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Is it safe to perform myomectomy in first trimester of pregnancy?

The report of two cases
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ABSTRACT

Uterine fibroids are the most common benign tumors in women in the
reproductive age group. The incidence of fibroids during preghancy
varies between 1.6 and 10.7%. In 10% of these cases, fibroids lead to
complications.

The management in symptomatic patients is conservative, and the
surgical treatment is delayed until after birth due to its risks. In the last
two decades, it has been shown that myomectomy can be an alternative
treatment in selected cases, especially in second-trimester pregnancies.
However, the data on the success of myomectomies performed earlier in
pregnancy are limited.

In this case report, we present two cases who were admitted to our clinic
during the first trimester of pregnancy and had complicated fibroids. The
diagnosis, the follow up and the treatment are presented with the review
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Introduction

Uterine fibroids are the most common benign tumors of
the female genital tract [1]. Fibroids are detected in 20-50%
of the women in the reproductive age group. This rate
varies according to age, ethnicity and parity [2]. The
prevalence of uterine leiomyomas in pregnancy varies
between 1.6 and -10.7% [3,4]. Most of these cases are
asymptomatic; however, in 10% of the cases, uterine
fibroids lead to complications [5]. These complications
include early pregnancy loss, pelvic pain, placental
abruption, hydronephrosis, PPROM, preterm labor, IUGR,
fetal mal-presentation and postpartum hemorrhage.
Intractable pelvic pain refractory to analgesics is the most
common complication related to fibroids. It has been
shown that the rate of hospitalization among pregnant
patients with uterine leiomyoma who were admitted to the
hospital with symptoms of pain and vaginal bleeding was
between 5-15% [6].

Conservative management is the first-line treatment for
symptomatic leiomyomas observed during pregnancy, and
it includes bed rest, hydration and analgesics. If these

treatments fail, performing myomectomy after sharing the
possible risks of the procedure with patients, can be an
alternative treatment option [7]. The literature consists of
studies of successfully performed myomectomies, mainly
in the second trimester of pregnancy. In the first trimester,
the traditional approach is to induce abortion and surgically
remove the fibroid at a later date [8]. Very few studies have
shown that, in specific cases, first trimester myomectomies
may have similar safety rates and advantages with
myomectomies performed in second trimester pregnancies
[8].

In this study, two cases of pregnant women with uterine
fibroids who were admitted to the hospital with severe
abdominal pain refractory to medical treatment and treated
with myomectomy are presented.

Case Presentation

Case 1. A 40-year-old patient (gravida 1, para 0),
previously diagnosed with uterine leiomyoma and
spontaneously conceived while myomectomy was
planned, was admitted to the outpatient clinic on the 7th
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week of gestation, with severe abdominal pain and vaginal
bleeding. She had no systematic disease and no history of
surgery. The ultrasound examination revealed a single
intrauterine fetus compatible with 7 weeks and 1 day with
a positive fetal heartbeat (Figure 1). A 98x130 mm
intramural fibroid located in the anterior uterine wall was
also detected (Figure 2). IV hydration and analgesic
treatment were recommended. After the medical treatment
had failed, the surgical treatment and the termination of
pregnancy options were explained to the patient. As the
patient preferred the surgical treatment, myomectomy was
planned after informing the patient about the potential risks
related to pregnhancy. Depot progesterone 500 mg was
administered intramuscularly to the patient in the
preoperative period.
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Figure 1. Intrauterine pregnancy (compatible with
7 weeks and 1 day) with positive fetal heartbeat
(Case-1)

Figure 2. Fibroid of 98 mm in size located in the
anterior uterine wall (Case-1)

Under spinal anesthesia, after the fetal heartbeat was
seen sonographically, a Pfannenstiel skin incision was
made. An intramural fibroid of 10x14 cm in the anterior
wall of the uterus and a subserous fibroid of 5x6 cm in the
left lateral side of the uterus were observed. The dominant
myoma was shelled out through sharp dissection. The
excision area was closed with 0 Vicryl and the serosa was
closed with 2-0 Vicryl sutures. The subserous myoma was

separated from its pedicle and excised. No bleeding and
early complications occurred. Positive fetal heartbeat was
confirmed by ultrasound at the end of the procedure.

The patient remained in the hospital for two days
postoperatively. She had no vaginal bleeding and her
hematocrit remained stable. 3x200 mg of micronized
progesterone was administered vaginally during her stay.
She was discharged after normal bowel movements,
voiding and reassuring fetal status were seen.

