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ABSTRACT

BACKGROUND: Uterine fibroid is the commonest
female genital tumour occurring within the reproductive
age group, and abdominal myomectomy is the most
offered surgical treatment in our environment. There is
need to audit this practice in our centre so as to observe
the practice pattern and outcome of myomectomies in
Enugu, Nigeria.

OBJECTIVE: To audit myomectomies, the practice
pattern and outcome at the University of Nigeria
Teaching Hospital Enugu-Nigeria.

METHODS: A 5-year retrospective study of
myomectomies performed in UNTH Enugu between
January 1,2004 and December 31, 2008. Data relating to
socio-demographic characteristics, indication for
surgery, intraoperative haemostatic measures, estimated
blood loss, use of drain, duration of hospital stay and
complications were abstracted and analyzed.

RESULT: A total of 122 abdominal myomectomies
were performed and 70.5% of the patients were aged 30
39 years and 80% were nullipara. Lower abdominal
swelling and discomfort were the commonest
presentation and indication for the surgery. Tourniquet
was used for haemostasis in 57.4% while postoperative
drain was inserted in 52.6%. 24.6% received blood
transfusion and the average duration of hospital stay was
8.6days. Complications were mild, with pyrexia as the
commonest complication (28.7%). There was no
mortality.

CONCLUSION: Though myomectomy is safe and
tolerated in our centre, a consensus practice pattern
through a prospective study is required to further
improve outcome.

KEYWORDS: Trend, uterine fibroids, myomectomy,
Enugu Nigeria.

INTRODUCTION

Uterine leiomyomas commonly called fibroids are
benign tumours of uterine myometrium, and are the
commonest female genital tumour'. They are composed

of muscles with variable amount of connective tissues
arranged in whorl-like pattern and are covered by
pseudo-capsules, which are fibroid compressed
myometrial fibres.

Aetiology is unknown’ but their growth and enlargement
have been linked to oestrogen and progesterone
stimulation, hence their preponderance in the
reproductive age group’. They are present in up to 20-
30% of women above the age of 30 years and are found 3
to 9 times more frequently in blacks than in Caucasians’.
Fibroids constitute about 53.4% of all gynaecological
tumours seen at UNTH, Enugu’.

Majority of fibroids are asymptomatic and may not
require immediate treatment. When symptomatic, they
usually present with abnormal uterine bleeding,
abdominal mass, abdominal discomfort or pain, pressure
symptoms and infertility, and as such would require
treatment. This treatment involves expectant, medical or
surgical management. Newly introduced modes of
treatment include uterine artery embolization, and most
recently, high intensity focused ultrasound treatment’.

Surgical management either by myomectomy or
hysterectomy still remains the major form of treatment
for fibroids in current gynaecological practice despite
the advent of medical treatment and minimal access
surgical techniques . In our environment where uterine
retention is highly desired due to cultural and
superstitious beliefs, traditional abdominal
myomectomy is the main stay of fibroid treatment™’.
Earlier study in our center indicated that abdominal
myomectomy constitutes 60% of surgical treatment for
uterine fibroids’. Despite the high rate of myomectomy
in our centre, there is still controversy among the
consultants on some techniques such as the use of
tourniquet for haemostasis and the use of postoperative
drains after myomectomy. The technique of accessing
pedunculated sub-mucous or posterior wall myomas has
also generated controversies™’.

This study therefore is a description of the current
pattern of practice and outcome of myomectomy in our
centre. It is hoped that the study will generate local data
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that will assist in a feature prospective study in order to
improve outcome of myomectomy.

MATERIALS AND METHOD: A 5-year
retrospective study of myomectomies in the UNTH
Enugu Nigeria between January 1%, 2004 and
December 317, 2008 was performed. In-patients
records of patients with primary diagnosis of
symptomatic fibroid were looked at. The case records
of those who had abdominal myomectomy were
retrieved and analyzed in detail. Data abstracted from
the case notes included socio-demographic
characteristics, indication for surgery, pre and post
operative packed cell volume, estimated intra-
operative blood loss, use of tourniquet and post
operative drain, duration of hospital stay and
complications. The surgeons are the consultants and
the residents. The prerequisite surgical skills are
possessed by the consultants and the senior residents.
The findings were analyzed and data presented by
frequency tables by simple percentages.

