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BACKGROUND
Uterine fibroids are a common pathology that occurs in 20% 

to 50% of women of childbearing age and are the most common 
benign tumor [1]. The management of a woman with fibroids and 
a desire for pregnancy remains controversial because of the lack 
until recently of clear recommendations [1].

This disease’s impact on the couple’s ability to conceive is 
often mentioned in the literature but the accountability isn’t 
clearly established [2]. In order to preserve fertility, practitioners 
must choose between no therapy or conservative treatment of 
fibroids consisting of myomectomy whether by hysteroscopy, 
laparoscopy or laparotomy depending on the number, size and 
topography of the myomas [2].

We hereby report two cases of patients who presented with 
primary infertility of respectively ten and eight years without any 
other etiology than a polymyomatous uterus, through which we 
will review the literature to analyze the impact of myomas on 
fertility and the possibilities of therapeutic management.

CASE PRESENTATION
First case

37-years-old patient with no notable pathological history, 
presented with ten years primary infertility without a 
determined etiology after an initial follow-up of three years then 
lost to follow-up, with recent onset of pelvic pain associated 
with menorrhagia for 6 months without other associated signs. 
The initial examination found a patient with normal blood 
pressure and heart rate but with slightly discolored conjunctiva, 
the gynecological examination found an increased size uterus 
reaching the umbilicus with presence of abdominopelvic masses 
mobile with the uterus without separation furrows. Initial 
biological assessment objectified microcytic hypochromic anemia 
at 9.2 g/dL and an abdominopelvic ultrasound completed with 
an abdominopelvic MRI allowed us to have a precise mapping 
of all the fibroids and to ensure the absence of any associated 
pathologies. The uterus measured 13 cm long by 7 cm wide with 
the presence of eighteen fibroids of all FIGO stages, the largest of 
which was of 11 cm long axis posterofundial FIGO type 2-5.
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Infertility being the first consideration of the couple, it was 
decided by mutual agreement to perform a polymyomectomy by 
laparotomy. The patient was informed of the risk of hysterectomy 
but also of the possibility that this operation would not solve her 
fertility problem. The procedure allowed us to remove all eighteen 
fibroids using seven uterine incisions with effraction of the 
uterine cavity since two of the fibroids, 2 and 3 cm respectively, 
were of type 1 of the FIGO classification (Figure 1 and 2). Three 
layers of suture were used to close the incision: a continuous 
suture to close the endouterine cavity with Vicryl 1, followed by 
Vicryl 1 X-stitches to close the space left empty by the fibroids 
while ensuring hemostasis down to the surface of the uterine 
wall, which was sutured with a continuous suture with 3-0 PDS II.  
Hyalobarrier gel was inserted inside the cavity through the 
endouterine breach wound to prevent synechiae but also above 
the hysterorrhaphy sutures to prevent adhesions. The operative 
time was 1 hour and 13 minutes and the estimated blood loss 
was 785 mL. She received a first dose of 750 mg of injectable 
iron on day one post-surgery and a second one on an outpatient 
basis fifteen days later for a total cumulative dose of 1500 mg of 
iron. Her hemoglobin at 1 month postoperatively was 11.2 g /
dL. The postoperative course was uneventful and the patient was 
discharged on day 2 postoperatively. 

The patient initially underwent six months of 
oestroprogestogen contraception before resuming her pregnancy 
plans. Thirteen months after the operation, she became pregnant 
and was followed up in our facility. A planned cesarean section 
resulted in the birth of a healthy baby boy of 3217 g at 38 weeks 
of amenorrhea.

Figure 1 Per operative aspect of the first patient’s polymyomatous 
uterus.

Figure 2 Macroscopic aspect of the first patient’s removed myomas.

Figure 3 Per operative aspect of the second patient’s polymyomatous 
uterus.

Figure 4 Macroscopic aspect of the second patient’s removed myomas.

