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ABSTRACT

Background

The most common female pelvic tumors that originate from the smooth muscle of the myometrium are called leiomyoma.
Although leiomyomas are benign when they are Submucosal, they have the potential to prolapse into the vagina. The
traditional method of treating pedunculated fibroid is vaginal myomectomy, however, it cannot always be carried out
securely. The purpose of this case report is to illustrate the surgical difficulties when dealing with a large prolapsed
pedunculated submucous fibroid. Customized surgical methods allow safe and efficient access to the prolapsed
pedunculated fibroid stalk during hysterectomy.

Case presentation

This case involves a 53-year-old perimenopausal female with abnormal uterine bleeding. She had a large prolapsed
pedunculated submucous fibroid, with anemia and infection. A modified total abdominal hysterectomy was performed,
along with a unilateral sapingo-ophorectomy. The lump was determined by the histopathology report to be a benign
leiomyoma without any indication of malignancy.

Conclusions

Regardless of its benignant nature, a large pedunculated submucous leiomyoma presents surgical difficulties during
abdominal hysterectomy especially when vaginal prolapse is present and vaginal removal cannot be safely and easily
performed. Factors such as parity, fertility desire, hemodynamic stability, prolapsed fibroid size, mobility of fibroid in
the vagina, visibility, and size of the stalk need to be evaluated when deciding on the choice of surgical procedures.

Recommendations

The management of a submucosal fibroid with vaginal prolapse should be evaluated carefully and surgical difficulties
anticipated when a vaginal myomectomy cannot be done. A prolapsed fibroid size greater than 6¢cm with the invisibility
of the fibroid stalk should warrant consideration of customized approaches, however, no single factor can independently
predict the operation of choice and its outcomes.
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Background

Uterine leiomyomas commonly known as fibroids are
benign smooth muscle neoplasms that typically originate
from the myometrium. About 20 to 30% of all women
have one or more leiomyomas present at post-mortem, the
majority of these having been asymptomatic [1, 2].
Submucous leiomyomas account for about 15 to 20
percent and the proportion of these fibroids that prolapse
through the cervix remains unknown. Prolapsed
pedunculated submucous fibroid account for 1.3 percent
to 2.5 percent and these can prolapse through the cervix
into the vagina in varying degrees [3, 4].

Twisting of a submucosal fibroid with a pedicle results in
infarction and on certain occasions, hemorrhagic,
gangrenous, or red degeneration occurs due to inadequate
blood supply [5].

Individuals who have a prolapsed fibroid via the cervix
may exhibit symptoms such as vaginal bleeding, watery
discharge, cramping or pain in the pelvis, and vaginal
pressure. Due to the decreased blood supply from the
pedicle, prolapsed myomas can necrotize and, in the event
of an infection, can result in sepsis [6, 7].

The best treatment for uterine prolapsed pedunculated
leiomyomas is a simple vaginal myomectomy. The risk of
complications during and after a major abdominal surgical
procedure in the face of infection and anemia is eliminated
[8]. Vaginal myomectomy cannot, however, always be
carried out simply and safely. A literature review of case
reports on prolapsed pedunculated submucosal fibroids
indicates that each presents unique surgical difficulties in
management. [9]
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The standard surgical procedure for prolapsed
pedunculated submucous fibroids is vaginal removal.
However, serious stalk hemorrhage, infection, and uterine
inversion brought on by excessive traction are among the
potential side effects of vaginal myomectomy. Therefore,
in certain situations, customized approaches are required.
During a myomectomy or hysterectomy, customized
surgical techniques offer secure and effective access to the
prolapsed pedunculated fibroid stalk. [9]

Case presentation

A 53-year-old African woman presented on the 7th of
December 2023 with a three years history of on and off
vaginal bleeding. Blood was dark red with clots and was
associated with a six-month history of progressive lower
abdominal pain, abdominal distension, and a mass that was
felt inside the vagina one month ago. There was also
painful urination and foul-smelling yellowish vaginal
discharge noted one week ago. She had twelve
spontaneous vaginal deliveries and two spontaneous
miscarriages. She had never undergone cervical cancer
screening and never used any contraceptive methods. She
reported the use of oral hematinics and tranexamic acid to
control bleeding with minimal success, endometrial
sampling was also done in August 2023 and results were
negative for malignancy.

On physical examination at admission, she was febrile
with a temperature of 37.50C, moderate pallor, and
palpable non-tender  firm bilateral inguinal
lymphadenopathy, her blood pressure was 151/80mmHg,
and the abdomen was moderately distended and her uterus
was palpable at the umbilicus. A pelvic exam revealed a
foul-smelling yellowish vaginal discharge and a palpable
firm, smooth, round mass in the vagina.
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Investigations revealed anemia with hemoglobin level-
4.3g/dl, and leukocytosis with white blood cells — 18 x 109
cells, platelet count of 184 x 109 cells. Sonography
findings showed a bulky uterus measuring 17x 10 x13 cm
with a hypoechoic mass noted within the uterine cavity,
endometrium could not be clearly delineated. Endometrial
sampling done in August 2023 showed the proliferation of
endometrial stromal cells with no features of malignancy.
Transvaginal ultrasound and magnetic resonance imaging
could not be done due to the low resource setting.
Examination under anesthesia done on 12th December
revealed a palpable firm, smooth round mass with abroad
pedicle protruding and dilating the cervical canal
extending 10cm impacted into the vaginal canal with a
width of 8cm and a height of 7cm.

A working diagnosis of abnormal uterine bleeding
secondary to a prolapsed uterine fibroid with anemia and
sepsis was made and the Patient was started on antibiotics
for five days, analgesics, blood transfusion, counseled, and
consented to hysterectomy.