RESULTS:

During the five-year period, there were 2346
gynaecological admissions, out of which 165(7.0%)
cases were admitted for symptomatic fibroids.

Of these 165 cases of symptomatic fibroids, 122
(74%) had abdominal myomectomy. There were
40(24.2%) cases of abdominal hysterectomy and
3(1.8%) cases of polypectomy.

The age and parity distribution is shown in table 1.
70.5% of the patients were aged 30 39years. The age
range was 23 4lyears. 80% of the patients were para

Table 1: Age and parity Distribution

0.

In table 2, the patient population cuts across all social
classes and main occupation was trading which was the
commonest 39 (32.0%). The pattern of presentation
represented in table 3 indicates that lower abdominal
swelling and discomfort were the commonest presenting
symptoms (45%). The uterine sizes of the patients ranged
from 10 to 28 weeks.

Pre-operative hysterosalpingogram was done in 39
patients (31.6%). Of the 15 patients that presented with
infertility, only 4 (28.6%) had hysterosalpingogram. None
of the patients had a cervical smear prior to surgery and in 8
(6.5%) cases, no histology was documented to establish
the diagnosis.

The pre-operative packed cell volume ranged from 24% to
39%. The postoperative packed cell volume ranged from
20% to 38%. Post operative packed cell volume was not
documented in 20(16.4%) patients.

Distribution of the use of tourniquet is shown in table 4.
Tourniquet was used intraoperatively for haemostasis in
70 (57.4%) patients with average blood loss of 400mls.
The 52 (42.6%) patients in whom tourniquet was not used
had average blood loss of 580mls. 30(24.6%) patients
were transfused intra or postoperatively. Postoperative
drain to minimize haematoma formation and consequent
pelvic adhesions was used in 64 (52.5%) patients. This is
shownintable 5.

The average duration of stay following surgery was 8.6
days and the commonest postoperative complication was
pyrexia which was observed in 35 (28.7%) patients.
Anaemia and sepsis were seen in 32 (26.2%) and 10(8.2%)
patients respectively. This is shown in table 6.

Table 4: Distribution of use of Tourniquet during Myomectomy

Age Para O Para 1-4 Para >5 Total Percentage
20 29 26 4 0 30 24.6
30 39 68 17 1 86 70.5
>40 4 2 0 6 4.9
Total 98 32 1 122 100
Percentage 80.3 18.9 0.8 100 100
Table 2: Occupational Distribution of Patients
Occupation Frequencies Percentage
Trading 39 32.0
Housewife 32 26.2
Civil Servant 26 21.3
Professional 19 15.6
Crafts 6 4.9
Total 122 100
Table 3: Pattern of Presentation
Presentation Frequencies Percentage
Lower abdominal swelling/ discomfort | 55 45.1
Heavy menstrual flow 39 32.0
Infertility 15 12.3
Irregular vaginal bleeding 9 7.4
Others 4 33

Use of Tourniquet Frequency Percentage Average blood loss
Yes 70 57.4 400mls

No 52 42.6 580mls

Table 5

Distribution of use of Postoperative Drain after Myomectomy
Use of Drain Frequency Percentage
Yes 64 52.5
No 58 47.5

Table 6

Distribution of complications following Myomectomy
Complication Frequency Percentage
Pyrexia 35 28.7
Anaemia 32 26.2
Sepsis 10 8.2
Secondary Haemorrhage 3 2.5
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DISCUSSION

Uterine conservation by myomectomy is the most
common surgical treatment for fibroids in our
environment. This is in consideration of the peak age
of occurrence, our aversion to hysterectomy and
limited facilities within our reach. This is reflected in
the proportion of patients (74%) admitted for
symptomatic fibroids who had myomectomy in this
review. This agrees with findings in the earlier study in
Enugu’ and other centres”"”.

