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Pulmonary embolus is a rare and  serious complication of myoma 
uteri in the puerperium that resulted in  late postpartum hysterectomy
A 38-year-old, multiparous woman with a large myoma located on the 
left lateral wall of the uterus underwent emergency  cesarean section 
due to fetal distres at 28 weeks. During the operation, a 15 cm sized 
intramural myoma was left without any intervention. On the 40th day 
postpartum the patient returned to the clinic with sepsis and pulmo-
nary embolus because of obstruction of lochia drainage by the sloug-
hed off  myoma. The patient underwent hysterectomy and medical 
therapy for pulmonary embolus.
We presented an unusual complication of uterine leiomyoma in the 
late postpartum period after cesarean section. Whatever the mode of 
sloughing off ofthe  myoma, the  results of the obstruction of lochia 
drainage may be devastating as in our case. To avoid these comp-
lications, clinicians must be aware of these symptoms and prompt 
intervention is essential. 
(J Turkish-German Gynecol Assoc 2010; 11: 160-2)
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Lohusal kta myoma uteriye ba l  olu an pulmoner emboli seyrek ve 
ciddi bir komplikasyondur. Otuzsekiz ya nda, lateral uterus duvar n-
da 15 cm myomu olan multipar hasta, 28 hafta gebe iken fetal distress 
nedeniyle acil sezaryene al nd . Operasyonda myoma dokunulmad . 
Hasta lohusal n n 40. gününde myomun drenaj  bozmas  nedeniyle 
lo iye ba l  pulmoner emboli ve sepsis yak nmas  ile müracaat etti. 
Hastaya acil histerektomi yap ld , pulmoner emboli için de medi-
kal tedavi planland . Burada geç postpartum görülen bir pulmoner 
emboli vakas  bildirilmi tir. Burada as l sorun myomun lo i ak n  blo-
ke etmesi idi. Bu nedenle klinisyen uyan k olmal  ve gerekli giri imi 
yapmal d r. 
(J Turkish-German Gynecol Assoc 2010; 11: 160-2)
Anahtar kelimeler: Myoma uteri, gebelik, lohusal k, pulmoner em-
boli, sepsis
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Uterine leiomyomas (fibroids, myomas) are the most com-
mon benign tumors of the uterus with an incidence of 20-25% 
in reproductive years (1, 2). In pregnancy, leiomyomas occur 
approximately 1% of the time, with a range 0.3% to 2.6% (3).
The reported incidence of myomas complicating pregnancy 
is less than 1% and these complications are spontaneous 
abortions, fetal growth restriction, preterm labor, dystocia, 
fetal malpresentation, abruptio placenta, retained placenta 
and postpartum hemorrhage (4-7). Many of these complica-
tions are closely related with the size and the location of the 
myoma. In addition, some authors suggest that leiomyomas 
cause an increased incidence of cesarean delivery and cesar-
ean hysterectomies (8).
The purpose of this case report is to remind clinicians that 
leiomyoma in pregnancy may cause rare but serious com-
plications like sepsis and pulmonary embolism in the late 
postpartum period and this may result in loss of fertility. 

Case

A 38-year-old woman gravida 7, para 4 was admitted to the 
clinic of the obtetrics and gynaecology of Ege University 
with high blood pressure. Although she did not know her 
exact last menstural period, ultrasonographic examination 
revealed a 28 week fetus and a myoma which was 110*190 
mm in dimension. It was localized in the left lateral wall of 
the uterus. Blood pressure was 150/90 mm Hg. Routine bio-
chemical, hematological and urine parameters were studied. 
These tests were all remarkable with excess protein in urine. 
In view of the foreging, the patient was diagnosed as pre-
eclamsia. Basal cardiotocography revealed repetitious late 
deceletations that shows fetal distress so a cesarean section 
was performed. We delivered a 1220 gr male fetus with thick 
meconium in the amniotic fluid. He was transferred to the 
neonatal intensive care unit. During the operation a 15 cm 



intramural myoma was observed on the left lateral wall of the 
uterus. The myoma was left in place and bilateral tubal liga-
tion of Pomeroy was executed with the patient’s consent. The 
patient was discharged on the 7th postoperative day 
On the 40th postpartum day the patient was admitted to our 
clinic with fever, abdominal pain, malodorous vaginal dis-
charge and dyspnea. Physical examination revealed that the 
patient has abdominal and uterine tenderness and a purulant 
malodorous discharge from the cervix was observed on specu-
lum examination. Uterus was in subinvolution and the fundus 
was palpated 3 cm over the umblicus. Her vital signs, blood 
pressure, fever, heart rate, respiratory rate were 120/80 mm Hg, 
38 C,130 pulse/min. and 36/min respectively. Emergency arte-
rial blood gas analyses revealed respiratory alkalosis. In com-
plete blood count study hemoglobin, wbc and platelets were 
9.9g/dl, 16000/mm³ and 110000/mm³ respectively. D-dimer was 
over 4355micg/l and C-reactive protein was 35.49 mg/dl. In this 
presentation we suspected sepsis and pulmonary embolism 
so thoracic angio tomographic(CT), abdominal CT and echo-
graphic investigations were performed.
In the cardiac echo examination a 22*14 mm sized thrombus 
was diagnosed in the bifurcation of the pulmonary artery 
(Figure 1) and on thoracic angio CT, multiple thrombi were 
diagnosed bilaterally in the pulmonary arteries especially on 
the right side (Figure 2). Also on the right lower segment an 
acute infarct was observed. Abdominal CT reported 9 cm sized 
mass and pyometria in the cavity of the uterus.
With the diagnoses of postpartum endometritis, sepsis and 
secondary pulmonary embolism, the patient was given intra-
venous broad spectrum antibiotherapy and low molecular 
weighted heparin. After stabilisation, the patient underwent 
hysterectomy. Abdominal inspection during surgery revealed 
that the uterus was in subinvolution without free fluid in the 
abdomen. Hysterectomy was performed without complication. 
On macroscopic inspection, the uterus was incised longitudi-
nally from fundus to cervix. We observed that the uterine cavity 
was full of pyometria and a 12 cm sized myoma was protruding 
from the submucous layer to the internal cervical os and was 
obstructing the drainage of lochia (Figure 3).
During the postoperative period, fever was decreased and 
uneventful. Microscopic examination of operation material was 
reported as necrotic myoma, acute endometritis and pyome-
tria.The patient was discharged with anticoagulant therapy on 
the 12th postoperative day.

