Associate professor of gynecology
Tabriz medical sciences university







b- Occurs In reproductive age 35-45 years.
C-.progesterone inhibits the growth .

d- After the onset of menopause, uterine fibroids stop
growing and even atrophy.

e-increase size in pregnancy
f-decrease size with medical hypogonadism



Front/Interior view with fibroids Front view of healthy uterus
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-elther :

- sessile submucosal fiboromyoma I.e it has no
pedicle.

- pedunculated submucosal fioromyoma if have
pedicle.

- pedunculated and protruding from vagina
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Symptoms of fibromyoma

Menstrual disorders Infertility

Pain Pressure symptoms




a - menorrhagia :prolonged menstrua
bleeding(more than 5 days)

b- metrorrhagia : abnormal uterine bleeding not
related to menstruation .

3.pain- heaviness in lower abdomen , acute pain in
torsion , haemorrhage and red degeneration .

4.Pressure on urinary bladder produce frequency
and retention of urine more often premenstrually












Secondary Changes

1-Atrophy

2 Degenerations

I 3 Sarcomatous changes -




Other complications of myomas

4-Torsion

5-Inversion

I 6 Infection -




3. Cystic degeneratioﬁ\/







Causes severe abdominal pain — myoma becomes tense and
tender.
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Uterine fibroids

= Uterine fibroids are a very common finding in women of
reproductive age. The majority of fibroids do not change their size
during pregnancy, but one-third may grow in the first trimester.
Although the data are conflicting and most women with fibroids
have uneventful pregnancies, the weight of evidence in the
literature suggests that uterine fibroids are associated with an
iIncreased rate of spontaneous miscarriage, preterm labor,
placenta abruption, malpresentation, labor dystocia, cesarean
delivery, and postpartum hemorrhage.
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majority of fibroids (60%-78%) do not demonstrate any
significant change in volume during pregnancy.

Of the 22% to 32% of fibroids that did increase in volume,
the growth was limited almost exclusively to the first
trimester, especially the first 10 weeks of gestation, with
very little if any growth in the second and third trimesters.

studies have shown that small fibroids are just as likely to
grow as large fibroids,whereas other studies have
suggested that small and large fibroids (2 6 cm) have
different growth patterns in the second trimester (small
fibroids grow whereas large fibroids remain unchanged or
decrease In size), but all decrease Iin size in the third
trimester.

The majority of fibroids show no change during the
puerperium, although 7.8% will decrease in volume by up to
10%



= Most fibroids are asymptomatic. However, severe localized

abdominal pain can occur if a fibroid undergoes so-called “red
degeneration,”

torsion (seen most commonly with a pedunculated subserosal
fibroid), or impaction.Pain is the most common complication of
fibroids in pregnancy, and is seen most often in women with large
fibroids (> 5 cm) during the second and third trimesters of
pregnancy.

In a study of 113 pregnant women, 9% of fibroids showed a
heterogeneous echogenic pattern or cystic changes on ultrasound
indicating the development of red degeneration. Of these women,
70% (7 of 10) had severe abdominal pain compared with 11.7% (12
of 103) of women with fibroids that showed no echogenic changes
on ultrasound.



Three main theories have been proposed to explain the
severe pain associated with red degeneration.

= First, that rapid fibroid growth results in the tissue outgrowing its
blood supply leading to tissue anoxia, necrosis, and infarction.

= Second, that the growing uterus results in a change in the
architecture (kinking) of the blood supply to the fibroid leading to
Ischemia and necrosis even in the absence of fibroid growth.

= Third, that the pain results from the release of prostaglandins from
cellular damage within the fibroid. This is supported by the
observation that ibuprofen and other prostaglandin synthetase
inhibitors effectively and rapidly control fibroid pain
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Representative images of fibroids in pregnancy. (A) A
3.5 x 3.8 cm fibroid is evident in the posterior uterine
wall. This small fibroid is unlikely to cause any
pregnancy-related complications. (B) A 5.5 x 6.9 cm
retroplacental fibroid is shown. This large fibroid is
likely to interfere with placentation and uteroplacental
blood flow due both to its size and location, which
may present clinically as intrauterine growth
restriction, placental abruption, or preeclampsia. (C)
A 7.8 cm fibroid is evident in the lower uterine
segment. Given its size and location, this large fibroid
may interfere with engagement of the fetal head near
term and the normal progress of labor. Moreover, the
internal echogenic changes are consistent with “red
degeneration,” and would likely account for the
patient’s lower abdominal pain.



