
Abstract  

Uterine leiomyoma and fi broma are the same name of the most common benign tumors of uterine and have been diagnosed 
on peri-menopausal ages. Even most of the women don’t have any problem with fi broma’s during their pregnancy, there is an 
increasing data about some complications in the literature. Here, we presented a case report women 33 years old at 20th week 
of gestation, admitted to our clinic with acute and colic abdominal pain with healthy fetus and growing fi broma. To our knowledge 
this is the fi rst case report revealed that severe pain of fi broma can be treated with selected analgesics and it can spontaneously 
regress after the degeneration phase. 
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Introduction
Uterine leiomyoma and fi broma are the same name of the most 

common benign tumors of uterine and have been diagnosed on 

peri-menopausal ages. They are usually diagnosed incidentally so 

exact incidence is cannot calculate that, but, at least half of pati-

ents have decreased quality of life, any symptoms such as anemia, 

pain, menstrual dysfunctions and fertility problems. Even most of 

the women don’t have any problem with fi broma’s during their 

pregnancy, there is an increasing data about some complications 

in the literature. 

Here, we presented a case report women 33 years old at 20th 

week of gestation, admitted to our clinic with acute and colic ab-

dominal pain with healthy fetus and growing fi broma.

Case Report
A pregnant woman 33 years old and she was on second preg-

nancy. She had slight abdominal pain which was started on 20th 

week of gestation, especially aggravated with exercise, but, after 

3 days of this complaint she went to emergency for severe acu-

te abdominal colic pain. According to abdominal ultrasound the 

baby was fi ne, no abdominal fl uid collection, no any abnormal re-

nal fi nding and there was an 8-cm fi broma at the left upper part 

of the uterus. She reported that her fi broma was 3 cm before the 

pregnancy. On physical examination, there was some tenderness 

in left abdomen with a palpable mass, no rebound but increased 

intestine sounds. She did not have pain relief with paracetamol 2 

gr per day, so we ordered nonsteroidal anti-infl ammatory suppo-

sitory (indomethacin 100 mg twice a day up to three days). First 

day of admission she had some pain relief, but on the second day 

she had severe pain again. During this time serum blood tests and 

urine tests excluded any abnormality. Pain characteristic was 4-5 

times it has a peak severity with a relief within 5-10 minutes after 

peak, but most of the day she had a slight pain especially with 

turning on the bed. We ordered an abdomen MRI and it showed 

8 cm heterogenous fi broma without bleeding (Figure 1). On the 

third day of indomethacin, we ordered Petidin hidroclor (Aldolan) 

fl acon 1 time a day because of her severe colic pain. During this 

period baby did not have any stress fi nding in NTS and ultraso-

und measurements. After the 10th day of fi rst pain starts, her pain 

become more than 75% of relief and discharged the patient. On 

follow up her last fi broid diameter was 4 cm and without any ab-

normal fi nding. 

Discussion
Estrogen peaking is one of the most, but not only one factor for 

fi bromas grow. Their size usually increase in the fi rst trimester wit-

hout severe symptoms and then, slowly growing and decrease in 

size second and third trimester, respectively. In our case, fi rst ult-

rasound examination showed a 8-cm fi broma which was done on 

13th week of pregnancy and at this time the patient did not have 

any symptoms. When her complaint was started, she had 6 cm 

fi broma and it became up to 8-cm on 21th week of pregnancy. 

Last follow up imaging showed 4 cm of fi broma at third trimester. 

So, highest pain intensity was observed the peak of size and star-

ting degeneration of fi broma. The pain can be explained by ische-
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Figure 1: Two picture of pelvic MRI shows fi broma marked with blue arrows



mic effect of fi broma degeneration or compressing and/or pulling 

effect of the round ligament during the degeneration period.   

Uterine fi bromas can have some complications, submucosal and 

intramural fi broma usually cause fertility problems and surgical 

treatments can cause further infertility complications. Some of the 

fi broma can have a specifi c complication related to its size and 

location as increase the C-section rates1.  Myomectomy is rarely 

done in pregnant women, except for symptomatic pedunculated 

fi broids, there are some case reports which fi bromas complicated 

as torsion and massive abruption.

In our case report, fi broma complicated as an acute abdominal 

severe pain related to the degeneration of fi broma. 

To our knowledge this is the fi rst case report revealed that severe 

pain of fi broma can be treated with selected analgesics and it can 

spontaneously regress after the degeneration phase.     
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