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Introduction
Abdominal myomectomy is a surgical removal of fibroid from 
uterine wall, with subsequent reconstruction and repair of the 
incisions made on the uterine and abdominal walls [1,2]. This is 
facilitated using anesthesia, which could be a general or regional 
anesthesia [3,4].

Anesthesia for abdominal myomectomy remains a challenge 
in the developing countries because of several factors, which 
includes the growing population and number of persons presenting 
with uterine fibroid, and the need for surgical and anesthesia 
intervention and socioeconomic issues like religious beliefs, 
literacy, poverty and poor remuneration of the Anesthetists [5]. 
Other influencing factors are the insufficient number of trained 
physician anesthetists, nurse anesthetists and technicians, poor 
operation theatre infrastructure and unavailability of equipment, 

lifesaving drugs and anesthetic agents [5]. Poor educational 
resources like non-popularity of anesthesia as a specialty, 
lack of proper audit, research, publications and guidelines and 
inadequate water, transportation, electricity, oxygen and blood 
banks are also found to be contributory to the challenges [5].

The problems of human, technical, investment and educational 
resources are the main factors that require more attention 
before developing safe anesthesia care services for abdominal 
myomectomy in the developing countries [5,6]. Patients often 
present very late with huge uterine fibroid for surgical treatment 
because of fear and poor socioeconomic status, with strong 

choice of retaining their uterus and possibility of being able to 
bear children after surgery [1,7].

The type of anesthesia given to the patient during abdominal 
myomectomy may be affected by the level of training of the 
medical personnel, poor operation theatre infrastructure and 
unavailability of equipment, lifesaving drugs and anesthetic 
agents [5,8]. Sometimes the physicians also face problems 
associated with resource limited working environment like 
unreliable electricity, unavailability of compressed oxygen and 
other gases, sophisticated machines and modern drugs [9-11]. 

Easy adaptability and proper utilization of available resources 
are essential features desired for the Anesthetists working in 
developing countries, in other to be able to provide anesthetic 
services [10,11]. Thus, there is a need to audit the anesthetic 
practice for abdominal myomectomy over the period of 
five years in our Institution, and formulate possible practice 
guideline.

Methodology
After obtaining approval from the Research and Ethics 
Committee of Federal Medical Centre Owerri, Imo State (FMC/
OW/HREC/15), we reviewed the data of patients who had 
abdominal myomectomy from 1st January 2009 to 31st December 
2013 in our institution, by accessing the departmental hospital 
records.  The study was done over the period of 6 months, and 
we reviewed the type of anesthesia given to all the patients who 
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had abdominal myomectomy over the period of 5 years studied 
and data collected were entered Excel Spread sheet version 
2011 (Microsoft Corp, Redmond, WA). Tables and figures 
were used to present the results, and expressed as proportion 
and percentages.

Results
A total of 202 anesthetic services were offered for abdominal 
myomectomy during the period of January 1st, 2009 to December 
31st, 2013 in our institution.

Figure 1 shows the yearly distribution of anesthetic care for 
abdominal myomectomy. In 2009 a total of 27 anesthetic 
services were provided for abdominal myomectomy, however 
78% of that services were general anesthesia, while 15% and 
7% of such services were in the form of subarachnoid block 
alone and in combination with general anesthesia respectively. 
In 2010 out of the 28 patients were anesthetized for abdominal 
myomectomy, 71.4% received general anesthesia, 14.3% had 
subarachnoid block alone and 14.3% received subarachnoid 
block in combination with general anesthesia. In 2011 general 
anesthesia (77%) also dominated over spinal anesthesia alone 
(21%) and spinal anesthesia combined with general anesthesia 
(2%) in the 44 anesthetic services that were rendered for 
abdominal myomectomy. In 2012, out of 60 patients that 
received anesthesia for abdominal myomectomy, 82% were 
given general anesthesia, while spinal anesthesia alone and in 
combination with general anesthesia were given to 15% and 3% 
of the patients respectively. In 2013 general anesthesia, spinal 
aesthesia and combined spinal-epidural anesthesia were given 
to 81%, 12%, and 7% of the 44 patients who had abdominal 
myomectomy respectively (Figure 1).

Figure 2 shows the total distribution of anesthetic services over 
the period of study. The total of 79% of the patients received 
general anesthesia for abdominal myomectomy, while 15% had 
spinal anesthesia. Also 4.5% of the abdominal myomectomies 
were done with spinal anesthesia in combination with general 
anesthesia, while 1.5% of the cases were with a combination of 
spinal anesthesia and epidural anesthesia (Figure 2).

Discussion
Safe anesthesia and surgery initiative is focused on reducing 
the morbidity and mortality associated with surgery, and 
helps improve outcome [12,13]. However, this goal remains a 
challenge in developing countries because of limited manpower, 
poor operation theatre infrastructure and unavailability of 
equipment, lifesaving drugs and anesthetic agents [5,8].

Anesthesia service for abdominal myomectomy can be in the 
form of general, spinal, or epidural anesthesia [3,4]. Sometimes 
different techniques like general and spinal anesthesia or spinal 
and epidural anesthesia can be combined to achieve the task 
of ensuring a pain free surgery, especially when surgery is 
prolonged. 

