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Abstract: Uterine myomas are observed in about 3-12% of pregnant women. These uterine fibroids can affect the outcome of 

pregnancy. There is an increased risk of spontaneous abortion, irregular fetal presentation, aseptic necrosis, placenta previa, 

premature birth, caesarean section, peripartum hemorrhage and also compression of nearby organs. Although myomectomy 

during pregnancy is not recommended, some emergency situations lead to retain this surgical indication. The authors report 2 

cases of voluminous uterine myomas (FIGO type VI) that caused mechanical compression of the urinary tract with 

ureterohydronephrosis during the second trimenon of pregnancy. In our first clinical observation, the presence of fibroid was 

associated with severe bilateral ureterohydronephrosis, myomectomy was essential before the evolutionary risk towards renal 

failure. In our reported second case, there was no pain but acute retention of urine that required bladder catheterization. This 

retention was associated with sub-occlusive symptoms with stopping the materials for two weeks without gas. They benefited 

from a laparotomic myomectomy before term, with a favourable outcome for the mother and the child. The myomectomy during 

pregnancy remains exceptional and the evolutionary modalities are unpredictable with an increased risk of haemorrhage which 

can darken the obstetric prognosis, or even the vital one of the mother-child couple. Close prenatal monitoring is still necessary 

after the myomectomy. 
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1. Introduction 

Uterine myomas are the most common uterine pathology in 

the black race, making them the first tumour association 

during pregnancy. They are observed in about 3-12% of 

pregnant women. These uterine fibroids can affect the 

outcome of pregnancy [1, 2]. In most cases, surgical 

abstention is required during pregnancy. In some situations, 

such as abdominal pain and the compression of nearby organs, 

it can be a therapeutic emergency [3]. The interest of this 

observation is to report the outcome of a necessity 

myomectomy during urinary complications in the second 

trimenon of pregnancy due to the mechanical compression of 

a voluminous uterine myoma. 

2. Observation 1 

This is AC, 33 years old, G2P0 (1 spontaneous miscarriage), 

student, referred for pregnancy of 19 weeks of amenorrhea 

(WA) on polymyomatous uterus with a renal repercussion at 

the Teaching Hospital of Angre in Abidjan. The patient had 

presented for one month intense pelvial pain not calmed by 

usual analgesics associated with urinary signs type pollakiuria. 

In its history, an indication of myomectomy was proposed 2 

years ago following a spontaneous miscarriage. The patient 

was reportedly lost to follow-up. The examination on 
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admission concluded to necrotic fibroids on progressive 

pregnancy of 19 WA according to the date of the last menses 

associated with abdominal distension and severe bilateral 

ureterohydronephrosis on abdominal ultrasound. In front of 

this clinical picture, an indication of myomectomy by 

laparotomy on pregnancy was retained. The pre-operative 

check-up was normal, including renal function. During 

surgery it was a large sessile sub-serous fundic myoma with a 

broad base (type VI according to FIGO) of 30 cm X 25 cm on 

a gravid uterus of size 18-19 WA (Figure 1). Myomectomy is 

performed under general anesthesia and antispasmodic 

infusion and non-steroidal anti-inflammatory injection 

(Figures 2, 3 and 4). Blood loss was estimated at 400cc, 

partially compensated by a 300cc transfusion of erythrocyte 

concentrate. Post-operative hemoglobin control was 7.5 g/dl. 

The procedures were simple with stable hemodynamic 

constants. An abdominal control ultrasound showed a live 

fetus and residual hemoperitoneum. The patient was 

discharged on D15 post-operative. The patient gave birth by 

caesarean section to a healthy eutrophic fetus (3000g, Apgar 

8-9 in 5 min) at 37 weeks of amenorrhea. 

 

Figure 1. Surgical view after laparotomy of uterine fibroid. 

 

Figure 2. Uterine anterior face after hysterorrhaphy. 

 

Figure 3. Voluminous fibroma after enucleation. 

 

Figure 4. Post-operative parietal closure. 

3. Observation 2 

34-year-old patient, G4P1 with a seven-year-old child, two 

miscarriages. She had beeb reffered to us by the urology 

department for pelvic mass of gynecological origin after an 

acute retention of urine. The onset dates back to about one 

month with the occurrence of dysuria-like urinary disorders 

associated with constipation and abdominal pain in the form 

of tenesmus plus a febricule. The patient was relieved by an 

enema with Normacol® (Sodium dihydrogenophosphate 

dihydrate). But given the occurrence of acute retention of 

urine and digestive disorders becoming more and more 

persistent despite medical treatment, she consults the urology 

department where a urinary catheter was placed. On general 

examination, we note a good general condition with normal 

hemodynamic constants. The physical examination revealed a 

bloated abdomen with mild tympanism associated with a 

pelvic mass adjacent to a pregnant uterus estimated at 17 

weeks of amenorrhea at the vaginal touch. The rectal touch 

objectified a voluminous hard multi-nodular non-hemorrhagic 

mass filling the Douglas sack ass. Before these signs, an 

ultrasound was requested which showed a progressive 

mono-fetal pregnancy of 17 weeks of ultrasound age on 

myomatous uterus of which a voluminous myoma of 19.4 cm 

x 10.4 cm interstitial dome under serous with right 

hydronephrosis beginner. Laparotomy was indicated after two 

weeks of procrastination. 

