
pregnancy ranges between 1.6 to 10%. The management
of fibroids encountered during caesarean section poses a
therapeutic dilemma. We present a case of giant anterior
wall lower segment leiomyoma complicating term
pregnancy which posed a great surgical challenge.
Myomectomy was performed before delivering the baby
by lower segment caesarean section by locating the tumor
free area using preoperative ultrasound. The tumor mass
weighed 3 kg. This case highlights the preoperative use
of ultrasound in emergency caesarean section to avoid
classical caesarean section and to prevent fetal mortality
and morbidity by avoiding time consuming caesarean
myomectomy before the delivery of the baby. Uterine
fibroids are extremely common benign smooth muscle

tumors of the uterus. The overall incidence varies from
40-60% by age 35 years and 70 to 80% by age 50.1

The prevalence of uterine fibroids in pregnancy varies
between 1.6 and 10.7 percent depending upon the
trimester of assessment and the size threshold.?® Uterine
myomas are observed in pregnancy more frequently now
than in past because of the increasing age of child bearing
and wide spread use of ultrasound. Myomas are generally
asymptomatic in pregnancy but 10-30% of the women
may present with some form of complication like first
trimester losses, pressure symptoms, pain of red
degeneration, premature labour, premature rupture of
membranes, malpresentations, antepartum haemorrhage,
obstructed labour, retained placenta and post-partum
haemorrhage.5® Once the diagnosis of myoma is
confirmed by USG, management of fibroids encountered
during caesarean delivery poses a therapeutic dilemma.
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CASE REPORT

Mrs. X, 30 years female, primigravida was referred to our
antenatal OPD from a private clinic as a case of 22 weeks
pregnancy with large pelvic mass. Her medical, personal
history, past and family history was not significant. On
general examination general condition was fair, pallor
absent, PR-70/min, BP-100/68mm of Hg, height-150 cm,
weight-54 Kkg. Per abdominal examination revealed
fundal height 28 weeks which was more than period of
gestation and uterus was relaxed. Investigation: Hb
9.5mg%, blood group was B +ve. Screening blood sugar
was 103mg%, urine routine microscopy and viral markers
were normal.

Ultrasound at the gestational age of 24 weeks showed
anatomically normal, live fetus corresponding to the
gestational age. Placenta was anterior, mid cavity, liquor
adequate and a large intramural fibroid of size 14.66cm X
12cm x 8.76cm on left anterio-lateral wall of uterus. Six
weeks later, a repeat ultrasound examination revealed an
appropriately grown fetus at 30 weeks with large
intramural fibroid of 17.24cm x 13.25cm.

On anterior wall of uterus extending into the lower
segment. At 35 weeks USG, fetus had breech
presentation with corresponding fetal parameter and a
large fibroid which has grown to the size of 23 x 16cm
involving anterior wall of the uterus extending into lower
segment.

The woman was kept on regular antenatal cheek up. She
was advised rest, fetal movement count, iron and calcium
supplementation. Hemoglobin estimation and obstetrical
ultrasound was performed at regular interval to assess the
fetal growth and size of the fibroid. Steroid was given at
33 weeks for fetal lung maturity.

The women and her relatives were counseled for various
complications of pregnancy with fibroid like preterm
labour, preterm premature rupture of membranes,
intrauterine growth restriction, antepartum hemorrhage
and post-partum hemorrhage.

Two units of blood were arranged. During the course of
pregnancy, myoma showed progressive increase in size.
The patient was planned for elective caesarean section at
37 weeks.

However, she had loss of fetal movements and a
pathological cardiotocograph (CTG) at 36 weeks. She
was taken up for emergency caesarean section after
arranging 2 units of blood. Also consent for caesarean
hysterectomy was sought in case of any eventuality.

Emergency caesarean section was done under spinal
anaesthesia. Abdomen was opened by right para median
longitudinal incision. Preoperatively there was a large
intramural fibroid involving anterior wall and lower
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uterine segment (Figure 1), and exact location of fetal
parts could not be made out.