We discovered in our study that, the most common anesthetic 
service available for patients who had abdominal myomectomy 
in our Institution was general anesthesia (79%). This is not 
unusual, as it has been demonstrated in other studies that general 
anesthesia can be used as a technique of choice in abdominal 
myomectomy [4,14,15]. In a study that retrospectively audited 
the indication and outcome of 248 abdominal myomectomies 
done in University of Maidugiri Teaching Hospital in Nigeria, 
general anesthesia was found to be one of the choices of 
anesthesia for their patients [14], however, the rate was not 
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Figure 2. Total distribution of anesthetic services during the period of study.
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Figure 1. Yearly distributions of anesthetic care for abdominal myomectomy.
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indicated. In another study conducted by Aggo et al. [4] in 
University of Port Harcourt Teaching Hospital, that focused on 
the differential impact of anesthesia on cortisol level of surgical 
patients, they observed that there was 53% rate of general 
anesthesia utilization for abdominal myomectomy. Sinha et al. 
in their study focused on laparascopic myomectomy, and found 
general anesthesia to be the technique of choice [16]. 

General anesthesia has been found to limit perception of 
sensations to surgical stimuli, but it does not completely 
subdue the neuroendocrine response to surgery, even when 
either the intravenous or inhalational anesthetic agent is used 
[17]. General anesthesia sometime can be associated with some 
morbidity like airway mishap, awareness, pain, cardiovascular 
collapse and respiratory depression. In some environment, lack 
of equipment and monitors can negatively influence the use of 
general anesthesia for surgeries [5].

We also observed that some of the patients had their surgeries 
done with spinal anesthesia (31%). This is not new, as it has 
been demonstrated in other studies. In a study conducted 
by Sule et al. [16], spinal anesthesia was demonstrated as a 
technique for abdominal myomectomy. This was also shown in 
the study conducted in a tertiary hospital in Nigeria [14]. Spinal 
anesthesia has the advantage of preventing airway related 
morbidities associated with general anesthesia, and it’s cost 
effective, however, it can be associated with some complications 
like hypotension, bradycardia, headache, and urinary retention. 
Establishing spinal anesthesia service also require one to have 
resuscitative equipment and drugs, however, this is usually 
lacking in most health institutions in developing countries [5].

Spinal anesthesia sometimes does not outlast the duration of the 
surgery, thereby necessitating the need to provide other means 
of ensuring analgesia and possible hypnosis during the rest of 
the period of surgery. In our audit, we discovered that some 
patients (4.5%) received spinal anesthesia in combination with 
general anesthesia, while some (1.5%) of the audited patients 
had a combination of spinal and epidural anesthesia. 

In the group of patients that had a combination of general 
and spinal anesthesia, the general anesthesia component was 
started following the regression of sensory blocks of the spinal 
anesthesia while the surgery was on going. This could explain 
why we recorded a high rate of utilization of general anesthesia 
for abdominal myomectomies (79%), as most clinicians 
preferred general anesthesia only, with the believe that it can 
help them maintain a steady management even when it requires 
them to take into consideration the speed and skill of the 
surgeon, the size of the uterine fibroid and duration of surgery. 

In the group of patients that received the combination of spinal and 
epidural anesthesia, subarachnoid block was given and epidural 
catheter inserted without activation. The spinal anesthesia 
initiates early onset of sensory and motor blocks, necessitating 
pain free surgery, and following regression of the sensory 
blocks, epidural anesthesia is activated. This prolongs sensory 
block and provides analgesia in prolonged surgery, and it can 
be beneficial in postoperative pain management. This appears 
to be an emerging anesthetic technique in our environment, as 
it was observed only in 2013. The technique is also valuable in 

our environment where patients present late, with huge uterine 
fibroid and refusing hysterectomy, with chances of surgery being 
prolonged [1,8]. However, this technique requires elevated level 
of training and skill to perform it.

Epidural anesthesia alone is another choice of anesthetic 
technique for abdominal myomectomy. However, this was not 
demonstrated in our audit. It has been found to be valuable 
in providing analgesia during surgery, even in prolonged 
operation and postoperative period. Local anesthetic agent is 
injected into the epidural space through the epidural catheter in 
a continuous infusion or intermittently. However, its onset of 
sensory block can be delayed, and at times offer patchy sensory 
blockade. It also requires elevated level of skill to perform the 
procedure. A different study done in Port Harcourt, Nigeria [4] 
showed utilization rate of epidural anesthesia for abdominal 
myomectomy of 47%.

Conclusion
This study revealed that in our Institution the most available 
anesthetic service for abdominal myomectomy is general 
anesthesia. Spinal anesthesia is another option, but in some 
conditions, it does not outlast the period of surgery, thereby 
necessitating its combination with another technique. In the 
recent time, combined spinal epidural anesthesia is emanating, 
and this offers the benefit of analgesia even in prolong surgery 
and postoperative period. We strongly recommend epidural 
anesthesia or its combination with spinal anesthesia for 
abdominal myomectomy in the absence of any contraindication, 
considering that this will help to avert all the airway related 
complications associated with general anesthesia. This practice 
however requires elevated level or skill and training.
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