Early Pregnancy

- Spontaneous miscarriage rates are greatly increased in

pregnant women with fibroids compared with control subjects without fibroids
(14% vs 7.6%, respectively).The weight of evidence in the literature suggests
that the size of the fibroid does not affect the rate of miscarriage, but multiple
fibroids may increase the miscarriage rate compared with the presence of a
single fibroid only (23.6% vs 8.0%).

= The location of the fibroid may also be important. Early miscarriage is more
common in women with fibroids located in the uterine corpus (body) than in the
lower uterine segment and in women with intramural or submucosal
fibroids.The mechanism by which fibroids cause spontaneous abortion is
unclear.

= |ncreased uterine irritability and contractility, the compressive effect of fibroids,
and compromise to the blood supply of the developing placenta and fetus have
all been implicated.18

- . The location of the fibroid

determines the risk for bleeding. Bleeding in early pregnancy is significantly
more common if the placenta implants close to the fibroid compared with
pregnancies in which there is no contact between the placenta and fibroid (60%
vs 9%, respectively)



Late Pregnancy

— and preterm premature rupture of membranes.

Pregnant women with fibroids are significantly more likely to develop
preterm labor and to deliver preterm than women without fibroids
(16.1% vs 8.7% and 16% vs 10.8%, respectively).Multiple fibroids and
fibroids contacting the placenta appear to be independent risk factors
for preterm labor.

In contrast, fibroids do not appear to be a risk factor for preterm
premature rupture of membranes (PPROM). Indeed, a recent
systematic review suggests that fibroids are associated with a
decreased risk of PPROM



Although reports are conflicting, pooled cumulative data
suggest that the risk of placental abruption Is increased
3-fold In women with fibroids.Submucosal fibroids,
retroplacental fibroids, and fibroid volumes > 200 cm3
are independent risk factors for placental abruption.

One retrospective study reported placental abruption in
57% of women with retroplacental fibroids in contrast
with 2.5% of women with fibroids located in alternate
sites.

One possible mechanism of placental abruption may be
diminished blood flow to the fibroid and the adjacent
tissues which results in partial ischemia and decidual
necrosis In the placental tissues overlaying the
lelomyoma



The relationship between fibroids and placenta previa has been
examined in only 2 studies, both of which suggest that the presence of
fibroids is associated with a 2-fold increased risk of placenta previa even
after adjusting for prior surgeries such as cesarean section or
myomectomy

Fetal growth does not appear to be affected by the presence of uterine
fibroids. Although cumulative data and a population-based study
suggested that women with fibroids are at slightly increased risk of
delivering a growth-restricted infant, these results were not adjusted for
maternal age or gestational age.

Rarely, large fibroids can compress and distort the intrauterine cavity
leading to fetal deformities.

A number of fetal anomalies have been reported in women with large
submucosal fibroids, including dolichocephaly (lateral compression of
the fetal skull), torticollis (abnormal twisting of the neck), and limb
reduction defects



Table 1
Cumulative Risk of Adverse Obstetric Outcomes in Pregnant Women With Fibroids

Fibroids Mo Fibroids P Unadjusted OR
Value (95% CI)

Cesarean 48 8% 13.3% <001 3.7(35-39)
delivery (2098/4322)  (22,989/173,052)

Malpresentation 13.0% 4 5% <001 29 (26-32)
(466/3585) (5864/130,932)

Labor dystocia f.5% 3.1% <001 24(21-27)

(260/3471)  (4703/148,778)

Postpartum 2 5% 14% <001 18(14-22)
hemorrhage (87/3535) (2130/153,631)