Second case

29-year-old patient with no previous pathological history 
presented with recent pelvic pain associated with chronic 
constipation and a primary infertility of eight years without a 
determined etiology after an initial follow-up of two years then 
lost to follow-up, without associated urinary signs. The general 
examination revealed a patient in good general condition 
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and the gynecological examination found an enlarged uterus 
reaching midway to the umbilicus, bumpy in outline, mobile and 
painless. Initial biological assessment revealed a mild microcytic 
hypochromic anemia at 10.7 g/dL. Abdominopelvic ultrasound 
completed with an abdominopelvic MRI allowed us to have a 
precise mapping of all the fibroids and to ensure the absence of 
any associated pathologies. The enlarged uterus was 14 cm long 
and 8 cm wide and was the site of eleven fibroids ranging from 
FIGO stage 2 to stage 7, i.e., no submucosal fibroid. The most 
voluminous myoma was 9 cm long axis posterior corporal FIGO 
type 2-5, which could be the cause of the digestive symptoms by 
compressive effect. 

Given the desire for pregnancy, the young age of the patient 
and the absence of a submucosal fibroid, it was decided to perform 
a polymyomectomy by laparotomy. The couple was informed 
of the risk of hysterectomy but also of the possibility that this 
operation would not solve her fertility problem. The intervention 
allowed the removal in the first case of nine myomas of which the 
largest was 10 cm long axis type 2-5 FIGO. For this patient there 
was no effraction of the uterine cavity and none of the myomas 
had a submucosal component. Two layers of suture were used 
to close the incision: Vicryl 1 X-stitches to close the space left 
empty by the fibroids while ensuring hemostasis down to the 
surface of the uterine wall which was sutured with a continuous 
suture with 3-0 PDS II. Hyalobarrier gel was applied above the 
hysterorrhaphy sutures to prevent adhesions. The operative 
time was 1 hour and 21 minutes and the estimated blood loss 
was 835 mL. She received a first dose of 750 mg of injectable 
iron on day one post-surgery and a second one on an outpatient 
basis fifteen days later for a total cumulative dose of 1500 mg of 
iron. Her hemoglobin at 1 month postoperatively was 12.1 g /
dL. The postoperative course was uneventful and the patient was 
discharged on day 2 postoperatively. 

The patient initially underwent six months of 
oestroprogestogen contraception before resuming her pregnancy 
plans. Seventeen months after the operation, she became 
pregnant and was followed up in our facility. A planned cesarean 
section resulted in the birth of a healthy baby girl of 3370 g at 38 
weeks of amenorrhea.

DISCUSSION
Uterine fibroids also known as myomas or leiomyomas are 

benign monoclonal mesenchymal tumors arising from smooth 
muscle cells organized within an adjacent structurally normal 
myometrium [1,2]. Fibroids most commonly affect the uterine 
body and more rarely the cervix or isthmus. One of the greatest 
challenges in the diagnosis of myoma is its differentiation from 
uterine sarcoma, MRI can help but it is only the pathological 
study that confirms the diagnosis [2].

The pathophysiology of fibroid formation is poorly 
understood with many leads exist but not yet conclusive [3]. 
Premenopausal age, African ancestry, age at menarche and 
reproductive history are the most important risk factors and 
have the characteristic of being not modifiable [4]. The formation 
and growth of these benign tumors are likely to be the result of 
a genetic predisposition illustrated by the fact that more than 
40% of first-degree relatives of women with fibroids will develop 

the same condition during their lifetime, to which endogenous 
factors such as sex steroid hormones and growth factors are 
added to promote the process of angiogenesis [5]. Cytogenetic 
abnormalities are not mandatory in the formation of fibroids 
as 50% of them do not have any cytogenetic abnormalities [6]. 
Two stages are essential for the formation and development 
of a fibroid within a normal myometrium: the first being the 
transformation of a normal myometrial cell into an abnormal 
myocyte capable of multiplication and the second involves the 
concept of monoclonality of fibroids which explains an anarchic 
multiplication from a single cell that can lead to a clinical tumor 
[7].

