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ABSTRACT

Background: Myomectomy is the surgical treatment of choice for uterine fibroids
especially in women desirous of conception. There are controversies regarding fertility
outcome following open abdominal myomectomy.

Objective: To assess fertility outcome after open abdominal myomectomy in women
with previous infertility.

Design: A retrospective study.

Setting: University of Port Harcourt Teaching Hospital (UPTH), Port Harcourt, Nigeria.
Subjects: Women who wished to conceive after open abdominal myomectomy and
had only subserous and/or intramural fibroids at surgery.

Results: Overthefive-yearperiod underreview, there were 301 abdominal myomectomies
performed. One hundred and twenty case notes were retrieved giving a retrieval rate
of 39.9%. Of these, 50 met the inclusion criteria. The mean age was 33.3 + 3.2 years
(range 27- 42 years). Pregnancy and miscarriage rates were 88% and 9.1% respectively.
Live birth rate was 84.1%. Most (95.5%) of the patients conceived spontaneously after
the procedure. Caesarean section was the common (84%) mode of delivery.
Conclusion: Fertility and live birth rates improved after open abdominal myomectomy.

INTRODUCTION

Uterine fibroids are common benign tumours
prevalentin30-50% of women in the reproductive age
with increased frequency with age, and occurring in
up to 77% of women approaching the age of 50 years
(1,2). They tend to shrink after the menopause due to
lower hormonal activity supporting the role of ovarian
steroids in its aetiology. They are three to nine times
more common in blacks than Caucasians and this
is thought to be due to a genetic predisposition (3).

There are controversies about the relationship
between fibroids and infertility, with several
studies supporting the fact that uterine fibroids are
responsible for infertility in some cases as evidenced
by unexplained infertility prior to surgical removal
of fibroids and rapid return of fertility afterwards
(4,5). Submucosal fibroids that distort uterine cavity
may cause sub acute endometritis and mechanical
compression resulting in interference with normal
implantation or sperm transportation with increased
risk of miscarriage (6). Intra mural or subserous

fibroids on the other hand are the more controversial
ones with regard to their effect on reproductive
outcome (7). If indeed these contribute to infertility,
then their removal where there areno otherassociated
factors should improve fertility outcome.

Currently, myomectomy is recommended for
women with unexplained infertility and recurrent
miscarriages. It is the surgical treatment of choice
for uterine fibroids especially in young women
who desire fertility preservation and its use has
increased remarkably in the past two decades (8). In
our environment where a high premium is placed
on childbearing, women will go to any length to
preserve their fertility especially as advances in
assisted conception offer prospects of pregnancy
even at an advanced age (9). Thus these women
prefer myomectomy to hysterectomy, which is the
definitive treatment for uterine fibroids. More so,
major complications occur with hysterectomy and
data from alarge UK audit (the VALUE audit) suggest
that complications are all increased in the presence
of uterine fibroids (10).
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Whilst some retrospective studies suggest a
fertility benefit for the surgical removal of fibroids
(11), definitive evidence from prospective randomised
studies that myomectomy improves fertility is
still lacking. Myomectomy has associated risks of
haemorrhage, post-operative adnexal adhesions
causing tubal occlusion and iatrogenic infertility.
The risk of uterine rupture in labour in women with
previous myomectomy has also been reported (12 -
14). Our aim here was therefore to provide additional
information on fertility outcome in women after
myomectomy by analysis of the data from our unit.

MATERIALS AND METHODS

This was a retrospective study of cases of abdominal
myomectomy performed on women with infertility
at the University of Port Harcourt Teaching Hospital
(UPTH), Port Harcourt, Nigeria over a five-year
period (January 2008 to December 2012). The
myomectomy was carried out through a midline or
transverse suprapubic skin incision under spinal or
combined spinal and epidural (CSE) anaesthesia.
Ethical approval was obtained from the ethical
review committee of the University of Port Harcourt
Teaching Hospital.

The variables to be analysed were retrieved from
theatre records and hospital case notes over the five-
year period. These variablesincluded age, parity, size
of the pelvic mass, location and number of fibroids,
coexisting adenomyosis, indications for surgery,
fertility outcome after myomectomy and mode of
delivery. Only women who wished to conceive after
the procedure and had subserous and / or intra mural
fibroids at surgery were included in the study. Those
with tubal, ovulatory and male factor infertility were
excluded. The period of follow up for the purpose of
this study was 12 months.The women were advised
to report to the unit as soon as pregnancy occurred.

The results are presented as mean and standard
deviation (where the data were normally distributed
or median and range), percentages, rates and

proportions. Data analysis were done using Epi Info
Ver. 6.04d.

RESULTS

Over the five-year period, there were 301 abdominal
myomectomies performed. One hundred and twenty
case notes were retrieved giving a retrieval rate of
39.9%. Of the 120, 50 met the inclusion criteria. The
mean age was 33.3 + 3.2 years (range 27-42 years).
Most of the women (82% ) were nulliparous. The mean
interval between myomectomy and pregnancy was
23.9+17.5months. The uterus was equal to or greater
in size than that of a 14 week pregnancy in 30 (60%)
women and most of the fibroids were intramural in
location (64%). In 30 (60%) women, multiple uterine
fibroids equal to or greater than four were removed
and the maximum number removed from a single
patient was 39. In 17 (34%) women the endometrial
cavity was breached while in 3 (6%), it was not. In
twenty two (44%)women, a co incidental finding of
adenomyosis was noted while in 28 (56%), it was not
stated (Table 1).

