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Pregnancy outcome after ultrasound guided drainage and 
sclerosis of cystic adenomyoma
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ABSTRACT

Introduction: Cystic adenomyomas occur when the 
endometrial glands insert into the myometrium and 
can occur throughout a women’s reproductive life. 
Symptoms include uterine enlargement, menorrhagia, 
dysmenorrhea, and pelvic pain. Medical management 
of cystic adenomyomas includes oral contraceptives, 
the etonogestrel implant and gonadotropin releasing 
hormone (GnRH) agonists. Surgical management 
includes resection via hysteroscopy, laparoscopy or 
laparotomy, or interventional radiologic (IR) drainage 
and sclerosis of the mass. We report the first case of 
pregnancy after sclerotherapy for cystic adenomyoma.

Case Report: This case describes a 22-year-old 
primiparous female with a history of repaired Tetralogy of 
Fallot, asthma, bronchiectasis, and previously described 
cystic adenomyomas. In summary, this patient was 
found to have a large septate myometrial cyst about 13.3 
× 9.5 × 10.4 cm after a work up for abdominal bloating 
and constipation. She underwent several IR-guided 
procedures for drainage and sclerosis of these cysts. 
Three years after her last procedure the patient presented 
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for prenatal care at 11 weeks gestation. Findings during 
her pregnancy included an anatomy ultrasound with 
a placental lake measuring approximately 4 cm, and 
numerous other smaller cysts without signs of a placenta 
accreta, and fetal growth restriction (FGR) at the 5th 
percentile diagnosed at 32 weeks gestation. She later 
underwent an uncomplicated induction of labor and 
vaginal delivery of a healthy 3110 g baby boy.

Conclusion: This is the first report of pregnancy after 
complex treatment for a cystic adenomyoma, which was 
complicated by FGR but had an overall good obstetric 
and neonatal outcome.
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INTRODUCTION

Adenomyosis is a benign condition characterized by 
the presence of ectopic endometrial glands and stroma 
within the myometrium [1]. An adenomyoma can occur 
in either a nodular form appearing as a solid mass, or a 
cystic form. The incidence of cystic adenomyomas is not 
well described due to its rarity. Cystic adenomyomas 
can occur throughout a women’s reproductive life from 
adolescence through menopause. They occur when 
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endometrial glands insert into the myometrium and in 
most cases contain hemorrhagic material [2].

Cystic adenomyomas are diagnosed with characteristic 
imaging. A case report of cystic adenomyoma in an 
adolescent describes that on T1-weighted magnetic 
resonance imaging (MRI) they appear as a hyperintense 
lesion. Additionally, on T2-weighted imaging cystic 
adenomyomas have a hypointense signal which reflects 
cyst wall thickening, myometrial hypertrophy, as well as 
an indeterminate intensity compatible with hemorrhagic 
or proteinaceous fluid [3].

There are other case reports that discuss management 
of cystic adenomyomas such as medical management 
which includes hormonal suppression of endometrial 
tissue with oral contraceptives, the etonogestrel implant 
and gonadotropin releasing hormone (GnRH) agonists 
[4, 5]. Refractory or severe cases may require surgical 
management which includes hysteroscopic ablation/
resection, laparoscopic resection/enucleation, or 
laparotomy with resection. In the literature, there is one 
case that describes interventional radiologic (IR) drainage 
and sclerosis of myometrial masses [5].

To our knowledge, there are currently no cases in 
the literature with reports of pregnancy, or successful 
pregnancy outcomes, after treatment of these cystic 
adenomyomas. We report a case of pregnancy with a good 
outcome in a patient who previously received sclerosis 
therapy for large cystic adenomyomas.

CASE REPORT

We present the case of a 22-year-old primiparous female 
with a past medical history significant for repaired Tetralogy 
of Fallot, asthma, bronchiectasis, and previously described 
cystic adenomyomas by Fuseini et al. To summarize the 
prior case report, the patient initially presented in 2014 
for bloating and constipation, and was found to have an 
abdominal mass on pelvic exam. Ultrasound imaging at 
that time was consistent with a large simple ovarian cyst. 
She underwent a diagnostic laparoscopy with planned 
laparoscopic ovarian cystectomy, however laparoscopic 
findings showed a mass originating from the uterus and 
the procedure was then aborted.

After the procedure, the patient underwent an MRI 
which showed a large myometrial cyst about 13.3 × 9.5 × 
10.4 cm with an inferior locule approximately 8.8 × 10.1 × 
10.4 cm with simple appearing fluid and a superior locule 
approximately 3.5 × 6.6 × 7.7 with hemorrhagic material 
separated by a thick septation. On imaging there was no 
evidence of congenital uterine anomaly, with a single 
endometrial cavity, and normal ovaries with small ovarian 
lesions suggestive of endometriomas. She then underwent 
IR aspiration of the cyst with repeat imaging showing a 
decrease in size to 9.4 × 9.1 × 9.4 cm that correlated with 
symptomatic relief.

