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SUMMARY

Introduction Although uterine myomas are becoming more common in pregnancies due to advanced
maternal age, the literature lacks reports on complications, such as hysterectomy following cesarean
myomectomy (CM).

The aim of this work was to describe when CM is inevitable, complicated by severe intrapartum hemor-
rhage and requiring a hysterectomy.

Case outline A pregnant, with a term pregnancy and large multiple myomas, was referred for elective
cesarean section (CS). During the CS, forced enucleation of a 100 mm anterior and left myoma previa
(pre-fetal extraction) was necessary, and a 2,800 g neonate was delivered through the lower uterine seg-
ment incision. After the delivery and another CM, it was necessary to stop a massive hemorrhage from
the myometrial myoma bed. Following provisory suturings of the hysterotomies, an urgent hysterectomy
was performed with left salpingo-oophorectomy, due to a large hematoma in the left retroperitoneal
space. The patient’s further recovery was uneventful and she was discharged with her baby on the sixth
postoperative day. The histopathology report revealed a 135 x 190 x 150 mm uterus, weighing together
with the enucleated myomas and left adnexa 5,000 g in total. The weight of the enucleated myomas
was 1,670 g. The histopathological examination also showed 12 intramural and subserous myomas in
the myometrium, ranging 30-190 mm.

Conclusion Large myomas, especially previa, may present a serious problem for fetal extraction during
a CS. Therefore, the authors suggest an informed consent for CM, in patients who should undergo a CS.
Additionally, such patients should be counseled about the possibility of an intrapartum hysterectomy.
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INTRODUCTION

During the past two decades, numerous stud-
ies on cesarean myomectomy (CM) have been
published, mainly promoting its safety and fea-
sibility [1, 2]. Despite myomas being the most
frequent benign tumors of the female repro-
ductive organs and the cesarean section (CS)
the most common surgery in women, the lit-
erature lacks reports on cesarean hysterectomy
following a CM [3, 4].

In the era of favoring CM, one of the possible
reasons for the lack of such reports might be the
obstetricians’ reluctance to publish unfavorable
outcomes, even if intrapartum hysterectomy is
absolutely necessary and justifiable. This could
possibly further lead to the greater promotion
of CM, as an uncomplicated obstetric surgery,
and its implementation even in cases when in-
terval myomectomy would be a safer option.

Thus, the aim of the presented report is to
underline the possibility of intractable hem-
orrhage following an inevitable CM, and the

necessity of cesarean hysterectomy due to mul-
tiple large myomas.

CASE REPORT

A 36-year-old primipara was referred to the
university-affiliated hospital in the 38th week
of gestation for an elective CS due to myoma
previa and oblique lie. Prior to her referral, the
patient had been diagnosed with large multiple
myomas (Figure 1), which were sonographically
confirmed after her admission (Figure 2). The
pregnancy course was uneventful, with appropri-
ate fetal growth, development, and oxygenation.
Prior to the CS, the patient was informed about
the possibility of an inevitable myomectomy dur-
ing the CS and the likelihood of massive hemor-
rhage after fetal extraction. Moreover, prior to
the surgery, an informed consent was obtained
for a CM and possible cesarean hysterectomy:.
As intraoperative hemorrhage was expected,
intraoperative cell salvage was implemented
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Figure 1. Multiple myomas in the uterus at seven weeks of pregnancy

Figure 3. Macroscopic section of a myoma enucleated during a ce-
sarean section

from skin incision and further on. During the CS, a 100
mm anterior and left subserosal myoma previa was enu-
cleated, and a 2,800 g neonate was delivered through the
lower uterine segment (LUS) incision used for CM. A
corporal incision without myomectomy was not possible
without an additional myomectomy of another myoma,
which was 120 mm in diameter, on the anterior wall and
to the right (Figure 3). Following delivery, massive hemor-
rhage from the myoma previa site was encountered. Nei-
ther LUS suturing nor further hysterectomy was possible
without the additional myomectomy of the anterior and
right subserosal myoma, which was performed through
another hysterotomy. Following provisory suturing of both
incisions, a necessary hysterectomy was performed. Due to
hematoma formation starting from the myomectomy site
to the left into the retroperitoneal space, a contemporary
left salpingo-oophorectomy was performed. The surgery
lasted 185 minutes and was performed by two senior sur-
geons. During the operation, the patient received a total
of 1,700 ml of autologous blood collected by cell salvage,
1,325 ml of heterologous blood, 1,250 ml of fresh frozen
plasma, and 20 units of cryoprecipitate together with col-
loid and crystalloid solutions. After the hysterectomy, she
spent two days in the obstetric intensive care unit without
further blood transfusion. The patient’s further recovery
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Figure 4. Microscopic image of a histologic section of a fibroid with
hyalinization (H&E)

was uneventful, and she was discharged with her baby on
the sixth postoperative day.