The first trimester combined test was performed on the
12th week of gestation and resulted in a low risk for
trisomy 21 and trisomy 13/18. The pregnancy progressed
without complications. A primary Cesarean delivery was
performed at 38 weeks of gestation and the patient gave
birth to a healthy boy weighing 3,400 g. Her postpartum
follow-up was uncomplicated.

CASE 2. A 31-year-old patient (gravida 1, para 0) at 12
weeks of gestation according to the last menstrual period
was admitted to our clinic with severe abdominal pain. She
had no systematic disease and no history of surgery. A
single intrauterine fetus of 12 weeks and 3 days with a
positive fetal heartbeat was seen during the sonographic
evaluation (Figure 3). NT was measured 1.1 mm. The first
trimester combined test was performed. An intramural
fibroid of 12.5x10 cm in size, located in the left lateral wall
of the uterine corpus was observed (Figure 4). The fibroid
and the placenta were on the contralateral sides of the
uterus. After the conservative treatment had failed to
relieve her symptoms, myomectomy was planned. Depot
progesterone 500 mg was administered intramuscularly to
the patient in the preoperative period.

Figure 3. Intrauterine pregnancy (compatible with
12 weeks and 3 days) with positive fetal heartbeat
(Case-2)

Figure 4. Fibroid of 125 mm in size located in the
left lateral wall of the uterine corpus (Case-2)
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Under general anesthesia, after the fetal heartbeat was
seen sonographically, a Pfannenstiel skin incision was
made. An enlarged uterus was revealed, and a degenerated
fibroid of 12 cm in size in the left lateral side of the uterus
was observed. The enucleation of the uterine fibroid was
performed, and then 0 Vicryl suture was used on the
excision area. The serosa was closed with 2-0 Vicryl
suture. No contact with the endometrium and the amniotic
membrane was observed. After hemostasis is reassured, the
procedure was concluded. Positive fetal heartbeat was
confirmed through ultrasound at the end of the procedure.

The patient was administered 3x200 mg of micronized
progesterone vaginally on the operation day and on the first
and second days after the operation. Analgesia was
provided with 1V and oral paracetamol, and narcotic
analgesics were not needed. The first trimester combined
test resulted in low risk for trisomy 21 and trisomy 13/18.
The non-invasive prenatal test, which was performed upon
the request of the patient, resulted in low risk in terms of
chromosomal abnormalities. On the 4th postoperative day,
the ultrasound examination showed postoperative changes
in the excision area (Figure 5). The fetal heartbeat was
positive. The patient was discharged after normal bowel
movements, voiding and reassuring fetal status were seen.

No obstetric complications were seen during her
follow-up. By the time this report is written, she will have
had 20 weeks of uncomplicated pregnancy.

= et

Figure 5. Ultrasound examination on the 4th
postoperative day. The operation site (arrow) and
the placental site (arrowhead) are seen in the
contralateral sides of the uterus. (Case — 2)

Discussion

Uterine leiomyomas are the most common benign
tumors of the female genital tract. In recent years, due to
late procreation, an increase has been observed in the
number of cases with uterine leiomyoma during pregnancy
[9].

Studies have shown that the majority of leiomyomas
during pregnancy are asymptomatic [10,11]. However, in

a small number of cases, fibroids have been associated with
poor obstetric outcomes, by increasing uterine contractile
activity, creating a compression effect on the growing
fetus, and disrupting the blood flow of the fetus and the
placenta [12]. The risk is greater especially in the presence
of multiple fibroids, when the fibroid is adjacent to the
placental site or when the size of the fibroid is greater than
3.6 cm (200 cm?) [5].

The most common symptom in pregnant patients with
complicated fibroids is intractable pain refractory to
analgesics [13]. The pain usually presents in the first trimester
or early second trimester [14]. During this period, the fibroid
may increase in size [15]. Studies have shown that larger
fibroids are more likely to grow; however, fibroids which are
less than 5 cm in size are more likely to become smaller or
remain the same in later periods of pregnancy. Especially,
there may be an increase of 12-25% in the size of fibroids that
are larger than 5 cm [16]. Despite this rapid growth in myoma
size, insufficient blood flow causes degeneration, and
degeneration causes severe pain.