The socio-demographic features of the patients
indicate that nulliparous women had more
symptomatic fibroids and underwent myomectomy
more frequently than the parous women. This is in
keeping with the increased risk of fibroids occurring in
the nullipara based on the theory of hypoxic injury at
menstruation’. It also suggest an association between
uterine fibroids and subfertility””. Furthermore, some
of the parous women were offered hysterectomy as
against the myomectomy offered the nullipara. It is
also known that less fibroid symptoms occur among
parous women as a result of the negative effects of
multiparity on fibroid growth and development'”. This

pattern conforms to findings in other studies’™".

The age range (30-39years) of highest prevalence of
fibroid and myomectomy in this review is similar to
the findings in other studies®”. The 3" and 4" decades
of life represent the age of highest prevalence of
uterine fibroids and myomectomy™"'. The reason for
this, though speculative is not unconnected to the
preponderance of female sex hormones*”. The
pattern of presentation in this review is different from
the pattern in some studies,””" where abnormal
bleeding was the leading presenting complaint. It is
however in keeping with the pattern of presentation in
other reviews™'. The higher prevalence of lower
abdominal swelling as a presenting complaint was
reflected in the findings at surgery where most of the
fibroids were subserosal and pedunculated. However,
pressure symptoms that one would have expected
were surprisingly low (<3.3%). The reason may not be
unconnected with the fibroid sizes.

This review also shows that in about half of the
surgeries, tourniquet was not used for haemostasis.
This may be because some surgeons rely on the
advantage of speed and experience to minimize
haemorrhage during myomectomy. However, blood
loss was greater in these cases than in cases where
tourniquet was used. The haemostatic benefits of
tourniquet use in myomectomy have been
documented in many studies"'". Other methods of
minimizing intra-operative blood loss during

myomectomy such as pre-operative vaginal misoprostol,
intramyometrial vasopressin and epinephrine'*'"* were not
used in any of the cases and are generally not used in our
centre.

The use of postoperative drains has similar prevalence
(52.5%) as the tourniquet in this review. Though
postoperative drains may help to reduce pelvic haematoma
and adhesion formation, some gynaecologists do not use it
for fear of introducing infection". The infusion of
corticosteroids and Dextran 70 into the peritoneal cavity to
prevent adhesion formation is practiced by some
surgeons’. This is not widely accepted by all
gynaecologists and no such practice was documented in
the review. Current reviews of myomectomy emphasize
greater benefit of using absorbable tissue adhesion barrier
onsuture lines to prevent adhesion'.

In this review, most cases of infertility that had
myomectomy (71.4%) did not have pre-operative
hysterosalpingogram. This is unfortunate, as some patients
with infertility would have benefited from pre-operative
hysterosalpingogram to assess the state of their fallopian
tubes with the opportunity to intervene in any blockage
during the time of surgery. A combined surgery in such
situation has been recommended in some studies, as it
obviates the need for a separate operation later"”.
Moreover, pre-operative knowledge of the state of the
tubes would offer a better opportunity for proper
counseling prior to surgery. In a few cases, no histological
diagnosis was made or documented to establish diagnosis.
This may have been an error of omission in clinical
practice and documentation. This practice should be
condemned, as the benefits and follow-up of the cases are
thus underlined.

The average blood loss and the mean duration of hospital
stay are similar to the findings at Nnewi and Ile-Ife*"’ both
in Nigeria. This is not surprising, considering that these
outcomes may directly reflect practice style, which are
similar in most of the centres. Shorter hospital stay
reported in the United States of American studies is due to
the use of minimal access surgery that is still been
introduced in our developing countries".

