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ABSTRACT

Submucosal uterine fibroids are usually associated with infertility and miscarriage. Hence, term pregnancies with large submu-
cosal fibroids are rare in clinical practice. The management of fibroids during pregnancy remains controversial. We, herein,
describe a case of natural conception, complicated with a massive submucosal fibroid in a 29-year primigravida. The pregnancy
was uneventful with satisfactory fetal growth on serial ultrasound scans until the 41st week of gestation. At the time of
caesarean section, we performed myomectomy successfully after bilateral uterine artery ligation. There was no blood trans-
fused perioperatively. The patient achieved a satisfactory recovery and was discharged on day-4 after surgery. This case indi-
cates that myomectomy during caesarean section may be a safe and feasible intervention in carefully selected cases of submu-

cosal fibroids.
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INTRODUCTION

Uterine fibroids are highly prevalent and have a lifetime inci-
dence of approximately 70% in the general population.'
Currently, fibroids in pregnancy are more commonly encoun-
teredinclinical practicethan before, inassociation withthe delay
in childbearing, and as the use of ultrasound in pregnancy has
become more widespread. Prospective studies indicated that
the prevalence of fibroidsin pregnancy is 10.7% and that submu-
cosal fibroids account for 17% of the total.” However, there is a
lack of knowledge regarding the management of fibroids during
pregnancy and labour. Myomectomy during caesareansectionis
disputed among obstetricians, as the procedure may increase
the risk of uncontrollable haemorrhage and other unexpected
complications; however, some studies have indicated that the
surgical procedure could be safe and feasible, based on the
opinions of the experienced obstetricians.* Here, we report a
rare and successful case of myomectomy foralarge submucosal
fibroid atthe time of caesarean section.
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CASE REPORT

We present the case of a 29-year primigravida, who had a
history of mild menorrhagia; but she ignored it and had not
consulted a doctor. She reported that the pregnancy was spon-
taneous. Shedid notknow that she had a uterinefibroid until the
6th week of pregnancy, when an ultrasound scan demonstrated
a viable intrauterine pregnancy with a fibroid measuring
10.0%5.5%6.9 cm, located in the right posterior wall of the
uterus. Her pregnancy was not closely followed; but seemed
uneventful with satisfactory fetal growth on serial ultrasound
scans until the 41st week of gestation, when she was admitted
to our hospital. The ultrasound showed that the fibroid had
increased in size (41st week of gestation: 12.6x8.3x12.3 cm)
(Figure la, 1b).Vaginaldelivery wasrisky becausetheintracavi-
tary fibroid may have affected the contractility of the uterus,
prolonging the labour process and potentially leading to failure;
hence, after careful evaluation, the decision was made to
performacaesarean section.

Before surgery, adequate blood was made available for transfu-
sion, and a vascular surgeon was readily available. During the
caesarean section, which was performed under combined
spinal epidural anaesthesia, a lower transverse incision was
made in the uterus, and a live male baby weighing 3,930 grams
was delivered smoothly in good condition. Oxytocin, carbetocin
and carboprost were used in our case. However, the surgeon
had to manually separate the placenta from the wall of the
uterus because there were no signs of natural placental separa-
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tion afterarelatively long time. Subsequently, with the contrac-
tion of the uterus, a large submucosal fibroid (FIGO class 1) was
extruded from the uterine cavity through the incision (Figure
2a). Then, myomectomy was performed after bilateral uterine
artery ligation to reduce hemorrhage. Suturing the wounds in
the upper posterior wall of the uterine cavity was extremely
difficult because the fundus of the fibroid was relatively wide,
and it was challenging to expose the surgical field. Hence, we
inserted compression suturesin the fundus and posterior wall of
the uterus, using healthy myometrium as anchoring points for
needle transfixion. The stitches penetrated the full thickness of
the myometrium; the needle was transfixed from the uterine
serosa lateral to the uterine cavity, was threaded along a hori-
zontal course inside the uterine cavity to encompass the wound
area, and finally emerged at the uterine serosa lateral. A flat
surgical knot was then tied as tightly as possible above the
serosa to achieve a better compression effect (Figure 2b, 2c,
2d). No blood was transfused perioperatively. The patient
achieved a satisfactory recovery and was discharged on day-4
after surgery. The histological examination revealed submu-
cous leiomyoma measuring 14x12x10 cm with red degenera-
tionbutnomalignancy (Figure 2e).
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Figure 1: (a) The ultrasound scan on 10thweek of gestation. (b) The ultra-
soundscanon 39" weekofgestation.
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Figure 2: (a) Uterine fibroid exteriorised just before removal from the
uterus. (b) Sagittal view of the uterus after suture. (c) Posterior view of
the uterus after suture. (d) Schematic illustration of the compression
suture. (e) Resectedfibroid.

