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CASE DESCRIPTION
A patient presented to the emergency department 
(ED) with abdominal pain and decreased oral 
intake for 1 day. Medical history was significant 
for uterine fibroids treated with uterine fibroid 
embolization (UFE) in 2021. CT of the abdomen 
and pelvis revealed a dilated loop of small bowel 
in the left hemiabdomen suspicious for small 
bowel obstruction (SBO) and an enlarged uterus 
containing multiple calcified fibroids with central 
necrosis. The patient had normal bowel function. 
Given the central necrosis of the fibroids, the pain 
was thought to be from a degenerating fibroid. 
The patient was discharged with acetaminophen, 
ibuprofen, and oxycodone.

One week later, the patient returned to the ED 
with abdominal pain, nausea, constipation, and 
obstipation for 3 days. CT demonstrated an SBO 
with a transition point in the right lower quadrant 
(RLQ) and a multifibroid uterus with an exophytic 
focus extending from the right fundus to the RLQ, 
adjacent to the transition point of the SBO. The 
patient underwent a trial medical management of 
SBO with bowel rest and decompression through 
a nasogastric tube. Pelvic MRI showed chronic 
ileus and delayed fecal transit likely secondary to 
mass effect from the large fibroid uterus with pelvic 
inflammation and peritonitis (figure 1).

Gastrografin challenge showed delayed transit of 
contrast reaching the descending colon. On hospital 
day 2, the patient was still clinically obstructed. The 
patient did not desire future fertility and had no 
prior abdominal operations.

WHAT WOULD YOU DO?
A.	 Continue expectant management with bowel 

rest and nasogastric decompression.
B.	 Repeat UFE.
C.	 Take the patient to the operating room for myo-

mectomy.
D.	 Take the patient to the operating room for hys-

terectomy and possible small bowel lysis of ad-
hesions.

WHAT WE DID AND WHY?
The clinical presentation was most consistent 
with either SBO from compression by the fibroid 
uterus versus an ileus from inflammation caused by 
surrounding uterine tissue necrosis. By hospital day 
2, the patient was amenable to surgical intervention. 
We discussed treatment options including ongoing 
non-surgical management, versus surgical manage-
ment via myomectomy or hysterectomy. Hysterec-
tomy was recommended over myomectomy given 
that myomectomy alone could still predispose the 
patient to future issues with mass effect or inflam-
mation, and since the patient did not desire future 
fertility. The patient elected for a hysterectomy as 
definitive management of uterine leiomyoma.

On hospital day 2, the patient underwent an 
exploratory laparotomy, total abdominal hysterec-
tomy, and bilateral salpingectomy. We proceeded 

Figure 1  Pelvic MRI showing chronic ileus and delayed 
fecal transit likely secondary to mass effect from the large 
fibroid uterus with pelvic inflammation and peritonitis.

Figure 2  Adhesion causing closed loop small bowel 
obstruction.
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with an open approach as the bulk and shape of the fibroid 
uterus limited pelvic domain, resulting in a limited xyphoid-to-
umbilicus distance, and restricted any lateral uterine movement 
that would facilitate a laparoscopic hysterectomy.

Intraoperative findings were notable for a multifibroid uterus 
with primarily right-sided bulk nearly reaching the umbilicus, 
including a large pedunculated fibroid as well as adhesions to a 
mass in the right pelvic sidewall thought to be an old fibroid that 
had detached from the uterus over time. The general surgery 
team joined the gynecology team intraoperatively as multiple 
bowel adhesions and an appendiceal adhesion to the posterior 
uterus were also noted.

The patient underwent lysis of adhesions and appendectomy 
as the appendix was almost completely adhered to the poste-
rior uterus. The small bowel was eviscerated and ran from the 
terminal ileum to the ligament of Treitz where an intra-loop 
adhesive band was found at the distal ileum causing a closed loop 
obstruction (figure 2). A portion of the jejunum appeared to be 
congested, although it had visible peristalsis that was thought to 
be from evisceration of the small bowel through the laparotomy 
which put tension on the mesentery. Congestion improved during 

the course of the surgery. The patient underwent completion of 
the total abdominal hysterectomy and excision of the right pelvic 
sidewall mass without complications (figure 3). Cystoscopy was 
performed at the end of the case and showed bilateral ureteral 
jets without injury to the bladder. The patient had an uncompli-
cated postoperative course and was discharged on postoperative 
day 5. Pathology confirmed that the pelvic sidewall mass and the 
uterine fibroids were consistent with infarcted leiomyomata, as 
expected post-UFE.

Few case reports have described SBO after UFE or uterine 
artery embolization (UAE).1–5 In two of these cases, an SBO 
resulted from an intraluminal obstruction from a fibroid through 
a uteroenteric fistula.4 5 Bowel was also noted to be adherent 
to the uterus, requiring a small bowel resection.4 5 In the above 
cases, the time frame to presentation of SBO ranged from 2 
weeks to 11 years after UFE or UAE. Goldberg et al3 postu-
lated that devascularization and ischemia after a UFE may cause 
inflammatory reactions in the fibroid and adjacent bowel leading 
to adhesion formation and subsequent bowel obstruction.
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Figure 3  Right pelvic sidewall mass being excised.
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