The size and the vascularity of the uterus are increased
during pregnancy; hence, the risk of severe hemorrhage
during surgery is greater in pregnant women compared to
non-pregnant individuals [17]. In these patients, adverse
conditions such as severe hemorrhage requiring blood
transfusion or hysterectomy, pregnancy injury and/or
pregnancy loss may occur [17]. Therefore, the main
treatment approach in complicated fibroids is to provide
symptomatic relief to the patient with conservative
treatment and to postpone the surgical intervention until
after birth [14]. First-line treatment is bed rest, hydration
and analgesics [18]. Most patients benefit from
conservative treatment [19]. Myomectomy should be
considered as the means of treatment in patients in whom
symptomatic relief cannot be achieved through the applied
treatment [11,20]. Except for pain, the rapid growth of
myoma (doubling in size in 8 weeks), myomas that are
more than 5 cm in size and/or myomas that are disrupting
the placental site are the other indications for myomectomy
[21]. In rare cases, torsion of a pedunculated myoma or
bleeding of a degenerated fibroid can lead to myomectomy
[22]. In our study, both patients were admitted to the
outpatient clinic with severe abdominopelvic pain
refractory to analgesics.

Literature reveals that myomectomy performed in the
second trimester is a safe and effective treatment method
in cases where the myoma is not related to the uterine
cavity [19,23]. The outcomes of myomectomies performed
in the first trimester are scant. There are not enough studies
showing whether the success and the safety of this
procedure are as high as in the second trimester. The
traditional approach in cases with fibroids during the first
trimester of pregnancy is the termination of pregnancy and
performing myomectomy in a different session [8].

172



Is it safe to perform myomectomy in first trimester of pregnancy?

In our study, uterine leiomyoma was detected with
pregnancy in both cases. Both patients had their first
pregnancy, they did not have any other child, and neither
of the two wanted to terminate their pregnancies.
Therefore, although the treatment was not the standard
treatment approach, it was accepted by the patients and the
patients gave their consent to the operation despite the
risks.

Mollica et al. reported a series of 106 pregnant patients
with uterine fibroids [21]. In their study, pregnancy loss
(0% vs. 13.6%), PPROM (5.6% vs. 22.7%), preterm labor
(5.6% vs 21.6%) and post-Cesarean hysterectomy (0% vs.
4.5%) rates were lower for the patients who underwent
myomectomy. According to the study, the earliest
gestational age of the patients who had undergone
myomectomy was 10 weeks. Unfortunately, they did not
clearly state the number of operations performed in the first
trimester. Therefore, the relationship between gestational
age during myomectomy and obstetric outcomes of the
procedure were not clearly revealed.

In another study, Carolis et al. retrospectively reported
obstetric outcomes in 18 pregnant patients who had
undergone myomectomy [14]. The gestational weeks of
these patients varied between 6-14 weeks. 4 out of the 18
patients were operated on in the first trimester. Fibroids did
not affect the placental site in any of the cases. Fibroid sizes
varied between 2 and 15 cm. One of the patients presented
with severe abdominopelvic pain. The rest of the patients
were operated on with the indication of rapidly growing
pelvic mass. All the patients gave birth to their children by
Cesarean section at term. In our study, similarly to the
study conducted by Carolis et al., there was no relationship
between the fibroids and the placental site in any of the
patients. One of the patients gave birth to a healthy boy by
Cesarean section at term. No obstetric complications have
been observed in the other case during her pregnancy
follow-up. Cesarean delivery is also planned in this case.
There is no data in the literature about the frequency of
obstetric follow-up of patients who have undergone
myomectomy. However, all cases should be monitored
closely due to the risks of uterine rupture and the patients
should be informed about the risks.

Conclusions

Although there are studies in the literature reporting
that myomectomies performed in the second trimester are
beneficial in selected patients, there are insufficient data
about the validity of these results for the first trimester. In
cases that underwent myomectomy during the first-
trimester pregnancy, no fetal anomaly was observed due to
the surgical procedure in the reported case reports;
however, there are no large case series on this subject.

No obstetric complications developed due to the
surgical procedure in the cases included in our study,

similarly to the previously reported cases. One of the
patients gave birth to a healthy boy by Cesarean section at
term. Myomectomy can be an alternative treatment method
in selected cases, despite the traditional approach of
inducing abortion and performing myomectomy at a later
date. All cases who underwent myomectomy during
pregnancy should be monitored closely and these cases
should be able to reach a medical institution as fast as
possible. In order to make a conclusion about the safety and
effectiveness of myomectomy operations performed in
first-trimester pregnancies, the findings must be confirmed
with further studies.
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