Clinically myomas may be asymptomatic or be revealed by 
numerous functional signs such as menorrhagia, metrorrhagia, 
pelvic masses, pelvic pain which may be chronic as a feeling of 
heaviness like our first case or acute such as torsion or expulsive 
colic. Fibroids’ compressive effect can also be revealing with 
urinary disorders like pollakiuria like our second case or towards 
the rectum with constipation [8]. Ultrasound is the most widely 
used modality because of its availability, ease of use and cost 
effectiveness. This modality is particularly useful for assessing 
myoma growth and adnexa [9]. Contrast ultrasound (saline 
or gel) are highly accurate diagnostic procedures that allow 
detection of submucosal lesions [10,11]. In women with large 
fibroids, diagnostic imaging occasionally reveals hydronephrosis 
but complete ureteral obstruction is extremely rare [12]. CT is of 
limited value in delineating the location of myomas in relation to 
the endometrium or myometrium [13]. MRI is the most accurate 
modality for evaluation of the adnexa [14], and uterus, providing 
information on the size, location, number, and perfusion of 
leiomyomas, as well as the presence of other uterine pathology 
(including adenomyosis and/or adenomyomas) allowing us 
to have a complete mapping of the uterus but above all to be 
prepared for a possible sarcoma [15,16].

It has been reported that 5% to 10% of cases of infertility 
prior to medical management are associated with the presence 
of uterine myomas [17], which are considered the sole factor in 
infertility in 1% to 3% of cases [18,19]. In the general population, 
the prevalence of infertility varies between 10% and 15% of 
cases [20]. Already in 1981, Buttram et al. [18], reported that 
myomas could be the sole factor in infertility. This observation 
was then objectified in many other studies [21,22]. It is accepted 
that intramural or cavity-distorting myomas are often associated 
with impaired fertility [23]. Several studies have looked at 
fibroid-related infertility and the issue is still being debated to 
this day [23,24]. Their impact on fertility can be approached 
either by comparing women with myomas to women without 
presenting with a pregnancy project or by comparing the results 
of myomectomy to those of therapeutic abstention in patients 
with myomas suffering of infertility. The first one is difficult 
with numerous selection biases hard to overcome without 
systematically including all patients from the beginning of their 
pregnancy project. The studies therefore focused on the second 
possible comparison: to treat or not to treat fibroids in the 
context of infertility. 

Bulletti et al. [24], found a significantly higher delivery rate 
after myomectomy compared with a control group of non-
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operated patients with myomas with respectively 42% versus 
11%. Casini et al. [25], did not find any significant improvement 
in the pregnancy rate after myomectomy for intramural or 
subserous myomas but in case of submucosal or intramural 
myomas with a submucosal component, myomectomy showed 
a benefit compared to therapeutic abstention with a pregnancy 
rate of respectively 43% versus 27% and 36% versus 15% [25]. 
In the prospective study by Shokeir et al. [26], the authors found 
a significant difference in terms of pregnancy rate % in patients 
under 35 years of age with submucosal myoma as the only infertility 
factor in favor of myomectomy compared with abstention with 
respectively 64% versus 28 [26]. According to the same authors, 
the size, number and location of myomas did not influence the 
pregnancy rate [26]. Indeed, another prospective study by Bulletti 
et al. [27], demonstrated the interest of myomectomy in the case 
of large intramural myomas over 5 cm long axis. Thus, patients 
who have undergone myomectomy have significantly increased 
rates of conception (33 % versus 15 %), and full-term pregnancy 
(25 % versus 12 %) [27]. Several retrospective studies showed an 
average conception rate of over 50 % after myomectomy patients 
suffering of infertily, which is superposable on the pregnancy 
rate of 48 % found in the meta-analysis by Donnez et al. [28]. This 
conception rate is identical whether the operation is carried out 
by laparotomy or laparoscopy [29-32]. In our case, both patients 
underwent myomectomy by laparotomy, both succeeded in 
having a pregnancy spontaneously. Finally, a systematic review 
[33], published in 2017 objectified that in women with cavity-
distorting myomas, myomectomy may be considered to optimize 
pregnancy outcomes but did not reduce miscarriage rates. 

CONCLUSION
Even today, there is insufficient evidence to conclude that 

uterine fibroids reduce the likelihood of pregnancy. However, it 
has been shown that in the case of myomas deforming the uterine 
cavity, myomectomy would result in pregnancy rates almost 
equivalent to the general population. Infertility management 
must of course take into account the patient as a whole, but it is 
legitimate to reassure the patient that her chances of pregnancy 
after myomectomy will improve, whether by hysteroscopy, 
laparoscopy or even laparotomy for large multiple myomas such 
as the cases presented.
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