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Abstract

Background: Caesarean myomectomy is a surgical operation whereby a myomec-
tomy is done during the course of caesarean section. Traditionally, caesarean myo-
mectomy has been discouraged because of the potential maternal morbidity and mor-
tality however, in carefully selected patients, it can be done. We present two cases
of women who had caesarean myomectomy in our hospital without need for blood
transfusion.

Case presentations

First case: A 35 year old primigravida presented in our hospital at 32 weeks with
complaints of repeated episodes of abdominal pain and ultrasound diagnosis of
breech presentation and lower segment uterine fibroids. She had elective caesarean
section at 38 weeks. She had myomectomy following application of Foley catheter
tourniquet at the lower uterine segment.

Second case: A 39 year old primigravida booked for antenatal care in our facility at
19 weeks. Ultrasound evaluation reported she had coexisting fibroids. She had elec-
tive caesarean section at 38 weeks during which time she had myomectomy.

Both patients received pre-operative tranexamic acid, intraoperative and post-op-
erative oxytocin infusion. They had good outcomes.

Conclusion: In well selected cases, caesarean myomectomy can be safe.

Keywords: Myoma; Leiomyoma; Fibroids; Pregnancy; Myomectomy; Cesarean section;
Caesarean myomectomy; Blood transfusion.
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Introduction

Cesarean myomectomy is a surgical operation whereby a
myomectomy is done during the course of caesarean section
[1]. Uterine fibroids, uterine lieomyomas or uterine myomas
are the commonest benign tumours in women [2]. Black wom-
en have two to three folds higher incidence of fibroids, than
in whites [3,4]. The incidence of uterine fibroids is much lower
in pregnancy, this may be because fibroids are associated with
infertility [5]. Due to delayed childbearing and the increasing
incidence of fibroids with age, the likelihood is rising that obste-
tricians will encounter pregnant patients with fibroids in preg-
nancy and will need to treat the associated complications [6].
Just like in non-pregnant women, fibroids in pregnancy may be
asymptomatic or symptomatic [7]. The complications of fibroids
in pregnancy varies depending on the location of the fibroids
and the trimester of the pregnancy. Some of the complications
are spontaneous miscarriage, abdominal pain, fetal malpresen-
tation, intra-uterine growth restriction, preterm labour, prema-
ture rupture of membranes, torsion of uterus, placental abrup-
tion, labour dystocia, obstructed labour, caesarean delivery and
postpartum haemorrhage [8,9].

Historically, fibroids co-existing with pregnancy is managed
conservatively. Due to the increased vascularity of the uterus
predisposing to torrential bleeding, massive blood transfusion
and possible caesarean hysterectomy, caesarean myomectomy
is not recommended [8,10,11]. However, there is evidence that
in carefully selected patients, caesarean myomectomy can be
done safely [6,10,12].

We present two cases of women who had caesarean myo-
mectomy in our hospital without need for blood transfusion.

First case

A 35-year old Nigerian primigravida was referred to our hos-
pital at 32 weeks + 5 days on account of huge fibroid mass in
her lower uterine segment and a low-lying placenta. On exami-
nation, her symphysiofundal height was 40 cm and there was
a singleton in breech presentation. She was counselled on the
peculiarities of her pregnancy and choice of abdominal route
of delivery. Prior to her presentation, she had several episodes
of lower abdominal pain in keeping with red degeneration of
fibroid. Obstetric ultrasound scan revealed a single viable intra-
uterine fetus, a posterior mid uterine placenta and a huge hy-
poechoic mass located at the lower uterine segment measuring
14.9 x 11.5 cm. She continued her antenatal care until 38 weeks
gestational age when she was booked for caesarean section.
Prior to surgery, her haemoglobin concentration was 11 g/dl.
Her vital signs were a pulse rate of 80 beats per minute, full
volume and regular, blood pressure of 130/80 mmHg, tempera-
ture of 36.5°C and a respiratory rate of 24 cycles per minute.
Intravenous tranexemic acid 1 g was administered just before
the start of surgery.

