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Myomas are the most common benign tumor of the genital organs 
of women of childbearing age. In some women, fibroids are present 
for years without any symptoms and are discovered accidentally 
during a gynecological examination, while in others, myomas cause 
significant morbidity and can cause the need for multiple surgical 
procedures [1]. Moreover, compared to the past, the trend of delayed 
childbearing and the advances of modern techniques of assisted 
reproduction lead to a steady increase of pregnants with fibroids. In 
fact, the estimated incidence of myomas in pregnancy is 2–4% [2]. 
In fact, a high percentage of cesarean sections (CSs) in women with 
fibroids were noticed during the first half of the twentieth century and 
later studies confirmed this [3]. In the early 20th century, maternal 
mortality with CS was as high as 2%. Victor Bonney (1872–1953), a 
fellow of the Royal College of Obstetricians and Gynaecologists, was 
brave to attempt a caesarean myomectomy (CM) at that time. Bonney 
performed a CS and removed six fibroids in a 30-year-old nulliparous 
woman with “fibroids of the uterus, complicated by pregnancy”. He 
also advocated trial of vaginal birth in these cases, referring to a 
mother who “safely passed through three subsequent pregnancies” 
with a uterine scar. Bonney warned of the risk of scar rupture, drawing 
attention to “faulty suturing or weak union on account of sepsis”. 
Proud of his achievement, he subsequently presented the CM case at 
the Royal Society of Medicine [4]. Sill the new century, operations on 
the uterus during the CS, except for excision of pedunculated myomas, 
ware always traditionally discouraged. While the contraindication for 
uterine surgery stems mainly from the fear of causing uncontrolled 
and perfuse bleeding, that may lead to a severe anemia, puerperal 
infection and to an unwanted hysterectomy. Uterine fibroids have 
been associated with a 10%–40% obstetric complication rate and 
adverse obstetric outcomes and, for many years, myomectomy during 
CS was considered an intervention with high risk of intraoperative 
and postoperative complications, until hysterectomy [5]. The problem 
of myomas in pregnancy is rather common and, unfortunately, 
clinicians have to compare against it; for example, a myoma located 
in the LUS can cause dystocia or present as a tumor previa, resulting 
in CS. In such cases, and in order to deliver the baby, the obstetrician 
is faced with the emergency decision of making the incision through 
or near the myoma, removing it, or choosing the classical incision 
to deliver the baby while avoiding cutting through or near the 
myoma. Moreover, pregnancy induces profound anatomical and 
physiological changes, with uterine artery diameter doubles and 
a progressive increase in the uteroplacental blood flow [6]. For the 
excessive increase uterine blood, performing a CM has consistently 
been condemned and discouraged as a risky procedure. In cases of 
a pedunculated subserous fibroid attached to the uterus with a small 
pedicle, suturing and excision of the pedicle is easy. However, resection 
of intramural myoma during CS is inadvisable and contraindicated by 
most of the leading textbooks of obstetrics [7,8], primarily because 
it may stimulate perfuse uncontrolled bleeding that could lead to 
hysterectomy. Furthermore, myomas will often undergo remarkable 
involution after delivery and may even become pedunculated, thus 
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making easier and safer a CM, as a postpartum intervention than at 
the time of CS [7,8]. Furthermore, because of bizarre nuclear changes 
myomas resected during pregnancy were often confused with 
sarcoma, thus leading to unnecessary anxiety and fear [9].

In the medical literature revision, however, there are several 
preliminary data and lately larger studies indicating that performing 
a CM or even during pregnancy is probably a safer procedure than 
previously believed. In fact, recent medical literature, however, 
indicates that these procedures are probably feasible and reliable 
if correctly performed, as reported by Incebiyik et al. [10]. In their 
study, the smallest leiomyoma was 5cm, while the largest was 22cm 
including the patient with 3.300cm3 fibroid nodule, none of their 
cases was complicated during uterine repair, only two patients 
needed blood transfusion after CM. Authors emphasized the fact that 
a CM performed by an experienced obstetrician is a safe procedure 
in selected patients. The advantages of CM included the uterine 
growth more rapidly than fibroids during pregnancy, and for this 
reason, uterine incision during pregnancy is almost always smaller 
than in the non-pregnant uterus. Moreover, the pregnant uterus is 
more elastic and less fragile, making suture placement easier. In my 
experience, CM can be feasibly and safely performed by intracapsular 
method [5], and it did not show difference between intracapsular 
CM group and control group, in term of pre and post-operative 
hemoglobin values, mean change in hemoglobin values, incidence 
of intraoperative hemorrhage, frequency of blood transfusion and of 
post-operative fever. The only two parameters that affect negatively 
the group submitted to intracapsular CM are: the duration of 
operation and the length of hospital stay. Since obstetricians often 
confronted with fibroids while performing CS and face the dilemma 
of how they should be managed, considering the cost-benefit of my 
study, I can affirm that intracapsular CM [5] can be performed with 
some confidence, without affecting adversely the postoperative course
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and clinical outcomes. Obviously, meticulous attention to gentle 
hemostasis, sharp pseudocapsule dissection, adequate approximation 
of the myometrium edges and all dead spaces to prevent hematoma 
formation, can further increase the safety of such procedure, without 
significant complications. Today caesareans are safe, even available 
on demand. Myomectomy at caesareans is a debated topic, and 
frequently CM is only carried out by senior surgeons. In light of the 
data described above [5,10] and by Adesiyun et al. [11] and Song et al 
[12], CM is not associated with increased morbidity, synthesizing two 
operations in one. Moreover, CM avoids the risks of re-laparotomy 
and further anesthesia, reducing costs of re-hospitalizations, costs 
of re-operations and indirect costs of absence from work [5,10-12]. 
Nevertheless, all authors [5,10-12] agree on the need to continue 
clinical experience by increasing the number of patients to submit to 
CM and verifying the ability to run the intracapsular CM in a variety 
of clinical conditions.
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