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Abstract: To describe the epidemiological profile of patients, list myomectomy indications and report their prognosis at
Loandjili General Hospital. A descriptive cross-sectional study conducted from 1 January 2016 to 31 December 2018 in the
Gynecology Department of Loandjili General Hospital, including exhaustively all patients operated for myomectomy. The
variables studied were pre (age, gestity, parity, indication), per (myoma measures, blood loss, intraoperative transfusion,
complications and peroperative incidents) and postoperatively (hospital stay). Ninety-two patients had been received for surgical
management of uterine fibroids out of a total of 1,455 gynecological procedures or 6.3%. The median age was 36.5 years [range
27 - 44] with a peak in the 36 to 40 age group (37%). The median gestity and parity were respectively 2 [range 0 - 12] and 1
[range O - 7]. More than half of the patients were nulliparous (51.1%). In 71.7% of cases (n = 66), myomectomy was performed
in a context of desire for maternity. Indications for myomectomy were hemorrhage (46.7%), large uterus above the umbilicus
(37%) and pelvic pain (16.3%). The polymyomectomy was performed in 64.1% of the cases (n = 59) with nuclei of size varying
between 2 and 20 cm. The morbidity was marked on the one hand by anemia (n = 14 or 14%) secondary to an intraoperative
haemorrhage which resulted in two cases in performing a hemostatic hysterectomy and in the other by rupture of the uterine
cavity. Postoperative blood loss was estimated at 200 to 1400 ml, resulting in more than half of the patients receiving blood
transfusions (58%). Myomectomy by laparotomy is often accompanied by significant blood spoliation thus increasing the
postoperative morbidity. Techniques that minimize intraoperative blood loss should be used for laparotomy myomectomy.
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1. Introduction

Uterine fibroids are common benign tumours in women
of childbearing age. They affect between 25 and 40% of
women during periods of genital activity [1, 2].
Myomectomy tends to be invasive and expensive; its
benefit is to improve the quality of patients' lives and is

more in demand in women who want to keep their uterus [3].

Myomectomy is an intervention of choice as well as in
young patients as well as those with a desire for

motherhood. Several therapeutic options are now listed. In
our context, in few are available, so myomectomy by
laparotomy is the princess intervention for this indication in
our daily practice. This is how we undertook this study to
describe the epidemiological profile of patients, list
myomectomy indications and report their prognosis at
Loandjili General Hospital.



146 Eouani Levy Max Emery et al.:

Laparotomy Myomectomy: Epidemiology, Indications and Prognosis at

Loandjili General Hospital (Republic of Congo)

2. Methods

This was a descriptive cross-sectional study conducted
from 1 January 2016 to 31 December 2018 in the Obstetrics
and Gynecology Department of Loandjili General Hospital,
including exhaustively all patients undergoing laparotomy
myomectomy.

The preoperative assessment was based on clinical
evaluation, pelvic ultrasound and endovaginal ultrasound
(sometimes completed with hysterosonography in case of
suspicion of submucosal myoma), hysterosalpingography and
spermogram of the spouse (in case of desire to maternity
manifested or later) and cervival-uterine smear.

Laparotomy was done under general anesthesia or spinal
anesthesia, depending on the case. No prior hemostasis
technique described in the literature was preferentially
performed before myomectomy. In the case of bulky
polymyomatous uterus, a tourniquet was used with a latex
glove tied at the level of the uterine isthmus to reduce
intraoperative blood loss.

The variables studied were preoperative (age, severity,
parity, uterine size, type of myoma according to FIGO
classification, indication of myomectomy), intraoperative
(number and size of myomas, blood loss, intraoperative
complications) and postoperatively (transfusion blood,
hospital stay).

The Epi-info 7 software was used for data analysis. The
qualitative and quantitative variables were respectively
represented as proportions and medians.

3. Results

Ninety-two patients were received for surgical management
of uterine fibroids out of a total of 1455 gynecological
procedures or 6.3%.

The median age was 36.5 years [range 27 - 44]. The most
represented age groups were between 36 and 40 years (37%),
followed by those between 24 and 30 years (26%), those
between 31 and 35 years (23%) and that between 41 and 44
years (13%). Reproductive characteristics were reported in
Table 1.

Table 1. Reproductive Characteristics.

N %
Gestity
0 24 26.1
1 21 22.8
2-3 28 304
4-12 19 20.7
Parity
0 47 51.1
1 26 28.3
2-3 14 15.2
4-7 5 5.4
Total 92 100

The median gestity and parity were respectively 2 [range O -
12] and 1 [range O - 7]. More than half of the patients were
nulliparous. The myomas to be operated were types 1 to 7 of
FIGO (Figure 1) and associated in most cases.

The uterus had a median size of 18.5cm [range 12 — 25].

Figure 1. Classification of myomas (FIGO 2011) [4].
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Figure 2. Indication of myomectomy. The polymyomectomy was performed in
64.1% of the cases (n = 59) with nuclei of size varying between 2 and 20cm.
Intraoperative, the gestures associated with myomectomy were ovarian
drilling (n = 13 or 14%) and adhesyolis (n = 6 or 7%).