Over the next three years her symptoms intermittently 
recurred and imaging also demonstrated recurrence 

of myometrial cystic adenomas about 3–4 times in 
different locations of the uterus. During one recurrence, 
severe hydronephrosis from cyst compression of the 
ureter was noted, which resolved after drainage with no 
long-term renal damage. She underwent five additional 
IR aspirations over the course of three years. During 
three of the aspirations, ethanol sclerotic agents were 
used ranging from 10 to 200 mL. One the aspirations, 
500 mg in 20 mL of doxycycline sclerosis was used. 
All of these procedures were all uncomplicated. She 
ultimately underwent medical management with GnRH 
agonist therapy for three months and transitioned to 
extended cycle oral contraceptives, and subsequently to 
an etonogestrel implant. Additionally, she was offered 
surgical management with myometrial cystectomy or 
hysterectomy, however, desired continued hormonal 
suppression with intermittent attempts at IR drainage as 
she desired fertility preservation.

This case report is a follow-up of this patient during 
her pregnancy three years after treatment of myometrial 
cysts. She presented at 11 weeks 1 day for a new prenatal 
visit. In the first and second trimester of her pregnancy 
she did not report any symptoms to suggest growth of 
her myometrial cyst. Her first trimester ultrasound did 
not show any myometrial cysts. Her anatomy scan at 20 
weeks was remarkable for a placental lake, the largest 
measuring 2.26 × 4.55 × 4.02 cm with multiple other 
smaller 1 × 1 × 1 cm chorionic cysts which were visualized 
on the fetal aspect of the placenta as shown in Figure 1. 
The placenta had no signs of a placenta accreta. Due to her 
complex history, she received a growth ultrasound at 32 
weeks which revealed fetal growth restriction (FGR) with 
an estimated fetal weight (EFW) of 1590g (8th percentile) 
with normal umbilical artery dopplers. She subsequently 
started appropriate antenatal testing which continued 
to be reassuring until term. A growth scan was repeated 
at 36 weeks with an EFW of 2204 g (5th percentile) and 
umbilical artery dopplers were again normal. At 38 weeks 
she underwent scheduled induction of labor for FGR. 
Her labor course was overall uncomplicated and had an 
uneventful vaginal delivery of a 6 bs 13.7 oz (3.11 kg) baby 
boy with Apgars of 5, 9. 

Figure 1: Transabdominal ultrasound detailed the placental lake 
with largest dimensions of 2.26 × 4.55 × 4.02 cm (blue arrow) 
and multiple other smaller 1 × 1 × 1 cm cysts (red arrows).
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DISCUSSION

Overall, this patient had an uncomplicated pregnancy 
and delivery after repeated IR drainage and sclerosis 
of large recurrent cystic adenomyomas. This is the first 
documented case following a patient with history of 
cystic adenomyomas throughout her pregnancy. The 
major theorized concerns from the cystic adenomyoma 
sclerotherapy were that it may result in poor placental 
perfusion and ultimately in FGR. Another possible 
concern is that this prior sclerotherapy could result in 
abnormal placental implantation and vascularization 
leading to placenta accreta spectrum. Indeed, during her 
pregnancy, she developed FGR, although fortunately she 
did not have evidence of placenta accreta. Although this 
patient had other risks factors for FGR, such as maternal 
cardiovascular disease and pulmonary disease, there have 
not been any documented pregnancies after management 
of cystic adenomyomas so this finding could still play a 
role in FGR.

Interestingly, there were a number of placental cysts 
of the fetal surface of the placenta, as shown in Figure 1, 
which we cannot completely explain solely by the patient’s 
history and may ultimately be unrelated to her prior cystic 
adenomas. Subchorionic cysts are associated with FGR via 
a proposed mechanism that they can cause umbilical cord 
constriction and compromise fetal blood flow [6, 7]. A case 
series found that simple cysts <2 cm are not likely of any 
clinical significance but cyst size >4.5 cm and multiple cysts 
>3 were associated with growth restriction [8]. Our patient 
had a large placental lake measuring approximately 4.5 cm 
which given its size may have contributed to fetal growth 
restriction and is difficult to tell if this is coincidental or 
resultant from the cystic adenomyomas. Future case series 
should be performed to expand the literature for outcomes 
of pregnancies management of large cystic adenomyomas.

CONCLUSION

Cystic adenomyomas can cause significant symptoms 
such as menorrhagia, dysmenorrhea, and pelvic pain. They 
can be treated with medical management and surgical 
management such as IR drainage with sclerosis similar 
to our patient. There are no prior reports of pregnancy 
after treatment for cystic adenomas, and in our case the 
pregnancy was complicated by FGR and placental cysts, 
however the maternal and fetal outcomes were good.
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