Figure 3: A normal uterine contour is observed on hysteroscopy at 9"
month afterthecaesareanmyomectomy.

Ultrasound was performed at the postpartum clinic 42 days
after labour, which revealed no apparent retention of the
placenta or haematometra. The patient resumed menstruation
five months after labour, and there was no distinct alteration in
menstruation. Ahysteroscopy examination ofthe uterine cavity
was performed nine months after labour, and no intrauterine
adhesionwasfound (Figure 3).

DISCUSSION

The locations of fibroids can be subserosal, intramural, or
submucosal. Subserous and intramural myomas are the most
common, while submucosal myomas are rarer.’ Large submu-
cosal uterine fibroids are usually associated with infertility,
mainly due to the obstructed embryo implantation as a result
of uterine cavity morphological changes caused by the space
occupied by uterine fibroids.® Even if patients can successfully
conceive, fibroids may cause miscarriage, placental abrup-
tion, intrauterine growth retardation, intrauterine fetal
demise, fetal compression syndrome, preterm birth, and
placentaprevia.’ Thus, ourcaseis quite rare becausethe preg-
nancy was spontaneous and uneventful with satisfactory
foetal growth.

The management of fibroids in pregnancy remains controver-
sial. Conservative management is common in clinical prac-
tice. However, some reports have suggested that myomec-
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tomy can be performed safely in the first and second
trimesters of pregnancy; but only in a very carefully selected
group of patients.®® In the present case, myomectomy during
pregnancy, seemed unfeasible on account of the submucosal
location of the fibroid. On the other hand, the decision to
perform myomectomy at the time of caesarean sectionis also
debatable because of the risk of perioperative complications,
mainly haemorrhage.’®"* A number of recent studies have
demonstrated that caesarean myomectomy is a safe and
feasible procedure in experienced hands; during the proce-
dure, alarge leiomyoma =5 cm, birth weight = 4,000 g, and a
maternal age of =40 years may serve as risk factors that are
associated with increased blood loss.” For our patient, we
decided to perform the myomectomy even though the fibroid
size was over 5 cm because it was difficult to suture the inci-
sionin the uterus with the fibroid preserved, and if we forcibly
sutured the uterus without removing the fibroid, the fibroid
may have hindered the contraction of the uterus due to the
space occupied by the fibroid, leading to postpartum haemor-
rhage. Thedifficulty faced during surgeryisthe control ofintra-
operative haemorrhage. After delivery of the fetus and
placenta, we proactively performed bilateral uterine artery
ligation to reduce haemorrhage. Furthermore, we creatively
sutured the wound from the serosa lateral, which overcame
the difficulty in exposing the surgical field and effectively
reducingbleeding.

The surgery was very successful and the patient recovered
quickly. The prognosis of the patient in terms of menstruation
and condition of the uterine cavity was favourable. The
patient’s next pregnancy needs to be followed so that valu-
ableinformationcanbeobtainedforuseinclinical practice.

In conclusion, we described an unusual case of myomectomy
for a large submucosal fibroid at the time of caesarean
section. Despite the difficulties encountered in the manage-
ment of the case during surgery, our management was effec-
tive, and the outcome was favourable. However, on the basis
of only one case, we cannot conclude that myomectomy atthe
time of caesarean section is safe. Large randomised trials are
needed tojustify this conclusion.
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