Aftermyomectomy, there were 44 pregnancies of
which 37 resulted inlive births with four miscarriages,
one Fresh stillbirth (FSB) and one intrauterine foetal
death (IUFD). The conception and miscarriage rates
were 88% and 9.1% respectively (Table 2).The live
birth rate was 84.1% after myomectomy (Table2). Two
(4.5%) of them had assisted conception in the form of
in-vitro fertilisation, the rest conceived spontaneously.
Caesarean section was themode of delivery in42 (84%)
cases (Figure I). In one patient, there was Caesarean
myomectomy because of recurrence.

There were no recorded cases of preterm
labour, ectopic pregnancy, antepartum haemorrhage,
postpartum haemorrhage or retained placenta. One
patienthad aruptured uterus. She had been scheduled
for an elective repeat Caesarean Section at 38 weeks
but wentinto spontaneouslabour and presented after
seven hours to the hospital with a ruptured uterus
and a dead foetus.
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Table 1
Characteristic of 50 women who underwent myomectomy and wished to conceive

Characteristic n=50 Percentage (%)
Age
25-39 6 12
30-34 27 54
35 and above 17 34
Parity
0 41 82.0
1 4 8.0
2 5 10.0
Location of fibroids
Intramural 32 64.0
Subserous 18 36.0
Number fibroids
1 9 18.0
2 3 6.0
3 2 4.0
>4 30 60.0
Unspecified 6 12.0
Size of uterus
<14 weeks 20 40.0
>14 weeks 30 60.0
Opening of endometrial cavity
Yes 17 34.0
No 3 6.0
No data 30 60.0
Co-existing Adenomyosis
Present 22 44.0
Absent 0 0.0
No data 28 56.0
Table 2

Reproductive performance after abdominal myomectomy

After myomectomy n(%)

Total number of pregnancy 44
Live births 37 (84.09)
Miscarriage 4 (9.09
FSB 1 (2.27)
IUFD 1 (2.27)
Ruptured uterus 1 (2.27)

IUFD - Intrauterine fetal death: FSB — Fresh stillbirth:
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Figure 1
Mode of delivery amongst patients pregnant after abdominal myomectomy

[l Vaginal
[]C/s

DISCUSSION

Women with uterine fibroids desirous of getting
pregnant pose a conundrum to gynaecologists as
to the best treatment option to offer them especially
where other factors that may cause infertility have
been excluded. Medical treatment is conservative
whilstthe definitive surgical treatment—hysterectomy
will put an end to their reproductive career.

The mean age of the patients studied was 33.3
+ 3.2 years. This represents the reproductive age
group when uterine fibroids are most prevalent (1).
Studies have shown that age has a significant impact
on post myomectomy pregnancy rates with a lower
spontaneous conception rate in women over the age
of 35 years (15,16).

Most 95.5% of the women studied here were
less than 35 years and conceived spontaneously as
against 4.5% that had assisted conception.

Most of the patients (88%) were able to achieve
conception hence myomectomy appears to be
beneficial to women desirous of pregnancy who have
uterine fibroids. The miscarriagerate of 9.1% and the
live birth rate of 84.1% suggest a beneficial effect of
myomectomy on fertility outcome. This result is in
keeping with rates of 49% to 75% post-operative
pregnancy rate reported from other studies if fibroids
were the sole factor of infertility (1,5,7,15,17,18). Our
pregnancy rate following myomectomy of 88% is
higher than that of others (7,15, 17). This could be
due to the fact that our women although followed
up for 12 months were advised to come back when
they got pregnant.

Our mean interval between myomectomy and
pregnancy was 23.9+17.5 months (range 6 months—4
years). Available evidence shows that most women
who conceive are able to do so within the first
year, with pregnancy rates dropping significantly
afterwards. These post-operative pregnancy rates
vary between 9% and 76% depending on the type
of fibroid (19).

Uterine fibroids are known to be associated with
complications in the second and third trimesters of
pregnancy including abdominal pain due to red
degeneration, premature labour, preterm rupture of
membranes, placental abruption, outlet obstruction,
post-partum haemorrhage, retained placenta and
puerperal sepsis (20, 21). In the patients studied,
there were few obstetric complications. One elderly
nullipara had severe pre-eclampsia, which resulted
in intra-uterine fetal death. This is in keeping with
other studies (7,15). Ramavath et al however noted
a higher risk of pre-eclampsia, gestational diabetes
mellitus, preterm labour and neonatal intensive care
unit (NICU) admission amongst the women they
studied although the study was in women greater
than 35 years (22).

A major concern in pregnancies following previous
myomectomy is that of uterine rupture. It can occur
following myomectomy regardless of whether it
is laparoscopic, hysteroscopic or by laparotomy
(13,14,22). Indeed, one (2.27%) patient had uterine
rupture that resulted in delivery of a fresh stillborn.
The fear of this risk leads to a high rate of Caesarean
Section among these patients. Our study had a high
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Caesarean Section rate (84%). Other studies also had
similar higher Caesarean Section rates (7,15, 23).

This was a retrospective study with its
shortcomings. For instance, both consultant
gynaecologists and trainees carried out the
surgeries in the department as such there was no
standardisation. The case note retrieval was poor
including documentation. There is therefore a need
for prospective randomised control trials to evaluate
the true fertility outcome following open abdominal
myomectomy.

In conclusion this retrospective study shows that
pregnancy and live birth rates are high while
miscarriage rates are low after open abdominal
myomectomy in patients with previous infertility.
Women with uterine fibroids associated with
unexplained infertility should be encouraged tohave
open abdominal myomectomy where other surgical
options are unavailable due to its beneficial effects on
fertility outcome. Clinicians may find thisinformation
useful in the management of such patients.
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