CONCLUSIONS

This review indicates that though myomectomy is safe and
the immediate outcome good in our centre, measures to
reduce haemorrhage and adhesion are either not adopted or
poorly documented in some cases. Complete case
definition through proper investigation and follow-up are
inadequate in some cases. There is therefore, need for a
prospective study to assess the benefit of complete case
definition and follow-up and as well evaluate the
haemostatic and anti-adhesion measures during
myomectomy. This will help generate consensus practice
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that may further improve outcome of myomectomy in
this centre.

REFERENCES

1. Ogedengbe, OK: Uterine fibroids. In: Okonofua F
and Odunsi, K (eds). Contemporary Obstetrics
and Gynaecology for developing countries. 1"
Edition. Benin City. WHARC 2003:202-213.

2. Lowe, DG: Benign tumours of the uterus.In:
Edmonds DK (ed). Dewhurst's Textbook of
Obstetrics and Gynaecology for postgraduates. 6"
edition. London, Blackwell Science Inc. 1999;
552-559.

3. Kwawukume EY: Reduction of blood loss at
myomectomy by application of tourniquet to the
lower portion of the uterus. Trop J Obstet Gynecol
2004;21(2): 107-109.

4. Egwuatu VE, Ejeckam GC: an analysis of tumours
of female genital tract in Enugu, Nigeria (1973-
1979): A hospital based tumour registry review.
Bill Cancer, Paris 1980;67:535-539.

5. Parker WH. Uterine myomas: Management. Fertil
Steril 2007; 88(2): 255-272.

6. Komolafe JO, Makinde NO, Ajedi AM, Dayo AA:
Uterine leiomyoma in Ile- Ife, Nigeria. Trop J
Obstet Gynaecol 2004;21(2):103-105.

7. Okezie O, Ezegwui HU. Management of uterine
fibroid in Enugu, Nigeria. J Obstet Gynaecol.
2006;24(4): 363-365.

8. Stewart E A. Uterine Fibroids. Lancet 2001;
357:293-298.

9. Wallach EE and Vlahos NF: Uterine myomas. An
overview of development, clinical features and
management. Obstet  Gynaecol 2005; 104

10.

I1.

12.

13.

14.

15.

16.

17.

18.

case of distal
JReprod

(2);393-406.

Ikpeze OC and Nwosu OB. features of uterine fibroids
treated by abdominal myomectomy at Nnewi. J Obstet
Gynaecol 1998; 18(6): 567-571.

Balogun OR, Nwachukwu CND. Surgical finding at
laparatomy for uterine fibroids in University if Ilorin
Teaching Hospital. Tropical journal of Health
Sciences. 2006; 13(20:27-30.

Aboyeji AP, ljaiya MA: uterine fibroid. A ten year
clinical review in Ilorin-Nigeria. Niger J Med. 2002:
11(1)16-19.

Buttran VC, Reiter RC. Uterine Leiomyomata,
etiology, symptomatology and management. Fertile
steril 1999:36:433-435.

Ogunniyi SO. and Fasuba OB: Uterine fibromyoma in
Ilesa. Nigeria Med practitioner 1990; 19(19):993-995.
Kongnyuy EJ, Wiysonge CS. Interventions to reduce
haemorrhage during myomectomy for fibroids.
Cochrane Database Syst Rev. 2007 ;(1)CD005355.
Celik H, Sapmaz E. Use of single pre-operative dose of
misoprostol is efficacious for patients who undergo
abdominal myomectomy. Fert Steril. 2003; 79(5):
1207-1210.

Farquhar C, Vandekerckhove P, Watson A, wisemen
D. Barrier agents for preventing adhesion after surgery
for subfertility. =~ Cochrane Database Syst Rev.
2000;(2):CD000475.

Guillaume J, Benjamin F, Jean-Giles M, Ajah M,
Tabassi G, Kenel-Pierre C. Myomectomy and
tuboplasty performed at the same time in
tubal obstruction with associated fibroids.
Med. 2000; 45(6):461-464.

Nigerian Journal of Medicine, Vol. 20 No. 2, April - June, 2011, ISSN 1115 - 2613

227



