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Commentary

Myomectomy During Pregnancy and Delivery: Is it Safe?

Traditionally, obstetricians and gynaecologists had
avoided performing myomectomy either during
pregnancy or at caesarean section because of the fear
that bleeding may be intractable as a result of the
increased vascularity of the pregnant uterus. Yet, uterine
leiomyomata, or fibroids as they are more commonly
called, are the commonest tumours of the female pelvis,
primarily affecting women in the age range at which

they are likely to be pregnant. For obstetricians '

practicing in Africa, the chances of coming across a
pregnant woman who has fibroids is much higher than it
is in other parts of the world because uterine
leiomyomata are 3 9 times more prevalent in Negroid
women than in Caucasians'. Fibroids are associated
with about 2% of all pregnancies, and up to 10% of
affected women can be expected to develop
complications, oftentimes resulting in caesarean
delivery’. Such pregnancies are also more likely to be
associated with adverse outcomes such as miscarriage,
placental abruption and fetal growth retardation’.

Leiomyomata undergo changes during pregnancy.
Though they may be asymptomatic, they often enlarge,
and tend to soften and flatten out, thereby becoming
indistinct. Red degeneration (venous thrombosis and
interstitial haemorrhage), a consequence of the
differences in response to the hormonal changes of
pregnancy by leiomyomata and the surrounding
myometrium, gives rise to pain and constitutional
symptoms that usually respond to conservative
treatment. However, the abdominal pain may be so
severe that emergency laparotomy is undertaken before
the diagnosis is made. Severe abdominal pain may be
due to torsion of a pedunculated fibroid with infarction,
also necessitating a laparotomy. Fibroids located in the
uterine lower segment may obstruct vaginal delivery
and therefore require operative delivery’. Since the
tumours are so common in childbearing women, it is to
be expected that many obstetricians will have to
confront the dilemma of how best to deal with fibroids
on a gravid uterus at laparotomy or fibroids visible on
the uterus after a baby is extracted at caesarean section.

In times past, it was the standard practice of
obstetricians to leave such fibroids well alone, a policy
that is understandable bearing the mind the risk of
uncontrollable haemorrhage and an increased
likelihood of sepsis if the woman had been in labour or
membranes had ruptured before caesarean section was
done. However, within the last two decades, there have
been several reports, from diverse settings,

. .6.7.8,
documenting the safety of cacsarean myomectomy **"*

%112 gome have also documented experiences with
myomectomy performed for the management of
complications during pregnancy™ “ “. Most of the
available reports focus on caesarean myomectomy” """,
The publications were mainly case reports and
descriptive studies but Sapmaz et al reported a
randomized prospective comparison of two methods of
maintaining haemostasis during caesarean
myomectomy in 52 patients”. Two more cases of
myomectomy during pregnancy and at caesarean
delivery are reported in this issue of the journal *. In
view of the foregoing, the time may now have come
when a revision in attitudes toward surgical mangement
of fibroids during pregnancy and at caesarean section is
required. :

Indications and Operative Technique

Myomectomy is generally contraindicated in pregnancy
unless there are serious complications necessitating its
use. Emergency myomectomy during pregnancy has
been reported in the management of intractable pain, for
fetal postural deformity and oligohydramnios, in the
presence of other life threatening complications and to
exclude malignancy ' '**"*® In the case reported by
Nwagha ef al ”, the fibroid (a pedunculated one) had
undergone necrobiosis and rupture, creating an acute
abdominal emergency. Spontaneous abortion has been
reported as a complication of the procedure”. Placental
trauma and haemodynamic alterations arising from
myomectomy during pregnancy, especially in the first
trimester, are potential causes of fetal malformations™.
All of these authors however argue that, with careful
patient selection, myomectomy during pregnancy is
safe. Some even suggest that elective myomectomy be
done during pregnancy as it may confer protection
against spontaneous abortion and post-caesarean
hysterectomy®.

Until recently, caesarean myomectomy usually
appeared in the literature as case reports of inevitable
procedures. These reports had documented the safety of

the operation®™ * *. Other reports have however

appeared in the past few years documenting experience
with caesarean myomectomy in larger numbers of
patients and attesting to its safety *
Myomectomy at caesarean section is beneficial for a
number of reasons. It obviates the need for a repeat
laparotomy and reduces the complications associated
with fibroids in subsequent pregnancies”. When located
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in the lower uterine segment, lower segment caesarean
section with myomectomy allows for vaginal delivery
in subsequent pregnancies”. It is also a cost effective
intervention particularly in resource-constrained
settings.

