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Clinical Image

A 24‑year‑old unmarried female presented with irregular 
heavy menstrual bleeding for 4 years. She received multiple 
doses of mifepristone tablets for 6  months, followed 
by norethisterone 10  mg thrice a day for 3  months, and 
two doses of injection gonadotropin‑releasing hormone 
agonist  (GnRH agonist; leuprolide 3.75  mg) for the last 
2 months. Despite this, there was no improvement in her 
symptoms. She had a history of multiple blood transfusions. 
On examination, she had mild pallor, and her vitals 
were stable. The uterus was enlarged for ≃ 14 weeks on 
abdominal examination. Ultrasonography was suggestive 
of multiple heteroechoic lesions arising from uterine 
myometrium, the largest of size 3.6 cm × 3.9 cm × 3.2 cm. 
Magnetic resonance imaging of the pelvis [Figure 1] was 
advised for fibroid mapping, suggesting a diffusely enlarged 
uterus with multiple fibroids, ≃ 30 in number, variably 
sized (largest 3.5 cm × 3.5 cm) in body and fundus of the 
uterus, in submucosal and intramural locations.

She was planned for a hysteroscopic myomectomy under 
general anesthesia. Consent was taken for a two‑step 
procedure in view of multiple numbers (≃ 30), size >3 cm of 
largest fibroids, and Grade 2 fibroids. Hysteroscopy revealed 
multiple Grades 1 and 2 submucosal fibroids in anterior, 
posterior, and lateral uterine walls, distorting the endometrial 
cavity  [Figure  2 and Video]. Hysteroscopic myomectomy 
was performed with a standard 10‑mm resectoscope and 
bipolar loop electrocautery. Resection started from the most 
superficial intracavitary layer of the fibroid, with repetitive 
and progressive slicing, up to the myometrium (pinkish layer, 
bleeds easily). Most of the Grade 1 fibroids were removed, 
and a superficial cut was made over Grade 2 fibroids in a time 
span of 60 min. The procedure was stopped in view of multiple 

complexities (multiple uterine fibroids, large size, and Grade 2 
fibroids) and to avoid fluid overload. The patient was reviewed 
after 6 weeks. She still had on‑and‑off episodes of vaginal 
bleeding. Ultrasonography in the outpatient department was 
suggestive of residual uterine fibroids. She was taken for a 
second sitting of hysteroscopic myomectomy under general 
anesthesia. On diagnostic hysteroscopy, multiple Grade  1 
submucosal fibroids were seen, which were removed with the 
same technique described in the first sitting. All submucosal 
uterine fibroids were removed. The patient had an uneventful 
postoperative recovery. She resumed her normal menstrual 
cycles, and her symptoms subsided completely.
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Figure 1: T2 sagittal section image showing diffusely enlarged uterus 
with multiple variably sized uterine fibroids (approximately 30 in number) 
http://www.apagemit.com/page/video/show.aspx?num=333 
&kind=2&page=1

http://www.apagemit.com/page/video/show.aspx?num=333&kind=2&page=1
http://www.apagemit.com/page/video/show.aspx?num=333&kind=2&page=1
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Submucous fibroids are prevalent in 5%–10% of cases 
and are mostly presented with menstrual symptoms.[1] The 
European Society for Gynecological Endoscopy classified 
submucosal fibroids according to the proportion of the 
fibroid protruding into the uterine cavity (Grade 0‑completely 
submucosal, Grade  1‑mostly submucosal with  <50% 
myometrial involvement, and Grade 2‑with >50% myometrial 
involvement).[2]

Hysteroscopic myomectomy is the gold standard 
management for submucosal fibroids. Bipolar resection is 
the most preferred technique.[3,4] Its success depends on the 
number, grade, and size of the fibroids. Multiple submucosal 
fibroids, Grade 2, and larger fibroids (ibroi pose technical 
challenges during surgery.[1,3,5,6] A two‑step procedure is 
more promising in such cases to avoid fluid overload and 
intrauterine adhesions and ensures complete resection of 
fibroids.[1,7,8]

Bettocchi et  al.[8] described a two‑step hysteroscopic 
technique  (n   =   59)  for  symptomatic  submucous 
fibroids >1.5 cm of Grades 1 and 2. The first step consists of 
an incision on the pseudo capsule of the fibroid to facilitate 
protrusion of the myometrial portion of the fibroid into the 
uterine cavity in an outpatient setting. These patients were 
then taken up for resectoscopic surgery with bipolar energy 
after 2 months in an inpatient setting. They found that 93% of 
fibroids were converted to Grade 0 or 1 and removed safely in 
the second sitting. We also followed the same technique and, 
therefore, could completely resect the fibroids in the second 
sitting without any complication. Our case was challenging 
due to the myriad number of fibroids.

Haimovich et  al.[1] documented a two‑step hysteroscopic 
myomec tomy in  an  ou tpa t i en t  s e t t i ng  wi thou t 
anesthesia  (n  =  43). However, the success reported was 
79%, and 20% of cases required a third surgical procedure. 
Fibroids size >3 cm and/or located in the fundus or lateral 
walls were attributed to a higher failure rate than smaller 

fibroids and those located in the anterior/posterior walls. 
Therefore, they recommended this technique in patients with 
submucosal fibroids of <3 cm in diameter and located in the 
anterior and/or posterior walls.

The use of the continuous wave laser in the hysteroscopic 
management of symptomatic submucous fibroids has also 
been described in the literature. However, its role is not well 
defined, and the results were based on a small population 
study.[9]

The patient received GnRH agonists before the procedure, 
which is recommended for preoperative preparation before 
myomectomy to minimize intraoperative blood loss.[10] We 
performed both procedures in an inpatient setting under 
anesthesia as the patient was not sexually exposed and was 
not willing for any vaginal procedure without anesthesia. In 
addition, the myriad number of fibroids with large sizes and 
Grade 2 variety were the compelling reasons for an inpatient 
two‑step procedure. Our case is unique as the patient had 
30 submucosal fibroids, which were successfully removed 
hysteroscopically. To the best of our knowledge, such a high 
number of submucosal fibroids has not yet been reported in 
the literature.
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