Figure 1: Large lower segment intramural fibroid.

The decision where to place the incision was challenging.
The incision into the lower uterine segment was not
helpful as the fibroid was obstructing entry into the
uterine cavity. Classical caesarean section would have
hampered her future obstetrics plans. The third option
was to perform caesarean myomectomy followed by
delivery of the baby, but this was a time-consuming
option and baby had to be delivered quickly as fetus was
in distress. Therefore, per operative ultrasound probe
using full aseptic precaution was used to find out tumor
free area between the fetus and uterine wall. Tumor free
area and breech presentation was identified on right side,
high above the internal os. L-Shaped incision was given
on right side of lower segment and extended left over the
fibroid. Uterine cavity was subsequently entered and
baby weighting 2.6kg at good Apgar score, was delivered
by breech extraction. Following delivery of the baby
caesarean myomectomy was done and huge fibroid
weighing 3kg was removed through the same incision.
After hemostatic sutures uterus was closed in 3 layers.
Two units of blood was transfused, one intra operative
and another post-operative. The postoperative period was
uneventful. 6 weeks postpartum the uterus was well
involuted and was of normal size. Histopathological
diagnosis of tumor was benign intramural leiyomyoma.

DISCUSSION

The management of fibroids encountered during
caesarean section poses a therapeutic dilemma. The term
uterus receives about 17% of cardiac output which results
in increased vascularity of the uterus during pregnancy.
Therefore, myomectomy during caesarean section has
traditionally been discouraged due to fear of intractable
hemorrhage. Studies have reported that hemorrhage
during caesarean myomectomy can be so severe that it
can often necessitate hysterectomy.®4 Earlier studies
have reported that it is better to avoid myomectomy
during caesarean section with the exception of small and
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medium size pendenculated fibroid because of potential
complications like intraoperative hemorrhage need for
blood transfusion and post-partum fever.'>*” However, a
number of authors have recently shown that
myomectomy at caesarean section does not increase the
risk of hemorrhage.*®

Case control study of 47 patients with caesarean
myomectomy and 94 patients who had caesarean section
without removal of fibroids did not show any significant
difference in complication rate, except that operative time
was more in caesarean myomectomy.® The commonest
indication for performing myomectomy during caesarean
section is the presence of anterior lower segment uterine
fibroid on the proposed line of incision. This can avoid a
classical uterine incision which otherwise will jeopardize
the woman’s future obstetric plans. Recently few
researchers have advocated removal large anterior wall
fibroid first so as to facilitate easy delivery of the baby
thorough lower segment caesarean section.!%t220
However this was not possible in our case due to fetal
distress which warranted quick delivery.

Apart from being a rare case of colossal size, anterior
wall fibroid with pregnancy, our case highlights the per
operative use of ultrasound in emergency case to prevent
fetal mortality and morbidity by avoiding the time-
consuming caesarean myomectomy before the delivery of
baby.

Caesarean myomectomy which was once considered a
taboo should now be reconsidered. Enucleation of the
fibroid is technically easier in pregnant uterus due to
greater looseness of the capsule.® Apart from being a
cost-effective procedure in a low resource constrain
setting, caesarean myomectomy obviates the need for
interval myomectomy and decreased complications
associated with fibroids in subsequent pregnancies.?!??

Also scar integrity for caesarean myomectomy has been
shown to be better than that following interval
myomectomy, when assessed with serial ultrasound scan
in subsequent pregnancies and subsequent caesarean
section. In selected patients and in experienced hands
myomectomy (before or after delivery of the baby) can be
a safe procedure.®

Clinical significance

e Fibroid uterus in an important differential diagnosis
of pregnancy with pelvis mass

e Caesarean myomectomy, before and after delivering
the baby can be considered in selected patients by
experienced obstetrician

e Tumor free area should be located by preoperative
ultrasound before performing caesarean section in
woman with huge anterior wall lower segment
fibroid so as to plan the site of incision in lower
segment.
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