Discussion

Pregnancy and postpartum complications seem to be more 
common with larger and submucosal myomas that located 
below the placental attacthment (5). There is a variable progres-
sion of myoma in pregnancy reported by several studies (5, 9). 
Enlargement of the myoma in pregnancy was seen only 32% 
of the pregnants and the greatest enlargement was observed 
before 10th week of gestation. Conversly reduction of the size of 
myoma occurs in puerperium period. In our case we did not see 
significant reduction in size of the myoma (operation day size 
15 cm, postpartum 42th day size 12 cm) but change of location 
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Figure 1. Thrombus in echocardiography was seen as echogenic 
focus

Figure 2. Multiple thrombi was diagnosed  in the bifucation of 
pulmonary artery on thoracic angio CT

Figure 3. Uterine cavity and myoma protruding from submucous 
layer was seen after hysterectomy



from intramural to submucosal in uterus. Changing location of 
myomas in puerperial period was defined by many authors in 
literature (10-12). Route of myoma in portpartum period either 
subserosal or submucosal may be seen. Some authors suggest 
that this changing location especially to subserosal route makes 
operations of myomectomy easier than achieved in delivery 
period (11). Although subserosal transformation is good candi-
date for minimal invasive surgery, submucosal transformation 
accompany with some complications especially by obtructing 
the drainage of lochia such as postpartum haemorrhage, infec-
tious complications, disseminated intravascular coagulation 
and pulmonary embolus.
Murakami et al. (10) discussed about mechanism of sloughing 
off the myomas during the puerperium. In summary they sug-
gest that there may be three way of expulsion of the myomas 
to the endometrial cavity. First one is reduction of the blood 
supply by the delivery during the puerperium. This causes rela-
tive ischemia and than degeneration. Normal uterine tissue may 
provoke expulsion of the degenerative myoma. Similar actions 
and pathways are seen after uterine artery embolization (13-15), 
bipolar coagulation of uterine artery (16), and gonadotropin 
releasing hormone (GnRH) agonist therapy (17-19). Second 
way is rapid involusion of uterus and on the other side myomas 
may be the out of step with this involusion. As a result, prompt 
involusion may expulses myomas to the either submucosal or 
subserosal localization. Same mechanism may be seen in GnRH 
agonist therapy and uterine artery embolization which cause 
rapid atrophy of uterus. Third way is the endometrial changes 
over the myomas makes it easier to be sloughed off. However 
this may be seen in puerperial 3. or 4. weeks, it may be seen 
in other hormonal therapies like GnRH agonist therapy (18). 
In our case we also observed same mechanism but different 
results. In postpartum period intramural myoma transformed 
to submucosal myoma and this myoma sloughed off to the 
uterine cavity. This myoma obstructed the passage; lochia and 
necrotic myoma became infected. This infection and necrosis 
progresses to sepsis and maybe pulmonary embolism. 
Akrivis et al. (12) described a case of primary postpartum 
haemorrhage due to a large submucosal leiomyoma. It was the 
same way of sloughing off the myoma but different complica-
tion. Complication was postpartum haemorrhage due to atonia 
which was resulted deep anemia and emergency postpartum 
hysterectomy. Authors suggest that obstruction of passage by 
myoma was the cause of atony bleeding.
The maternal hypercoagulable state is a physiological prepa-
ration for delivery however, this hypercoagulability is associ-
ated with an increased risk of venous thromboembolism. The 
elements of Virchow’s triad (venous stasis, vascular damage, 
and hypercoagulability) are all present during pregnancy and 
the postpartum period. Additionally obesitiy, immobilisation, 
thrombophilia, smoking, advanced age, intrapartum haemor-
rhage, parity, infection and cesarean section are the risk factors 
for pulmonary embolism either intrapartum or postpartum 
period (20). In our case although most of the risk factor were 
already present, infection caused by incomplete drainage and 
mass effect of uterus with giant myoma might be additional 
reason for pulmonary embolus.

In conclusion we presented an unusual complication of uterine 
leiomyoma in late postpartum period after cesarean section. 
Whatever the way of sloughing off the myoma is, results of the 
obstruction of lochia drainage may be devastating as we see 
in our case. To avoid these complications, clinicians must be 
aware of these symptoms and promptly intervention is needed. 
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