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(Abstract

In 5-8% of cases fibroids can cause severe abdominal pain during pregnancy due torsion, red degeneration or necrosis.

~

Fibroidectomy is generally avoided during pregnancy because of high risk of hemorrhagic complications, but in case of severe
abdominal pain fibroidectomy can be required. We present the case of a 35-year-old Gravida II/ Parity I (first birth per caesarean
section) woman attended in the emergency department at 15 weeks of pregnancy for severe abdominal pain and fever of 38 °C.
A fibroid was found, which had grown significantly during the pregnancy. The pregnancy was intact with timely development
of the child. The fibroid was in the fundus of the uterus. The distance between the fibroid and the placenta was 1 cm. At this
time the fibroid was 10 cm in diameter. Because of the severe symptoms, which could not be remedied with medical therapy, a
surgical therapy was planned. A gasless laparoscopy was performed. Since gas insufflation was not required, the camera could
be inserted without a trocar, which on the one hand avoided injury risk of the uterus and unnecessary reposition of the trocar
and on the other hand achieved a better view. Intraoperatively, a large fundus fibroid with a wide connection to the uterus
was found. Part of the fibroid was inflamed and necrotic. Then using ultracision harmonic scalpel the fibroid was removed
completely from the uterus. The incision was then sutured in two layers. The caesarean section was performed at 38+0 weeks

kof pregnancy. The newborn was healthy and normally developed: height 50cm weight 3060 gram, APGAR 9/10/10.
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Introduction

Fibroids are the most common benign uterine tumors and
occur in 50-60% of women [1]. The prevalence of uterine fibroids
during pregnancy is 1,6-4% [2]. Usually, uterine fibroids remain
asymptomatic during pregnancy. However, they may complicate
pregnancy’s course due increased risk of abortion, premature

rupture of membranes, preterm labour, bleeding and placental
abruption [3]. In 5-8% of cases fibroids can cause severe abdominal
pain during pregnancy due torsion, red degeneration or necrosis
[3]. Fibroidectomy is generally avoided during pregnancy because
of high risk of hemorrhagic complications, but in case of severe
abdominal pain, which cannot be remedied with medical therapy,
fibroidectomy can be required [4]. There are some reports about
laparoscopic fibroidectomy, that shows the possibility of using this
method in certain cases [2,5-8]. Many authors reported gasless
laparoscopy for laparoscopic procedure during pregnancy, which
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avoids the effects of carbon dioxide and high intraabdominal
pressure [9-12].

Case Presentation

A 35-year-old GII/ PI (first birth per caesarean section)
woman attended in the emergency department in at 15 weeks of
pregnancy for severe abdominal pain and fever of 38 °C. Before
the pregnancy, a fibroid was found, which had grown significantly
during the pregnancy. An ultrasound examination was carried out.
The pregnancy was intact with timely development of the child.
The fibroid was in the fundus of the uterus. The distance between
the fibroid and the placenta was 1 cm (Figure 1). At this time the
fibroid was 10 cm in diameter.

Figure 1: Ultrasonography image: Distance between fibroid and
placenta.

Incipient necrosis was suspected. Laboratory results showed
increased inflammatory parameters (CRP: 9,9 mg/dl (norm 0,5 mg/
dl), leukocytes: 17800). Because of the severe symptoms, which

could not be remedied with medical therapy, a surgical therapy
was planned. A gasless laparoscopy was performed. First, the
system for gasless laparoscopy was set up. An incision of 2-3 cm
in the umbilicus was made. The hooks were put in place and the
abdominal wall was lifted (Figure 2). Since gas insufflation was
not required, the camera could be inserted without a trocar, which
on the one hand avoided injury risk of the uterus and unnecessary
reposition of the trocar and on the other hand achieved a better
view (Figure 2).

Figure 2: Gasless laparoscopy.

Two 10 mm trocars were inserted into the lower abdomen.
Intraoperatively, a large fundus fibroid with a wide connection to
the uterus was found (Figure 3). Part of the fibroid was inflamed and
necrotic. The major omentum was adherent to this part. First, this
adhesion was removed. Then using ultracision harmonic scalpel
the fibroid was removed completely from the uterus (Figure 4).
The incision was then sutured in two layers (Figure 5).
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Figure 3: Laparoscopic imagine: connection between uterus and
fibroid.