Peripartum 3.3% 02% (27/18,000) =001 134 (93-193)
hysterectomy (18/554)

Retained 14% 0 6% 001 23(13-37)
placenta (15/1069) (839/134,685)

Chorio or 8.7% 8 2% | 1.06 (0.8-1.3)
Qometriosis (78/893) (2149/26,090)
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Labor and Delivery

Malpresentation, labor dystocia, and cesarean delivery

The risk of fetal malpresentation increases in women with fibroids compared with
control subjects (13% vs 4.5%, respectively).Large fibroids, multiple fibroids, and
fibroids in the lower uterine segment have all been reported as independent risk
factors for malpresentation.

In a systematic review, women with fibroids were at a increased risk of
(48.8% vs 13.3%, respectively).

This is due in part to an increase in labor dystocia, which is increased 2-fold in
pregnant women with fibroids. Malpresentation, large fibroids, multiple fibroids,
submucosal fibroids, and fibroids in the lower uterine segment are considered
predisposing factors for cesarean delivery.

Despite the increased risk of cesarean, the presence of uterine fibroids-even large
fibroids (> 5 cm)-should not be regarded as a contraindication to a trial of labor.

Postpartum hemorrhage. Reports on the association between fibroids and postpartum
hemorrhage are conflicting. Pooled cumulative data suggest that postpartum
hemorrhage is significantly more likely in women with fibroids compared with control
subjects (2.5% vs 1.4%, respectively;)

Fibroids may distort the uterine architecture and interfere with myometrial
contractions leading to uterine atony and postpartum hemorrhage.This same
mechanism may also explain why women with fibroids are at increased risk of
puerperal hysterectomy



= Retained placenta. One study reported that retained placenta was
more common in women with fibroids, but only if the fibroid was located
in the lower uterine segment.However, pooled cumulative data suggest
that retained placenta is more common in all women with fibroids
compared with control subjects, regardless of the location of the fibroid
(1.4% vs 0.6%, respectively).

= Uterine rupture after myomectomy. Uterine rupture after abdominal
myomectomy is extremely rare. In a retrospective study of 120 women
delivering at term following abdominal myomectomy in which the uterine
cavity was not entered, there were no cases of uterine rupture reported.
Whether the same is true also of laparoscopic myomectomy is not
known, because there are numerous case reports and case series
describing intrapartum uterine rupture after laparoscopic myomectomy.
Recent data suggest that such uterine ruptures occur prior to the onset
of labor at the site of the prior laparoscopic myomectomy. Fortunately,
the absolute risk of uterine rupture following laparoscopic myomectomy
remains low at 0.5% to 1%



Effect of
Uterine Fibroids on
Pregnancy Management



Pain Management

Fibroid pain during pregnancy is usually managed conservatively
by bed rest, hydration, and analgesics.

Prostaglandin synthase inhibitors (eg, nonsteroidal anti-
inflammatory drugs) should be used with caution, especially
prolonged use (> 48 hours) in the third trimester where it has
been associated with both fetal and neonatal adverse effects,
Including premature closure of the fetal ductus arteriosus,
pulmonary hypertension, necrotizing enterocolitis, intracranial
hemorrhage, or oligohydramnios.

Rarely, severe pain may necessitate additional pain medication
(narcotic analgesia), epidural analgesia, or surgical management
(myomectomy)

Myomectomy. Prior to pregnancy, myomectomy can be
considered in women with unexplained infertility or recurrent
pregnancy loss,



= |t is rare for fibroids to be treated surgically in the first half of
pregnancy. If necessary, however, several studies have reported
that antepartum myomectomy can be safely performed in the first
and second trimester of pregnancy.

= Acceptable indications include intractable pain from a
degenerating fibroid especially if it is subserosal or pedunculated,
a large or rapidly growing fibroid, or any large fibroid (> 5 cm)
located in the lower uterine segment.

