
 

 

Case report  

HYSTEROTOMY AND MYOMECTOMY FOR RETAINED PLACENTA IN A 

UTERUS: A CASE REPORT 

 

Abstract 

Retained placenta is a common complication, especially in mid-trimester miscarriage. However, when it is 
further complicated by the presence of multiple fibroids negating removal through the vagina route, it 
becomes a problematic finding necessitating laparotomy for both myomectomy and removal of the 
placenta. A 36-year-old G3P0+2 who had a miscarriage at 19 weeks 5 days gestation had a retained 
placenta with failed attempts at both medical and manual removal due to multiple uterine fibroids. She 
eventually had a hysterotomy and myomectomy with satisfactory results.The intraoperative challenges 
were removal of very many uterine fibroid seedlings of various sizes including large ones in a gravid 
uterus leading to an estimated blood loss of 4,500 ml and necessitating the transfusion of a total of eight 
units of blood.This case highlights one of the several complications of fibroids coexisting with pregnancy 
and its management. 
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Introduction 

Uterine leiomyomas are common tumours seen in 20-50% of womenof reproductive age and can be seen 

in 3-12% of pregnant women.1,2,3Most women with fibroids have uneventful pregnancies, however, uterine 

fibroids have been linked to an increased risk of spontaneous abortion, fetal malpresentation, placenta 

previa, preterm birth, cesarean section, postpartum hemorrhage, retained placenta etc.3,4Retained 

placenta after vaginal delivery is diagnosed when a placenta does not spontaneously deliver within 18–60 

mins.5,6Retainedplacentaisoneofthesevereproblems thataffectreproductionand ischaracterizedby 

awideoccurrence in humans.7Risk factors for retained placenta include prolonged oxytocin use, high 

parity, preterm delivery, history of uterine surgery, and IVF conceptions, history of a prior retained 

placenta, and congenital uterine anomalies.6,8,9The management entails manual removal of the placenta 

with adequate analgesia, as medical intervention alone has not been proven effective. Sometimes, both 

medical and manual removal are not effective in evacuation of the uterus, especially when there is a huge 

cervical or lower uterine segment fibroid nodule obstructing access into the uterine cavity as may have 



 

 

occurred in this patient.For such patients, a hysterotomy for uterine evacuation and concomitant 

myomectomy. may be required.10 

 

Case Report 

The patient was a 36-year-old Gravida3 Para 0+2 at 19 weeks 5 days gestation who presented at the 

gynaecology emergency with a complaint of drainage of liquor of 3 days duration. There was no prior 

history of trauma, associated fever,or urinary tract symptoms. The index pregnancy was booked and an 

early ultrasound revealed coexisting uterine fibroids. She was also a known hypertensive on treatment. 

On examination, she was afebrile, not pale (PCV – 28%) with a blood pressure of 150/90mmHg. 

Abdominal examination revealed a uterus of 27 weeks’ size which was nodular and non-tender. A 

pelvicexam showed an open cervix with bulging membranes. She shortly had a spontaneous expulsion of 

a male abortus weighing 420g. After intramuscular administration of 10iu oxytocin,an attempt was made 

to deliver the placenta via controlled cord traction (CCT) which failed with the cord snapping. Eight 

hundred micrograms of misoprostol were inserted rectally and a manual removal was attempted. 

However, the cervical canal had reduced. Attempt at using long sponge-holding and ovum forceps also 

failed as the uterus was very bulky making it impossible to reach the fundally placed placenta. There was 

no active bleeding par vaginam and she was stable.An Ultrasound Scan had been done, full blood count 

and other routine investigations were within normal values. 

She was counseled, her condition was explained to her and an informed consent was obtained from her 

and her husband.Four units of blood were crossmatched and she was scheduled for elective laparotomy 

the next morning. Laparotomy revealed a bulky uterus about 22 weeks in size, multiple(subserous, 

submucous, and intramural) uterine fibroids were found with the largest measuring approximately 8 by 

10cm (Figures 1 and 5), a fundally placed placenta weighing 0.1kg(Figures 2 and 5) with uterine fibroid 

nodules on both the anterior and posterior body of the uterus below the placenta site.This finding 

corroborates the earlier unsuccessful attempts at manual removal of the placenta through the vagina. She 

had a hysterotomy with removal of the placenta and myomectomy of 31 fibroid nodules (Figure 5). The 

uterus was meticulously closed in layers. The estimated blood loss of 4,500ml and she was transfused 

sixunits of blood intraoperatively and another two in the ward.The abdomen was closed in layers and the 



 

 

recovery was uneventful. She was reviewed after two weeks and she had no fresh complaints. She was 

counseled not to get pregnant for at least 6 months.She started menstruating 2 months after the surgery 

and referred to the contraception unit. 

 

Fig. 1. Showing the uterus (full of fibroid seedlings) as it was exteriorized from the abdomen. 



 

 

 

Fig. 2. Showing the fundal placed placenta with a submucus fibroid after removal of most of the of the 

subserous and intramural fibroids. 

 



 

 

Fig. 3. Showing the base of the placenta after it was removed. 