Myomectomy indications were shown in Figure 2. In 71.7%
of cases (n = 66), myomectomy was performed in a context of
desire for maternity.

The morbidity was marked on the one hand by anemia (n =
14 or 14%) secondary to an intraoperative haemorrhage which
resulted in two cases in performing a hemostatic hysterectomy
and in the other by rupture of the uterine cavity.

Postoperative blood losses were estimated at 200 to 1400
ml. More than half of the patients were transfused (n = 53 or
58%).

4. Discussion

Gynecological surgery plays an important role in the
service activity, and myomectomy accounts for 6.3%.
Myomectomy is a well-known conservative surgery for
myomas, offered for treatment of symptomatic uterine
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fibroids in women who desire to maintain fertility and which

can be performed by laparotomy, laparoscopy or hysteroscopy.

Although an important option for women who wish to retain
their uterus or enhance their fertility, myomectomy would
expose patients to additional interventions [5].

The context of countries with modest human and material
resources (absence or insufficiency of a qualified surgical
team, no laparoscopy or hysteroscopy), such as ours,
contributes, on the one hand, to the exclusive choice of
laparotomy. On the other hand, the choice of laparotomy as

the first route, would be oriented by the profile of the patients.

In fact, the management of women with uterine myoma
should be personalized according to the symptomatology,
the size and location of the fibroids, the age of the patient,
and her needs and wishes for the preservation of the uterine
myoma. fertility or uterus, the availability of treatment and
the therapist's experience [5, 6]. This is how the patients of
this series were young adults of median age less than 40
years, nulliparous and primiparous in more than two-thirds
of the cases and most of them presenting a large uterus
measuring 15 cm long axis. This profile is an African reality
supporting the hypothesis of a variation in the incidence of
myomas by ethnicity with high numbers in a predominantly
black population [4].

Also, the often-late diagnosis of complicated myomas
during periods of subfertility, in a population led to
procreation, contributes to the choice of a conservative
surgery. Otherwise, Ahdad-Yata in France, reports that
myomas are found in 5 to 10% of infertile patients and are
however considered as the only factor of infertility in 1 to 3%
of cases [4]. In this context, Canadian gynecologists
recommend that women who struggle with infertility should
be deployed for evaluation and classification fibroids
(especially with regard to those which exert effects on the
endometrial cavity) are adequately conducted using
transvaginal ultrasound, of hysteroscopy, hysterosonography
or imaging by magnetic resonance [7].

Although laparotomy was the exclusive surgical approach,
it would not be detrimental to the obstetrical future of patients
wanting maternity. This is especially true since Fukuda in his
series found no significant difference between myomectomies
by laparotomy and laparotomy, both in terms of vital
prognosis (hemodynamic status) and functional prognosis
(subsequent fertility) [8]. The impact of myomectomy on
fertility depends on the location of the myoma. In fact,
myomas type 6 and 7 have little influence on fertility and
myomectomy is not indicated in these situations [4]. For
myomas type 3 to 5, the association with infertility is
demonstrated without the myomectomy having proven
effective for myomas less than 5cm. On the other hand, for
type 0, 1 and 2 (submucosal) myomas, hysteroscopic
myomectomy seems to be beneficial for fertility [4].
According to the French recommendations of 2011, a
complete hysteroscopic resection of even asymptomatic
submucous myomas is recommended in patients with a desire
for pregnancy [9]. Also, the surgical approach would only
impact the fragility of the uterine muscle in the event of

rupture of the uterine cavity, resulting in a prophylactic
caesarean section during subsequent deliveries. [10]. However,
the absence of an alternative to laparotomy in our
resource-poor setting would increase its impact on subsequent
fertility especially in cases of endocavitary localization.

In the context of laparotomy, such as ours, because of the
size and number of myomas, myomectomy is most often
associated with a high rate of perioperative blood transfusions
due to intraoperative hemorrhage [11, 12]. Given the elevated
risk of transfusion for this procedure and the potential serious
adverse consequences of transfusion, medical interventions to
reduce blood loss during myomectomy have the potential to
prevent transfusion and its associated risks.

Numerous methods of hemostasis to reduce intraoperative
blood loss during myomectomy have been reported, including
both medications (ergometrine, oxytocin, misoprostol,
sulprostone, aprotinin, aminocaproic, acid, recombinant factor
VlIa, gelatin-thrombin hemostatic sealant and tranexamic acid)
than vascular ligations (uterine arteries, hypogastric arteries,
isthmic tourniquet) [4-11].

5. Conclusion

Myomectomy by laparotomy is widely practiced in our
hospitals for reasons of insufficient technical platform and
myoma-related characteristics. It is the treatment of choice for
women with symptomatic myomatous uteri who want to
maintain their uterus and enhance their fertility. The absence
of an alternative to laparotomy in our context of resource-poor
countries would increase its impact on subsequent fertility and
would need to be evaluated. In addition, it is often
accompanied by significant blood depletion, thereby
increasing postoperative morbidity and requiring the use of
techniques that minimize intraoperative blood loss.
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