A midline longitudinal incision was made on the anterior
abdominal wall to gain access to the peritoneal cavity. Intra-
operatively, she had a clean peritoneal cavity, there was a huge
anterior uterine wall fibroid mass that extended to the lower
uterine segment, the fibroid mass later weighed 1.3 kg. A lower
segment incision was made on the uterus, cutting just below
the fibroid mass, and deepened to deliver the baby. She was

delivered of a live female baby with Apgar score of 9 in both
the first and fifth minutes and birth weight of 2.8 kg. Placenta
and membranes were delivered completely. It was difficult to
close the uterine incision because of the large fibroid mass at
the upper margin. Foley catheter tourniquet was applied to the
lower segment just below the incision and the fibroid mass was
enucleated by both blunt and sharp dissection through the cae-
sarean section incision (Figure 1). The dead spaces were obliter-
ated in layers with vicryl 2. The caesarean section incision was
closed in 2 layers with vicryl 2, the serosa was closed with vicryl
2/0 and the tourniquet removed. Adequate haemostasis was
secured, however, an intraperitoneal drain was put in place.
The anterior abdominal wall was closed in layers. The surgery
lasted 1 hour 50 minutes. Estimated blood loss was 600 mls.
She did not require blood transfusion. Her post-operative hae-
moglobin concentration was 9.8 g/dl. She made good recovery
and was discharged on the 6% post-operation day.

5

Figure 1: Intraoperative images. (A) is the dead space created
by enucleated fibroid. (B) is Foley catheter used as tourniquet. (C)
is the fibroid mass.
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Second case

A 39-year old Nigerian primigravida booked for antenatal
care in our facility at 19 weeks + 4 days. She presented with an
earlier ultrasound scan with findings of a singleton intrauterine
fetus with coexisting multiple fibroids the largest measuring 9.5
cm X 7.0 cm. On examination, her symphysiofundal height was
27 cm and there were multiple irregular masses palpated on
the uterus. She continued her regular antenatal clinic visit till
gestational age of 36 weeks when a repeat obstetric ultrasound
scan reported a viable intrauterine singleton in oblique lie with
the head to the right iliac fossa and coexisting multiple fibroid
masses with the largest measuring 10.8 x 7.5 cm and occupy-
ing the lower portion of the anterior uterine wall below the fe-
tal head. She frequently complained of lower abdominal pain
during the ante natal period. The placenta was posterofundal
in location. She was counselled for elective caesarean delivery.
She gave consent and she was booked for surgery at 38 weeks.

On the day of surgery, her pre-operative haemoglobin con-
centration was 11.5 g/dl. Her vital signs were a pulse rate of
80 beats per minute, full volume, regular and the blood pres-
sure was 120/70 mmHg and her respiratory rate was 22 cycles
per minute. Intravenous tranexemic acid 1 g was administered
10 minutes before the start of surgery. A midline longitudinal
incision was made on the lower anterior abdominal wall to ac-
cess the peritoneal cavity. A clean peritoneal cavity was noted.
A transverse lower segment uterine incision was made on the
uterus, cutting through the large fibroid mass, and deepened
to deliver a live male neonate with Apgar score of 8 in the first
minute and 9 in the fifth minute and birth weight of 2.9 kg. The
placenta and membranes were completely delivered. The cut
fibroid mass at the edges of the incisions were enucleated to al-
low for ease of closure of the caesarean incision. The dead spac-
es were closed with vicryl 2 sutures. The other fibroids were not
removed as they were small and far from the caesarean section
incision. The uterine incision was then repaired with vicryl 2 and
haemostasis was properly secured. An intra-peritoneal drain
was inserted but remained inactive. The anterior abdominal
wall was closed in layers. The surgery lasted 1 hour 30 minutes.
Estimated blood loss was 800 mls. She did not receive intraop-
erative blood transfusion. Her post-operative condition was sat-
isfactory. Her post-operative haemoglobin concentration was
9.5 g/dl. She had an uneventful post-operative recovery and
was discharged on the 5th day after surgery.

Discussion

Inevitable caesarean myomectomy is a caesarean myomec-
tomy that is done so as to enable the completion of the cae-
sarean section procedure. Here, the removal of the fibroids is
unavoidable if the procedure of caesarean section must be com-
pleted. Our patients had inevitable caesarean myomectomy, it
was practically impossible to repair the uterine incision without
removing the fibroids at the edge of the incision in the lower
uterine segment. Inability to gain access to the lower uterine
segment is a justifiable reason for caesarean myomectomy [1].
Some cases of inevitable caesarean myomectomy can be be-
cause it was impossible to close the abdominal cavity without
removing the fibroids [8]. Inevitable caesarean myomectomy
can be done when there is partial avulsion of subserous fi-
broids. Traditionally, caesarean myomectomy has been discour-
aged because of the potential maternal morbidity and mortality
that can occur when haemorrhage ensues. However, it is docu-
mented that in carefully selected patients, it can be done [6,7].