 

Figure 5. Large postisthmic fibroid on 17-week pregnancy. 

 

Figure 6. Gravid uterus after myomectomy. 
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4. Discussion 

The most frequently reported obstetric complications 

related to fibroids are: increased rate of spontaneous 

miscarriages in women with submucosal or intramural 

fibroids, aseptic necrobiosis, placentation disorders and 

irregular presentations. A higher rate of cesarean section is 

observed in pregnant women with fibroids [2, 4]. 

Myomectomy before the term of an active pregnancy is a 

problem: To observe an expectation until the end of pregnancy 

or have a interventionist attitude. 

The management of mechanical complications related to 

the volumetric increase in fibroids is poorly described. Indeed, 

for years, the risk of hemorrhage led caregivers not to perform 

myomectomy during pregnancy. The current data is rather 

reassuring. In the literature, most of the removed myomas 

were pedicled subserosal or subserosal and fundal. 

Laparotomy was the main surgical approach (78.4%), 

however, laparoscopic and vaginal operations have also been 

reported [4]. Studies by some authors such as Celik and Lopes 

[5, 6] have shown that only 10% of pregnant women with 

myoma suffer from complications related to the presence of 

these tumors. No study shows significant bleeding differences 

between myomectomy during cesarean section and cesarean 

section alone or myomectomy alone [2, 4, 7]. Most authors 

agree that symptomatic myomas can be treated surgically if 

needed [8]. In our first clinical observation, myomectomy was 

essential before the evolutionary risk towards renal failure. 

However, because of the high risk of myomectomy 

hemorrhages during pregnancy sometimes ending in 

hemostasis hysterectomy [5], some authors such as Lopes and 

colleagues [6] would opt for expectancy. 

According to Swandinata [9] and Lolis [10] the most 

common and feared complication that may require 

myomectomy is severe abdominal pain that does not respond 

to medical treatment. This severe abdominal pain is due to 

twisting of pedunculated subserosal myomas or degeneration. 

It has been reported that if symptoms persist after 72 h of 

treatment, then surgery should be considered [9, 11]. 

In our reported second case, there was no pain but acute 

retention of urine that required bladder catheterization. This 

retention was associated with sub-occlusive symptoms with 

stopping the materials for two weeks without gas. The same is 

true for the work of Farshad [12], whose indication for 

operation was motivated by abdominal pain associated with 

subacute intestinal obstruction. In Barinov's study, the selected 

patients were between 18 and 45 years old and had large uterine 

fibroids (≥8 cm) diagnosed in the first trimester of pregnancy. 

These large uterine fibroids during pregnancy were associated 

with a threat of miscarriage in 46.4% of women and pain in 

nearly 40% of women. Myomectomy during pregnancy has 

been performed in 55 out of 120 women [13]. Some situations 

require emergency myomectomies, before the 3rd trimester of 

pregnancy, namely abdominal pain not responding to medical 

treatment [4, 12], compression of organs such as urinary tract, 

large vessels with risk of thrombophlebitis and nerve trunks due 

to large fibroids. 

The long-term morbidity of myomectomy during pregnancy 

is not sufficiently studied but does not appear higher than 

expected for fertility and complications during pregnancy. 

Some patients received myomectomy on unknown pregnancies 

with a favourable outcome [4, 14, 15]. The usual complications 

observed with post-operative adhesions, in 90% of cases 

according to Tulandi [16]. In the literature, however, the 

achievement of myomectomy during pregnancy is not 

recommended by most scholarly societies. However, based on 

limited published data, myomectomy during pregnancy appears 

to be a safe procedure [4, 17]. Strict prenatal follow-up with 

obstetric ultrasound and close appointments, can be combined 

with a prophylactic caesarean proposed early to prevent the risk 

of uterine rupture during labor. 

5. Conclusion 

Myomectomy during pregnancy outside childbirth is 

possible but exceptional. There is an increased risk of bleeding 

that can darken the maternal-fetal prognosis. The risk-benefit 

ratio must be sufficiently evaluated before any operative 

indication. 
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