
A DIFFERENT APPROACH TO TERMINATION OF 
PREGNANCY & MANAGEMENT OF RETAINED 
PRODUCTS OF CONCEPTION IN A WOMAN WITH A 
MASSIVE MULTI-FIRBOID UTERUS & DISTORTED 
ENDOMETRIAL CAVITY 
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Management of miscarriage or 
termination of pregnancy in a woman 
with a massive multi-fibroid uterus and 
distorted endometrial cavity can be 
challenging and requires careful planning 
and a multidisciplinary approach.
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Our case demonstrates an uncommon 
concurrent approach to a termination of 
pregnancy and management of retained 
products of conception in a woman with a 
large multi-fibroid uterus.

We report a case of 40-year-old woman with 
an unplanned 12-week pregnancy with a 
rapidly enlarging fibroid from 6cm to a 24cm 
in size.  After detailed counseling, the 
woman elected to have a medical 
termination of pregnancy.  The fetus was 
delivered but she had a retained placenta 
despite repeated doses of misoprostol. She 
subsequently developed sepsis and became 
haemodynamically unstable. The decision 
was made to proceed with surgical 
intervention. 

Our patient is a successful case of 
concurrent laparotomy myomectomy and 
suction evacuation of retained products in 
whom uterine aspiration is not possible.  
Detailed planning and pre-operative 
counseling are required. Care should be 
taken to minimise blood loss 
intraoperatively given the risk of bleeding.

Multidisciplinary planning involving the 
gynaecology oncology and anaesthetic 
team was conducted. Given the grossly 
distorted fibroid uterus, a routine suction 
evacuation could not be performed. The 
decision was made to perform a midline 
laparotomy and abdominal myomectomy 
with temporary clamping of the common 
iliac arteries to minimise blood loss.  Care 
was taken not to breach the uterine cavity. 
She proceeded to have a transcervical 
suction evacuation of retained products 
under intra-abdominal guidance.  She had 
a total blood loss of 2.2L and required 2 
units of blood and an iron infusion 
postoperatively.
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