There is no evidence to suggest that future fertility and or
subsequent pregnancy outcome is affected by caesarean myo-
mectomy [13]. The advantage of a caesarean myomectomy is
that it spares the patient the cost of future myomectomy and
hospital admission [6,14,15]. Moreover the immediate post-
partum uterus is better adapted to handle haemorrhage than at
any other time [7]. Again, it has been opined that during preg-
nancy, enucleation of fibroids is easier as the tissues become
softer [14]. Besides, in some situation, as seen in our patients,
it is inevitable. Because the fibroids were along the edge of the
uterine incision making it difficult to close the incision, we per-
formed inevitable myomectomy during cesarean section with-
out need for blood transfusion.

Zhao et al [10] conducted a retrospective study on women
who had fibroids in pregnancy to evaluate the safety and fea-
sibility of caesarean myomectomy. They compared those who
had caesarean myomectomy and those who had caesarean sec-
tion and interval myomectomy. They noted that postpartum
haemorrhage, neonatal weight, fetal distress, and neonatal as-
phyxia showed no statistical significance. They concluded that
caesarean myomectomy could be safe and feasible. The above
study and some other studies [6,16-18] are of the view that
caesarean myomectomy can be safely done by experienced
surgeon in well selected patients. In these studies and in many
cases of caesarean myomectomy, the proportion of subserous
myomas was significantly higher than in myomectomies per-
formed in non-pregnant women. In patients with pedunculated
subserous myomas, achieving haemostasis is not commonly a
challenge since the fibroid mass has a stalk which can be ligated
to secure haemostasis.

If caesarean myomectomy should be contemplated, certain
precautions should be taken to reduce the risk of haemorrhage
and other complications. The procedure should be done by an
experienced surgeon who can combine speed and accuracy with
respect to delivery of the baby and control of bleeding. Again,
there may be need for hysterectomy should there be intractable
haemorrhage [1]. The choice of abdominal incision should be
such as to give adequate exposure. As were done for our cases,
the sub umbilical midline skin incision will be ideal because it
provides opportunity for extending the incision should the need
arise. Classical uterine incision may be necessary when access
to the lower uterine segment is difficult [1]. Medications aimed
at reducing the risk of bleeding should be given. Our patients
received intravenous tranexamic acid just before the procedure
and intravenous oxytocin at the delivery of the baby. Oxytocin
should be administrated via intravenous or local injection. Fur-
thermore, haemostatic tourniquet can be applied after delivery
of the baby but before removal of the fibroids. This is to reduce
the intraoperative blood loss [10]. In addition, the surgeon and
anaesthetist should be prepared for prolonged surgery time,
prolonged exposure to anesthesia and the possibility of sig-
nificant blood loss. The procedure should be done in facilities
where blood transfusion services are available since there may
be need for massive blood transfusion.

Patient who had caesarean myomectomy should be moni-
tored more closely in the post-partum period for any evidence
of haemorrhage. Haemorrhage could be in the form of vaginal
bleeding or intraperitoneal haemorrhage, hence vital signs
monitoring as well as vaginal and abdominal examinations are
necessary. To further monitor for any intraperitoneal bleeding,
peritoneal drain can also be inserted as were done for our pa-
tients. Clear cut instructions should be given on the plan for the
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subsequent pregnancy with respect to the timing and mode of
delivery taking into consideration the increased risk of uterine
rupture. This is especially true if multiple incision were made in-
cluding breaching the endometrial cavity. Such patients should
be counselled on the need for possible elective caesarean sec-
tion in future pregnancies [1].

Our patients were elderly primigravidae presenting with fi-
broids in pregnancy. They both had ante natal complications
namely repeated episodes of abdominal pain and breech pre-
sentation in the first case. They both had intramural fibroids in
the lower segment which necessitated caesarean section and
also precluded closure of the uterine incisions without removal
of the fibroids. Blood loss was reduced intra-operatively with
tranexemic acid and oxytocin infusion which was continued for
12 hours post-operatively. The first case benefited from applica-
tion of tourniquet however it was difficult to access below the
fibroid mass in the second case. None of the patients required
blood transfusion. They both had uneventful post-operative
period and were discharged at 6th and 5th day post operation
respectively.

Conclusion

Uterine fibroids are common among blacks and due to de-
layed childbearing they may be encountered frequently by ob-
stetricians. The management is historically conservative due
to fear of haemorrhage and caesarean hysterectomy however
there are cases where caesarean myomectomy is inevitable and
can be successfully done with good outcome. These cases show
that myomectomy during caesarean section can be safely per-
formed with good outcome in carefully selected cases.

Declaration of patient consent: The authors certify that they
have obtained all appropriate patient consent. The patients
have given the consent for their images and other clinical infor-
mation to be reported in the journal. The patients understood
that their names and initials will not be published and due ef-
forts will be made to conceal their identity, but anonymity can-
not be guaranteed.
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