Intraoperatively the uterus was grossly enlarged with a left
cystic ovary. A modified Total abdominal hysterectomy
and left sapingo-ophorectomy were done on 14th
December. Opening of the vaginal vault anterolateral and
exploration of the fibroid was done before suture ligation
of the cardinal and uterosacral ligaments. The cervix could
not be freely mobilized. A fibroid was found to originate
from the posterior wall of the fundus with abroad pedicle,
decision was taken to divide the mass into two halves at
the level of the cervix with transabdominal removal of the
vaginal prolapsed fibroid aided by a vaginal push. The rest
of the steps of total abdominal hysterectomy steps were
followed. The post-hysterectomy specimen weighed 550

Figure 1; post-hysterectomy specimen showing the two halves near removed left cystic
ovaries
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Level of transection

Level of the cervix

Figure 4 two lateral views showing the level of transection and the cervix
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Figure 5 cuts the surface of the lower half of the transected fibroid.

The patient’s post-operative recovery was uncomplicated
and she was discharged on post-operative day 8.
Hematinic, antibiotics, analgesics, and blood transfusion
were administered. Continuous bladder drainage was
maintained for 14 days. A follow-up complete blood count
and abdominal ultrasound scan were done. Histological
examination of the hysterectomy specimen confirmed the
diagnosis of leiomyoma with no evidence of malignancy.
Takeaway lessons from this case include the need to
anticipate surgical difficulties when performing a
hysterectomy for a submucosal fibroid when a vaginal
myomectomy cannot be done especially in low-resource
settings.

Discussion

Herein the authors report a case report of abnormal uterine
bleeding due to a large prolapsed pedunculated submucous
fibroid associated with anemia and infection.

Numerous factors determine whether patients with
prolapsed pedunculated submucosal leiomyoma prefer an
abdominal hysterectomy or vaginal myomectomy. An
association exists between the characteristics of the patient
and the surgical management of choice. Vaginal
myomectomy is indicated in smaller leiomyoma diameter
and volume, lower preoperative hematocrit levels, and
younger age and parity, which led to shorter
hospitalization and  postoperative  hospitalization
durations. [10].

Lower parity, the lack of a coexisting leiomyoma, the
lower volume of the presenting leiomyoma as determined
by ultrasound measurement, and severe anemia a sign of
less stable hemodynamics were linked to a preference for
vaginal myomectomy or hysterectomy. But none of these
variables alone can forecast the operation of choice
independently. [10]. An abdominal hysterectomy was
done in this case based on factors that included tumor size
(10 x 8 x 6 cm), Fertility desire, and mobility of the
prolapsed fibroid in the vagina. Also high parity, a large

volume of presenting myoma, infection, and anemia
influenced the transabdominal approach.

Conversion from vaginal myomectomy to abdominal
myomectomy or abdominal hysterectomy has been
reported in the literature and the complications of the
procedure are rare [11]. There was no such conversion due
to the large volume of the fibroid which reduced its
mobility and necessitated examination under anesthesia to
evaluate the prolapsed fibroid.

Vaginal myomectomy is often performed when a small
(<4 cm) prolapsed fibroid is detected. Patient
characteristics such as prolapse size larger than 4 cm,
>2cm pedicle stalk diameter, the pedicle cannot be
visualized or palpated or prolapsed cervical fibroid require
management in an operating theater rather than office
settings [11]. In this case, the prolapsed fibroid was 10cm
with a broad-based stalk (>2cm), pedicle was not
visualized making the feasibility of vaginal removal
difficult.

The benefits of a hysterectomy include the complete
eradication of symptoms and the absence of recurrence
risk. Following a hysterectomy, there are also notable and
long-lasting improvements in symptoms, psychological
function, and quality of life. [12]. Procedure selection is
influenced by the woman's age, fertility desire, any
accompanying illnesses, and anemia. Younger age, higher
income, higher education, and infertility have all reduced
the desire for hysterectomy. [13].

The potential risk of recurrence or the development of new
leiomyomas has been the drawback of myomectomy.
After a myomectomy, the likelihood of a subsequent
procedure varies from 11% to 26%. (14, 15). Moreover,
the necessity for a hysterectomy is increased by
concomitant menstrual problems, uterovaginal prolapse,
and a history of previous myomectomy. (16-18).
Hysterectomy was preferred in this case as the patient
desired symptom relief rather than fertility desire.
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The most likely side effects of the removal of a prolapsed
pedunculated leiomyoma vaginally are infection, severe
pedicle bleeding, and uterine inversion from excess
traction. [19]. for other purposes, hysterectomy is
associated with a similar but somewhat higher
postoperative morbidity. As anticipated, hospital stays
following vaginal myomectomy are shorter than those
following abdominal surgery. [20, 21]. No postoperative
complications were noted in this case.

Conclusions

Regardless of its benignant nature, a large pedunculated
submucous leiomyoma may present surgical ambiguities
during a hysterectomy when vaginal prolapse and
impaction co-exist. Factors such as parity, fertility desire,
hemodynamic stability, fibroid size, mobility of fibroid in
the vagina, visibility, and size of the stalk need to be
evaluated when deciding on the choice of surgical
procedures when the standard vaginal myomectomy can’t
be safely and easily done.

Recommendations

The management of a submucosal fibroid with vaginal
prolapse should be evaluated carefully and surgical
difficulties anticipated when a standard myomectomy
cannot be done. A prolapsed fibroid size greater than 6¢cm
with the invisibility of the fibroid stalk should warrant
consideration of customized approaches, however, no
single factor can independently predict the operation of
choice and its outcomes.
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