The hyperactive immunology within the pregnant
uterus may enhance healing following caesarean
myomectomy. Myomectomy scars reviewed during
subsequent caesarean sections’ and also followed up
with serial scans during later pregnancies™ showed
better properties compared with scars of myomectomy
performed outside pregnancy. This may promote
optimal functional recovery and confer a favourable
outcome in subsequent pregnancies.

Despite these suggested benefits, however, the
contentious issue regarding caesarean myomectomy
remains the haemorrhage that could accompany the
procedure. The operation has been reported to be
associated with a 10% increase in blood loss". This
increased risk of haemorrhage may be in association
with placenta praevia and abruption. Higher blood loss
associated with the procedure was also reported by
earlier workers’. Sapmaz et al also showed significant
positive correlation between the duration of the
procedure and blood loss and the number of enucleated
myomas during myomectomy'". However, other
investigators conclude that blood loss during caesarean
section compared with caesarean myomectomy are not
significantly different and therefore recommend that it
is a safe procedure” ' '**. A retrospective case control
analysis of 40 patients who had caesarean myomectomy
compared with 40 patients who also had myomas, but
had caesarean section alone showed no significant
difference in the frequency of blood transfusion'. All
authors admitted caesarean myomectomy is a
technically challenging operation; hence the constant
refrain that it should only be undertaken by experienced
obstetricians.

The application of a tourniquet applied round the base of
the broad ligament to compress both uterine arteries and
vessels in the infundibulo-pelvic ligament has been
described as a way of reducing blood loss during
caesarean myomectomy ** . The use of tourniquet may
however be difficult and potentially traumatic in these
patients because of the large size of the uterus. Other
authors prefer high dose oxytocin which has been
reported to be effective in some series”**. The oxytocin
infusion is maintained for several hours post-surgery.
Intramyometrial vasopressin may potentiate the effect
of oxytocin **. However, Brown ef al caution on the risk
of its inadvertent intravascular injection and the
associated complications’.

Sapmaz ef al compared bilateral ascending artery
ligation with tourniquet use in a prospective
randomized study of 52 patients™. The total intra-
operative blood loss and total operation duration were
similar in the two groups. However, one patient in the
tourniquet group required repeat laparotomy and
bilateral internal iliac artery ligation for post-operative
haemorrhage. They conclude that tourniquet may not
provide continuing haemostasis post-operation.
However, it is important to bear it in mind that bilateral
uterine artery ligation may have implications for future
fertility.

Contraindications to caesarean myomectomy may
include the presence of pelvic adhesions, multiple
fibroid nodules that may require more than one incision
and patients in whom the haemodynamic status is
already tenuous or unstable.

Morbidity and Recurrence of Myomas

Caesarean myomectomy has not been found to be
associated with increased morbidity. Investigators
report lack of differences in post-operative
haemoglobin concentration, febrile morbidity or post-
operative hospital stay between patients having
caesarean myomectomy and those having caesarean
section ™ *. There was no documentation of the need
for hysterectomy or fatality.

Changes during pregnancy may mask the presence of
some fibroid nodules at surgery. Ande et al reported a
case of recurrent fibroids following caesarean
myomectomy that was safely removed at repeat
caesarean myomectomy'’. These authors contend that
recurrent fibroids may occur more frequently after
caesarean myomectomy compared with routine
myomectomy as a consequence of pregnancy changes
making the fibroids less visible.

Should Caesarean Myomectomy Become a Routine
Operation?

The level of evidence currently available on this option
of care is in the form of case reports, retrospective case
control studies and limited prospective randomized
studies. A search of MEDLINE, PubMed and the
Cochrane Library using the MeSH terms myomectomy,
pregnancy, caesarean section, myoma and fibroids as
well as the references of identified articles did not yield
randomized controlled trials or systematic reviews of
trials on this subject. The total number of subjects
remains well below 500 women.
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The evidence base is thus not sufficiently strong at this
point to recommend routine caesarean myomectomy in
clinical practice. No rigorous study has evaluated this
form of care to influence policy. Policy may remain
guided by the assumption that clinicians tend not to
report negative events; only successes get publicized.
The observation that tourniquet application may not
provide continuing haemostasis post-operation is an
indication that the operative technique requires further
investigation. Therefore well-designed randomized
controlled trials and synthesis of the findings are
urgently needed to guide policy. Such trials are best
conducted through collaboration among institutions in
developing countries.

Conclusion

Pending the availability of reliable evidence, what is
currently known suggests that myomectomy can be
performed safely during pregnancy and at caesarean
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delivery, especially where the fibroids are causing
complications or preventing access to the site of the
uterine incision at caesarean section. Despite the
potential benefits inherent in caesarean myomectomy
however, caution against its routine use should be
exercised until sufficient and convincing evidence is
available. This is especially so in the developing
country setting where emergency response remains
inadequate.
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