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ABSTRACT
Background: Caesarean myomectomy is still a controversial issue in current obstetric practice due to the fear of 
uncontrollable haemorrhage. However, it may become very necessary occasionally with increased prevalence of 
fibroids among our pregnant mothers.

Case Report: We report a case of Mrs UC, a 30-year-old primigravid woman who booked for antenatal care at 16 
weeks gestational age following a 3-year history of infertility. The pregnancy was complicated with abdominal pain 
from red degeneration of uterine fibroid and was managed with pentazocine in the 2nd trimester. She presented in 
labour at 39 weeks and 4 days but labour was prolonged for 8 hours, having adequate contractions without any 
significant improvement in both descent and cervical dilatation. She subsequently had an emergency caesarean 
myomectomy with an outcome of a live female neonate that weighed 3.1kg with good Apgar scores and 2 pieces of 
uterine myoma that weighed 1.1kg. The post-operative and puerperal periods were uneventful.

Conclusion: Caesarean myomectomy, a controversial obstetric procedure, can be indicated when the location and 
size of the fibroid mass makes caesarean delivery only very challenging and difficult.

Case Report
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Introduction
Fibroids are the most common pelvic tumours in women derived 
from the uterine smooth muscles and are very prevalent among 
Africans [1]. Its occurrence increases between the ages of 25 and 
35 years especially among nulliparaous women [2]. Myomas tend 
to increase in size during the reproductive years. The incidence of 
leiomyomas is not known but may range from 0.05% to 5% among 
pregnant women [3-5]. Fibroids are usually asymptomatic but in 
some significant proportion of women have been associated with 
infertility and complicating childbirth [6-8].

With the increasing age at pregnancy, the incidence of fibroids 

will continue to increase and obstetricians encounter more fibroids 
during caesarean deliveries and should be prepared to deal with its 
associated complications [9-11]. Myomectomy during caesarean 
delivery is usually avoided due to the increased vascularity of the 
gravid uterus leading to massive haemorrhage and unnecessary 
obstetric hysterectomy and increased peri-operative morbidity 
and mortality [12]. Many studies have dealt with the outcomes 
and safety of caesarean myomectomy with varying conclusions. 
Lovina SM et al. concluded that in selected patients, caesarean 
myomectomy is safe and effective at tertiary centres with 
experienced surgeons [12,13]. EY Kwawukume and Ashley 
in separate studies also concluded that there is no significant 
difference in intra-operative and post-operative morbidity and 
blood loss in performing caesarean section alone and caesarean 
section with myomectomy when a tourniquet is applied [14,15]. 
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JO Awoleke also found that with careful selection, adequate 
experience and efficient haemostatic measures, the procedure does 
not appear as hazardous as it was once thought [16].

Hence, adequate patient selection and experience are necessary 
before embarking on caesarean myomectomy to avoid unnecessary 
morbidity and mortality resulting from the procedure.

Case Presentation
Mrs UC, a 30 year old primigravid woman booked for antenatal 
care at 16 weeks gestational age following a 3-year history of 
infertility. At booking, she complained of severe abdominal pain 
but no history of bleeding from the vagina. An abdomino-pelvic 
ultrasound scan revealed multiple uterine fibroids of varying 
sizes. She was managed as a case of red degeneration of fibroid in 
pregnancy with opiod analgesia (pentazocine) and the pregnancy 
was eventually carried to term. At the gestational age of 36 weeks, 
a repeat ultrasound scan was done which revealed no obvious 
fibroid at the lower segment and she was planned for vaginal 
delivery. Below is the report of the scan:

She presented in labour at 39 weeks and 4 days, which lasted for 
8 hours, having adequate contractions without any significant 
improvement in both descent and cervical dilatation. She 
subsequently had an emergency caesarean myomectomy with an 
outcome of a live female neonate that weighed 3.1kg with good 
Apgar scores. Other findings were a 180-degree rotation of the 
uterus around the isthmus that presented the posterior surface 
anterior due to a huge anterior fibroid of about 10cm in diameter 
and other multiple small uterine fibroids. The mass was also held 
down by adhesions making correction of the rotation of the uterus 
before incision impossible; hence, a posterior incision was made 
to deliver the baby. The uterus was subsequently exteriorized and 
the 2 pieces of uterine fibroids that weighed 1.1kg were removed 
after repairing the caesarean incision and application of tourniquet. 
The myoma cavity was repaired in layers with vicryl 2 sutures 
and the torsion corrected. The estimated blood loss was 400ml and 
the post-operative and puerperal periods were uneventful. Her pre-
operative and post-operative haemoglobin levels were 16g/dl and 
15g/dl respectively. She was discharged on the 5th day post surgery 

with good uterine involution. At 6-week postpartum visit she had 
no complaints and had not seen her menses. The uterus was barely 
palpable per abdomen.

Figure 1: Uterus with the Fibroid Masses (Downward Arrow=Fibroid; 
Upward Arrow=Uterus).

Discussion
Ours was a case of a 30-year old primigravida who conceived after 
a 3-year history of infertility in the presence of multiple uterine 
fibroids. The literature is rich with reports of uterine fibroid co-
existing with pregnancy up to 5% of the cases [3-5]. And as was 
the case in our patient it is a common finding among Africans 
above 25 years of age and being nulliparous [1,2]. This case 
report of a successful myomectomy during caesarean delivery 
with no significant difference in post-operative morbidity and 
mortality agrees with the findings by many researchers in the past. 
In separate studies of different types, many authors have shown 
that with good patient selection and in the hands of experienced 
surgeons, caesarean myomectomy may be as safe and desirable 
as simple myomectomy alone [12-16]. This discovery becomes 
important, as the average age of childbirth has increased due to 
career pursuit among our women. It is also important especially 
in the African continent as the sizes of fibroids are usually larger 
among African women and may complicate caesarean delivery 
more often [17,18]. This calls for further studies and attempts to 
acquire expertise in the art of caesarean myomectomy in Africa.

The fear of haemorrhage during caesarean myomectomy is 
not unfounded but the recent successes in the art of caesarean 
myomectomy tend to alter the current thinking in favour of 
caesarean myomectomy in the hands of experienced surgeons and 
with good patient selection. The post-partum uterus is considered 
to be better adapted to control bleeding physiologically more than 
in any other phase of a woman’s life time [12]. Hence, adequate 
counseling of the patient and her relatives on the possibilities and 
complications of caesarean myomectomy should be done before 
embarking on the surgery. 

Conclusion
Myomectomy during caesarean delivery, though not yet a routine 
practice, can be as safe as doing myomectomy alone. In resource, 
poor countries of Africa where the burden of leiomyomas is high, 
caesarean myomectomy may reduce cost of treatment by avoiding 
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two surgeries. This surgery should be done especially when the size 
and site of the fibroids make caesarean section only challenging.
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