 



 

 

Fig. 4.  Showing the repaired uterus with a grossly salvaged right uterine tube. 

 



 

 

Fig. 5. Showing multiple uterine fibroid seedlings and the placenta after removal. 

 

Discussion 

Uterine fibroids, or leiomyomata, are the commonest neoplasm of the female genital tract in particular, 

seen in 20-50% of women of reproductive age and 3-12% of pregnant women.1,2,3They occur 

predominantly in the reproductive age group with the peak age of incidence between 20 and 50 years, 

rarely occurring outside this age range.1,4 The patient was 36 years old which was within the age at risk.  

The exact aetiology of uterine fibroid is still unknown but there are well-known associated risk factors. 

They are more common, develop earlier, and seem to grow larger in Negroes than Caucasians1,2. 

Most women with fibroids have uneventful pregnancies; however,they have been linked to an increased 

risk of spontaneous abortion, fetal malpresentation, placenta previa, preterm birth, cesarean section, 

postpartum hemorrhage, retained placenta, etc.3,4 Our patient developed preterm labour and aborted the 

pregnancy which may have been caused by the uterine fibroids.  



 

 

Retained placenta after vagina delivery is diagnosed when a placenta does not spontaneously deliver 

within 18–60 mins.5,6The patient had both uterine fibroids and preterm delivery which increased her risk 

for retained placenta. Uterine fibroids distort the uterine cavity or cause anomalous placental adhesion 

due to inflammatory changes at the area of the fibrous site, and localized retroplacental contractility 

failure.11Preterm birth and Intrauterine Growth Restriction (IUGR) could be closely related to retained 

placenta through an intrauterine inflammation in the placental site.11In this patient, since it was not difficult 

to deliver the placenta during the surgery, the failure to dethatch may be due to localized retroplacental 

contractility failureas a result of the uterine fibroids hindering uterine contraction. Sometimes the placenta 

is incarcerated by uterine fibroids after its detachment, however, in such situations, the placenta is seen 

to be already detached at hysterotomy.12This was not the case in this patient, though incarceration may 

have been a contributing factor. 

The management of retained placenta involves manually removing the placenta with adequate 
analgesia, 

 as medical intervention alone is not effective.Severalstudies focusedinevaluatingdifferent methods for 

 themanagement of retainedplacentaeitherinhumanor animals.13Nitroglycerine (NTG) is sometimes 

 used to relax the uterine muscles to facilitate manual extraction.6,8 Some studies suggest using umbilical 

 vein injections of prostaglandin F2α or dissolved misoprostol. However, umbilical vein injection with 

 oxytocin has been found ineffective in a large Randomized Control Trials(RCT) with 577 women.6 These 

 methods aim to prevent the need for a laparotomy. In the discussed patient’s case, these methods were  

not feasible due to partial cervical closure and snapping of the umbilical cord during CCT. 

If placental removal is refractory or only partially successful (i.e. the placenta or parts of the placenta 

remain in the uterus), or if bleeding persists despite placental delivery, often the next step is surgical 

management with curettage.7,9,11 Where manual removal fails, the possibility of a morbidly adherent 

placenta should be considered and laparotomy performed.  

In the case of our patient, both medical management and manual removal failed requiring a hysterotomy 

with concomitant myomectomy and removal of the placenta. Different forms of management of uterine 

fibroids are now available either singly or in combination, however the main stay of treatment has been 

surgical though other adjuvant therapies may be used to complement it. Treatment must be individualized 



 

 

and tailored to the woman’s individual needs and aspirations.14-16Myomectomy in place of hysterectomy 

was done because she was desirous of future child bearingher future.14,17 Severe haemorrhage and post-

operative adhesions are the main complications of myomectomy especially during pregnancy.18,19To 

prevent severe hemorrhage during surgery, a rubber catheter was used to occlude the uterine arteries, 

and vertical midline anterior incisions were made in less vascular areas. Despite these efforts and the 

quickly closing the cavity, the patient required massive intraoperative transfusion due to significant 

bleeding.The intraoperative challenges were the removal of very many uterine fibroid seedlings of various 

sizes including large ones in a gravid uterus leading to an estimated blood loss of 4,500 ml and 

necessitating the transfusion of a total of eight units of blood.This operation has proven to be live saving 

because there was no way else to have delivered the placenta, and in doing the surgery, the uterine 

fibroids were taken care of, even though under risky circumstances. She did well and was discharged 

seven days later Post-operative adhesions were minimized by gentle tissue handling, use of normal 

saline to achieve flotation and vicryl as suture material were employed to reduce adhesions in our patient. 

Post-operative sepsis was prevented by the use of prophylactic antibiotics. Other methods to prevent 

adhesions however not used in this case include using dextran and hyscon.20,21 

 

Conclusion 

Retained placenta due to uterine fibroid not amenable to manual removal through the vagina is a rare and 

worrisome finding. In such situations, laparotomy with myomectomy and hysteromy for placenta removal 

becomes a viable alternative.This case shows however, the need for adequate planning by the Surgeon 

to be able to handle the possible intraoperative complications. This was done for our patent with 

satisfactory results. 
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