Figure 4: Removal of fibroid.

Figure 5: Suture.

The fibroid was removed through the umbilical incision due
to cord morcellation with a scalpel. It weighed 430 grams. Because
the fibroid was detected before pregnancy and there were no
concerns due to sonography and because of patient’s age the risk
of malignancy in this case was very low [13]. An ultrasound check
was carried out intraoperatively and postoperatively, which showed
an intact pregnancy. After two days, the patient was discharged
in good health condition. Histological examination confirmed
inflammatory and necrosis of fibroid. A primary caesarean section
at 38+0 weeks of pregnancy was planned with the patient. The
caesarean section was performed as planned. The newborn was
healthy and normally developed: height 50cm weight 3060 gram,
APGAR 9/10/10. The resection site was visible on the uterus, the
wall was of normal thickness (Figure 6).

Figure 6: Caesarean section.
Discussion

Although, surgical treatment is challenging during
pregnancy sometimes it is required. The most common operations
are cholecystectomy, adnexal surgery and appendectomy [8]. The
surgery for fibroids is rarer. Usually fibroids remain asymptomatic
during pregnancy, so the surgical treatment is usually not required.
Severe abdominal pain due torsion, red degeneration or necrosis
of fibroids is the most common indication for an emergency
surgical treatment during pregnancy, however the majority of such
complications can be managed successfully without surgery [3]. In
the most reported cases the surgical treatment for abdominal pain
was required in the second trimester [2,5-8]. This can be explained
due the fast growing of fibroids in the second trimester. Both
laparoscopy and laparotomy can be performed. It was reported,
that the second trimester is the safest time for surgery for some
reasons the uterus is still of such a size that it does not block the
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operative field compared with the uterus in the third trimester, the
theoretical risk of teratogenesis in the second trimester is very low
[14].

Laparoscopy is technically more challenging because of the
enlarged uterus [14]. However, laparoscopy during pregnancy,
especially in the second trimester, is established as a safe and
effective method [1-12,14,15]. Compared with laparotomy, the
gasless laparoscopy has some advantages. On the one hand it is
associated with less fetal depression due to reduced narcotic use
in the postoperative period. On the other hand, the advantage of
gasless laparoscopic surgery minimal manipulation of the uterus
is required, while obtaining adequate exposure, which leads to
less uterine irritation, spontaneous abortion, preterm labor, and
premature delivery [14].

For laparoscopy during pregnancy some points should be
taken into account: in the second half of pregnancy patients should
be positioned slight left lateral, in order to alleviate impaired
venous return; no instruments should be inserted in the cervix;
the secondary trocars should be placed higher than in nonpregnant
patients; in order to minimize the risk of maternal hypercarbia and
fetal acidosis the intraabdominal pressure should be less than 12
mmHg in case of carbon dioxide laparoscopy [14]. Some authors
reported advantages of gasless laparoscopy during pregnancy
[5,10,11,14,15]. During gasless laparoscopy maternal and fetal
acidosis as well as high intrabdominal pressure can be avoided,
which can happen in gas laparoscopy [14,15]. Additionally, a
standard closed laparoscopy can lead to uterus injury with the
Veress needle and optic trocar [14]. There is a case of fetal loss in
21 weeks of pregnancy because of carbon dioxide insufflation into
the amniotic cavity due the uterus injury with Veress needle [16].
In additional, a further advantage is ability to use conventional
instruments in gasless laparoscopy [15].

Conclusion

Surgery during pregnancy should be avoided. However, in
certain situations an emergency surgery can be required, which
should be carried out by an experienced surgeon. Laparoscopy
should be preferred, if it is possible. In order to be able to avoid the
risks of maternal and fetal acidosis, high intraabdominal pressure
as well as risk of uterus injury with a Veress needle or optic trocar,
gasless laparoscopy can be a preferred option.
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