= Obstetric and neonatal outcomes Iin women undergoing
myomectomy In pregnancy are comparable with that In
conservatively managed women,although women who had a
myomectomy during pregnancy were far more likely to be
delivered by cesarean due to concerns about uterine rupture



= Although not supported by all studies,most authorities
agree that every effort should be made to avoid
performing a myomectomy at the time of cesarean
delivery due to the well-substantiated risk of severe
hemorrhage requiring blood transfusion, uterine artery
ligation, and/or puerperal hysterectomy.

= Myomectomy at the time of cesarean delivery should
only be performed if unavoidable to facilitate safe
delivery of the fetus or closure of the hysterotomy.
Pedunculated subserosal fibroids can also be safely
removed at the time of cesarean delivery without
Increasing the risk of hemorrhage



Table 2

Obstetric and Neonatal Outcomes in Normal Pregnant Women and Women
With/Without Antepartum Myomectomy

Pregnancies With Uterine Fbroids

Mormal With Without

Pregnancies (n = Myomectomy Myomectomy (n
2463) (n=18) = 88)

Age (y) 29 (26—40) 33 (28-40) 35 (29-40)
Nulliparous 1639 (66 5%) 16 (83.3%) 45 4%)

40 (
Multiparous 824 (33.5%) 2 (16.7%) 48 (54 6%)
13 (

Gestational age at - 11(8-17)
diagnosis (wk)

Gestational age at 12 {10-19)
myomectomy (wk)

Abortion 228 (9.3%)

Premature 134 (5.4%)
r=zmbranes rupture

6-22)




Uterine artery embolization.

Bilateral uterine artery embolization (UAE) has long been
performed by interventional radiologists to control postpartum
hemorrhage.

More recently, UAE has been used as an alternative procedure
for treating large symptomatic fibroids in women who are not
pregnant and, most importantly,

A recent prospective study reported that UAE performed
Immediately after cesarean delivery in women with uterine
fibroids may be effective in decreasing postpartum blood loss
and minimizing the risk of myomectomy or hysterectomy by
Inducing shrinkage of the fibroids.

Although not recommended, there are several reports of
successful and uneventful pregnancies after UAE for uterine
fibroids.



= Uterine Artery Embolization (UAE)
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Conclusions

[ Uterine fibroids are a very common finding in women of reproductive
age. The majority of fibroids do not change their size during pregnancy,
but one-third may grow in the first trimester.

- Although the data are conflicting and most women with fibroids have

, the weight of evidence in the literature suggests

that uterine fibroids are associated with an increased rate of

spontaneous miscarriage, preterm labor, placenta abruption,

malpresentation, labor dystocia, cesarean delivery, and postpartum
hemorrhage.

J IS the most common complication of fibroids during pregnancy.
The symptoms can usually be controlled by conservative treatment, but
may require definitive surgical resection in rare instances.

J Some women with a previous myomectomy may need to be delivered by
prior to the onset of labor, particularly if the
uterine cavity was entered..

J IS an alternative procedure to operative intervention for the
treatment of symptomatic fibroids, but is absolutely contraindicated in
pregnancy and in women desiring future fertility.
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This was a multiparous patient with profuse periods. When she came for
operation of hysterectomy, she had missed period for 2 months. In those days
Ultra sonography was not available. Urine pregnhancy test was positive and she
was told that she is pregnant, still we wanted hysterectomy and we did it.

This picture is an un-cut specimen of Ut. showing 3 fibroids



The same specimen you seen now cut open in the middle.
Placenta is seen cut open, and the bulging membranes
of pregnancy is seen.



Membranes were ruptured and you see a small fetus
coming out with umbilical cord, still attached to placenta.
Post operative recover was uneventful.

Thus this case had pregnancy in spite of multiple fibroids.



Fibroid cut surface

Fetal sac

A close up view of sac with
eye of embryo seen

Uterus has been cut open and also the fibroid. Fibroid shows
typical rolled pattern with retracted false capsule. On bisecting
uterus you see atiny gestational sac of early pregnancy, and
close up view of the sac shows, eye of the embryo.




Fibroid

Glistening white
gestational sac

An other case of fibroid with early pregnancy.Glistening white
gestational sac Is seen.
Thus | have presented 3 case of pregnancy along with fibroids.
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