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Recurrent Fibroids – A Retrospective Study

Bava Amarjeet Kaur*, YS Nandanwar**

Introduction

U terine myomas are the commonest
benign tumours in women and the most

common indication for removal of the uterus.1

The recurrence rate of fibroids after
removal or after a previous surgery varies
between 25-62% by the end of five years follow
up. Nearly 10-20% patients need a second
surgery within 1 to 10 years.2,3 Hence we have
undertaken this study to know the outcome
after recurrence has occurred.

Case Report

Mrs. XYZ, a 30 year old residing in Mumbai came
to our Out Patient Department with the chief
complaints of continuous bleeding per vaginum since
the last two months. There was history of taking some
medications for the same, details were not available.
There was history of dysmenorrhoea. She underwent
myomectomy for primary infertility three years back.

There was no history of any other major medical
il lness or surgical history in the past. Her past
menstrual cycles were painful and heavy but coming
regularly and now she had been bleeding continuously
for the last two months. She was a nulligravida.

On examination, her vitals were stable. On per
abdominal examination, Pfannensteil scar was
present and uterus corresponded to 20 weeks’ size.
On per speculum examination, bleeding was present.
Cervix and vagina were healthy. Per vaginal
examination revealed uterine size of 20 weeks with
restricted mobility; bilateral fornices were normal.

All her preoperative investigations were sent and
were within normal l imits. Ultrasound of pelvis
revealed anterior fundal fibroid (8.5 X 7.7 cm.)

Patient was posted for myomectomy under spinal
anaesthesia.

In-situ Findings : Abdomen was opened through
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a midline vertical subumbilical incision. Intraoperative
findings revealed fundal fibroid 8  x  8 cm. size. Posterior
wall of uterus was adherent to the small intestine,
sigmoid colon and sacrum. Bladder was densely
adherent anteriorly to the anterior abdominal wall
and posteriorly to the uterus. Right tube and ovary
were adherent to fundus. Left tube and ovary were
not visualized due to adhesions with the bowels and
the posterior wall of the uterus.

Adhesiolysis was done and myomectomy was
attempted but accidentally, small bowel was injured.
As no plane was found between posterior wall of
uterus and sigmoid colon or between uterus and
bladder anteriorly, decision of subtotal hysterectomy
was taken.

Written, informed consent was taken.

Intraoperatively : Surgery lecturer was called in
view of bowel injury

(1) Uterus dissected free from cervix.

(2) Bladder wall tear was present.

(3) Ileal perforation one feet away from Ileo-Caecal
junction.

(4) Uterine fibroid adherent to sigmoid colon and
sacrum.

(5) Rest of bowel was normal.

Steps

(1) Uterus dissected free from sigmoid colon,
followed by dissection from sacrum and the
specimen was delivered out. Posteriorly bowels
were adherent to uterus, adhesiolysis was done.

(2) Bilateral cornual structures were clamped, cut
and ligated.

(3) Bilateral uterine and uterosacral ligaments were
clamped, cut and ligated.

(4) Transverse clamps applied above the cervix. The
specimen was delivered and sent for
histopathology.

(5) Ileal perforation sutured primarily with No. 3-0
silk single layer suture.

(6) Bladder wall tear repaired with No. 1 vicryl.
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(7) Haemostasis achieved and pelvic drain kept.

(8) Mops and instrument count done.

(9) Abdomen closed in layers.

Postoperative

(1) Patient was kept nil by mouth with hourly Ryle’s
tube aspirate and on Injectable antibiotics,
Intravenous fluids and abdominal binder.

(2) Intravenous fluids were administered as per
urine output.

(3) Two pints of blood were transfused.

(4) Intravenous antibiotics were given for seven
days.

(5) Ryle’s tube and Foley’s catheter were removed
on Day 6.

(6) Oral feeds were initiated on Day 7.

Blood loss of 300-400 ml was recorded.

Time taken for the surgery was two and a half
hours.

Investigations

Hb:

Preoperative = 9.5 g/dl

Immediate Postoperative = 7.2 g/dl

Discussion

Uterine fibroids constitute one of the most
common benign tumours encountered by
Gynaecologists all over the world. There are
three main categories of management options
available which include the expectant
management, medical treatment and surgical
intervention. 4

Surgical intervention can be done by
myomectomy or hysterectomy, either
laparoscopic or by conventional method.2

Nowadays, uterine artery embolotherapy,
which is a relatively new but well known
technique, is performed under radiological
screening after selective catheterization of the
uterine vessels via the femoral arteries using
particles of polyvinyl alcohol.5,6

Recurrences of fibroids with symptoms
depend on patient’s age and the onset of
menopause.

Around 11-26% of recurrence cases need
additional treatment. 2

Adhesions are inadvertent sequelae of
myomectomy. These comprise connective
tissue of varying caliber. Every patient has a
different tendency to develop adhesions.
Minimal incisions, avoiding the posterior
wall, adequate haemostasis and round
ligament plications help to reduce adhesion
formation. Prevention of adhesions, as
mentioned in various articles, is effected by
doing intraoperative ultrasonography in
patients undergoing laparoscopic
myomectomy.7

Of a total of 35 cases of recurrent fibroids
studied, all had undergone a conventional
myomectomy and none had undergone
laparoscopic myomectomy.

Table 1 : Type of previous myomectomy

Myomectomy Cases

Conventional myomectomy 35

Laparoscopic myomectomy 0

Most of the patients (57.14%) were
belonging to the age group of 30 to 40 years.
11 patients were between 40 and 50 years
and 4 were between 20 and 30 years.

Table 2 : Age

Age 20-30 30-40 40-50

Cases 4 20 11

Of the cases of recurrent fibroids studied,
an equal number (13 = 37.14%) underwent
subtotal and total hysterectomy respectively.
The rest of the patients9 underwent a repeat
myomectomy.

Table 3 : Outcome

Outcome Repeat Subtotal Total
myomectomy hysterectomy hysterectomy

Cases 9 13 13
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16 patients suffered complications of the
surgery. Bowel complications predominated
(7 cases = 43.75%) followed by blood loss and
bladder complications (4 and 3 cases
respectively).

Table 4 : Complications

Complication Cases

Bowel complication 7

Bladder complication 3

Blood loss 4

Conclusion

Thus, in conclusion, recurrent fibroid cases
may be difficult to manage. They may be easy
sometimes where repeat myomectomy can
be easily done or can require hysterectomy
(total or subtotal) in young patients. Other
complications seen include bowel and bladder
trauma. More evidence is required in
understanding or finding out preventive
measures for the same.
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SUPPLY AND SAFETY ISSUES SURROUNDING AN H1N1 VACCINE

Several thorny issues exist around vaccine manufacture and approval. Experts think that individuals
might need two doses of the vaccine instead of one.

But some fear a repeat of the 1976 H1N1 outbreak in the USA, where mass vaccination was
associated with complications, which stopped the campaign and led to the withdrawal of the vaccine.

Countries need to assess carefully the risks and benefits of rapid approval of an H1N1 vaccine,
especially since the disease has so far been mild with most patients making a full recovery. They
must also ensure that they have strong post-marketing surveillance in place before rolling out a
vaccine.
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