The histopathology report revealed a 135 x 190 x 150 mm
uterus, weighing together with the enucleated myomas
and left adnexa 5,000 g in total. The weight of myomas
that were enucleated was 1,670 g. There were also 12 in-
tramural and subserous myomas left in the uterus with a
diameter of 30-190 mm in range, and some of these with
hyaline degeneration (Figure 4).

DISCUSSION

Although the obstetric textbooks generally consider CM
to be a risky procedure, there is a consensus in modern
obstetric literature about it being relatively safe, if per-
formed by experienced obstetricians and in selected cases
[1]. Most researchers agree on its benefits and advise it in
cases of pedunculated and subserous myomas, anterior
wall myomas, and particularly, if an additional incision
for myoma enucleation is not required [5]. CM is also
recommended for a safe fetal extraction when myomas
compromise the hysterotomic site or hysterorrhaphy, or to
prevent uterine torsion [5, 6]. The literature also showed
that CM is inevitable in some instances, despite the risk of
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perioperative complications [6]. Our case supports these
observations, as the delivery of the fetus was not possible
either through LUS or through corporal uterine incision
without a prior myomectomy. In such cases, with limited
access to a normal myometrium, the decision to enucleate
myoma previa and deliver the baby through LUS, or even
through the corporal incision, is justifiable. Nevertheless,
in the presented case, another hysterotomy and a myo-
mectomy were necessary to create the surgical space for
urgent hysterectomy.

As already described in the literature, myomas in the
proximity of uterine vessels represent a significant risk fac-
tor for massive hemorrhage, which was confirmed in our
case by the hematoma spreading into the left retroperito-
neal space [5]. This also forced a left adnexectomy with a
hysterectomy.

Looking at the literature of more than a century ago,
Spencer [7] was most probably the first who indicated that
total abdominal hysterectomy after a CS is the best available
method to ensure the uneventful recovery of patients affect-
ed by large myomas in pregnancy. In his report published in
1909, he underlined that “it will usually be wise to remove
the uterus, especially if it is the seat of multiple tumors.”

Although modern medicine nowadays provides ob-
stetricians with a significant number of options to avoid
cesarean hysterectomy in cases of a myomatosic uterus, it
remains necessary in some instances to achieve definite
hemostasis and to ensure the mother’s uneventful recovery.

Despite the growing number of reports on CM safety
and its feasibility, data on cesarean hysterectomy as a com-
plication are quite infrequent. A recent meta-analysis on
CM safety included 1,082 patients with myomas, who were
delivered by a CS; out of these, 443 had a CM without
a hysterectomy [2]. Moreover, hysterectomy reports are
present more commonly as isolated case reports, rather
than in CM studies [8, 9].

Thus, our extensive literature search revealed few reports
on cesarean hysterectomy following CM. Li et al. [10] evalu-
ated a total of 1,438 women with myomas who were deliv-
ered by a CS. Out of these, 51 (5.3%) had a hysterectomy
after a CS mainly due to multiple myomas, which were
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The true incidence of cesarean hysterectomy as a pro-
cedure associated with CM remains unknown. The most
probable reason for this is under-reporting, since literature
on CM is abundant and there are only a few reports on
cesarean hysterectomy.

Myomas may present an obstacle for fetus delivery
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informed consent for CM from all women undergoing a
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mediate hysterectomy in cases of large multiple myomas
and/or uncontrollable massive intraoperative hemorrhage.
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XucrepeKTommja Kao KOMMNIUKaLMja BEJIMKOT MUOMA U HEONXOAHE MUOMEKTOMMUjE

TOKOM LLapCKor pe3a

Pagmuna Cnapuh'? Hebojwa PagyHosuh'??, AHgpea TuHenn*?, Onmeepa Pagesuh?, Cawa Kaguja'2
'KnuHnukn ueHTap Cpbuje, KnuHuka 3a ruHekonorujy v akywepctso, beorpag, Cpbuja;

*YHueep3uTet y beorpaay, MegnunHcku gakyntet, beorpag, Cpbuja;

3Cpncka akagemuja Hayka 1 ymeTHocTw, beorpag, Cp6uja;

4MOCKOBCKY UHCTUTYT 33 GpU3UKy 1 TexHonorujy ([pxaBHu yHuBep3utet), OfceK 3a NpUMereHy MaTeMaTUKY, UHTEPHALIMOHAHN NPEHOC
MeAMLIMHCKIX Ca3Hatba U UCTpaxiBatbe 6ronoLwkux mogena, Mocksa, Pycuja;
*bonHnua Vito Fazzi, Ofemerbe 3a rmHekonorujy u akywepcrso, OfceK 3a eKcriepuMeHTanHy eHAOCKONCKY XUPYPTujy, UMMALIVHT TEXHONOTWjy

1 MVHUMAINHO WHBa3nBHY Tepanujy, Jlehe, Utanuja

CAMETAK

YBog Muomu yTepyca ce ce Yewhe cpehy y TpyaHohm 36or
rogvHa cTapoctu mMajke. Mano je nybnukauuja o xuctepeKkTo-
MUj1 Kao KOMMIMKaLMji MMOMEKTOMIje TOKOM LiapCKor pe3a.
Linmb oBor paga je 610 Aa nprkaxe Hen3bexxHy MMOMEKTOMUjY
TOKOM LLapCKOT pe3a, KOMMAKOBaHY TELUKUM MHTPanapTanHim
KpBapereM Koje je 3aXTeBano XUCTEPEKTOMU]Y.

Mpukas 6onecHunka TpyaHMLa y TEPMUHCKO] TPyAHONM, ca
BEIMKUM MyATUMIIMM MUOMUMa, YryheHa je Ha nopohaj enek-
TUBHUM LLapCKUM pe3oM. [locnie HeonxofHe eHyKNeauuje
Mroma npesuja of 100 mm noumpaHor Hanpeg v neBo (npe
eKcTpakuuje detyca) HoBopoheHue TenecHe mace 2800 g je
nopoheHo Kpo3 NHUU3Njy y npefeny UCTMUYHOT CerMmeHTa.
Mocne nopobaja 1 fogaTHe MUOMEKTOMMjE, ONCEXHO KPBa-
peme 13 JI0XKe MMOMa Y MUOMETPUjyMy je 3ayCTaBSbeHO, anu
300r pa3Boja BENMKOF XeMaToMa Y JIEBOM peTponeprToHean-
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HOM NpocTopy ypaheHa je XUTHa XUCTepeKToMuja ca JIeBOM
cannuHroodopekTommjom. [larby onopasak je npotekao 6e3
KOMMJIMKaLMja 1 >KeHa je OTMyLTeHa ca AeTETOM LIeCTOr MOCTo-
nepaTtvBHOr AaHa. X1MCTONATOMOLWKN NPerfen je nokasao aun-
MeH3uje matepuue o 135 X 190 X 150 mm, TexxuHe 5000 g ca
NeBUM agHEKCaMa U MOMMMA. TeXKnHa eHyKnencaHux Mnoma
6una je 1670 g. XMCTONaToMOLWKW NPernes je nokasao 12 nHtpa-
MYPaJTHUX 1 Cyb6CEPO3HUX MIOMA Y MOMETPUjyMY, AMMEH3Mja
og 30 go 190 mm.

3aKsbyyvak Bennku mrnomu, HapounTo MMOMY NpeBwuja, Mory
npencTaB/batyi 036MibHY noTelKohy npu deTanHoj ekcTpak-
Lju TOKOM LiapCKor pe3a. 360r Tora je je HeornxoAaH npeorne-
pPaTMBHU NPUCTaHaK XeHe 3a MMOMEKTOMMjY TOKOM LiapCKor
pes3a, anvi oHe Mopajy 1 6buTy obaBeluTeHe 0 MoryhHOCTY X1-
CTepekTomuje.

KmbyuHe peun: mvom; TpyaHoha; komnavkaumja; nopohaj
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