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Abstract 
Background: Myoma is the most common benign monoclonal neoplasm of the 

uterus with increased frequency during reproductive years of women. 

Case Presentation: A twenty two year old female presented with abdomen lump, 

dysmenorrhoea, and heavy menstrual bleeding. Multiple myomas were diagnosed 

based on clinical and radiological findings. Abdominal myomectomy was performed 

and 75 myomas were enucleated followed by reconstruction of uterus. The second 

case was a 28 year old married woman presented with heavy menstrual bleeding and 

dysmenorrhoea. Ultrasound reported single posterior wall myoma of 86.35.8 cm 

in size. Laparoscopic myomectomy was performed. At follow-up visit, both cases 

were completely free of any symptoms. 

Conclusion: Myomectomy is a feasible and safe option and a uterine preserving 

surgery even in the presence of multiple myomas. Setting appropriate criteria in se-

lecting patients for abdominal myomectomy rather than MIS is essential to avoid 

conversion and associated morbidity. 
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Introduction 
yomas are the most common pelvic tumors 

in women with estimated incidence of 10 to 

20%, yet the prevalence has been reported as  
 

high as 70-80% in studies in which histologic or 

sonographic examination was conducted (1). My-

omas are estrogen and progesterone dependent 

tumors with increased frequency during late re-

productive years. Though most of them are spo-

radic, familial clustering could be seen in 20-30% 

of cases (2). Most of the women with fibroid are 

asymptomatic, and symptoms in those who are 

symptomatic could be influenced by size, loca-

tion, and associated complication (1). Myomas 

have been classified using FIGO classification 

based on their location (3). Diagnosis is usually 

confirmed on ultrasound; however, MRI may be  
 

 

 

 

 
needed occasionally for pre-operative mapping or 

to differentiate it from adenomyosis (4). Treat-

ment depends on symptoms, location, size, the 

desire for fertility, and available equipment. The 

feasible treatment options are medical, surgical 

(myomectomy, radiofrequency ablation, and hys-

terectomy), and minimally invasive procedures. 

Despite the availability of novel medical man-

agement, surgery remains the cornerstone of my-

oma management. In this paper, two cases of my-

omectomies, performed at a tertiary care institute 

(AIIMS Patna) in 2021, have been reported; in 

one of the cases, abdominal myomectomy was 

done whereas laparoscopic myomectomy was per-

formed in the other. This case report highlights 

the importance of careful patient selection for ei- 
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ther minimally invasive surgery (MIS) or open 

myomectomy to avoid conversion and associated 

morbidity.   

 

Case Presentation 
A twenty two year old sexually inactive girl vis-

ited our outpatient department (OPD) with com-

plaints of dysmenorrhoea and heavy menstrual 

bleeding for 5 years and abdominal swelling for 3 

years which was gradually increasing. Her previ-

ous cycles were normal. Her family history was 

significant since her sister had multiple myomas 

and underwent surgical removal in her 20s. Se-

vere pallor was noticed on general examination. 

Local examination revealed a firm, well defined 

lobulated mass of 32 weeks gravid uterus size 

arising from pelvis. Transabdominal ultrasound 

was done for the clinical diagnosis of fibroid uter-

us. On ultrasonography, multiple intramural and 

subserosal myomas were noticed. Since we were 

planning for myomectomy, MRI was performed 

which reported multiple ill-defined to relatively 

well-defined closely abutting heterogeneous mass-

es in the abdominopelvic region measuring 20 

1210 cm in size (the largest lesion measuring 

9.78.77.8 cm in lower posterior myometrium). 

Endometrial lining was seen compressed along 

the anterior aspect of the lower half of masses 

with only thin rim of posterior myometrium visu-

alized. Endometrial lining could not be delineated 

in the upper half of the uterus. Findings were sug-

gestive of multiple myometrial, intramural, and 

subserosal myomas with cystic degeneration in 

few of them (Figures 1A and 1B). Based on clini-

cal and radiological findings, diagnosis of multi-

ple myomas was made. As the number of myoma 

was exceeding 5, open myomectomy was plan-

ned. Three units of packed red blood cells   

 

(PRBCs) were transfused in preoperative period 

for correcting anaemia (pre-op Hb -6.4 gr). Ab-

domen was opened by midline vertical infrau-

mbilical incision. Before the enucleation, vaso-

pressin (20 units in 200 ml of normal saline) was 

infiltrated into the myometrium to decrease in-

traoperative blood loss. As myomas were distend-

ing the lower uterine segment and cervix, ureter of 

both side was traced up to bladder by retroperito-

neal dissection. The incision was made vertically 

in the anterior wall of the uterus, ascending to the 

upper uterine segment and 30 myomas were enu-

cleated through the incision. The second incision 

was made posteriorly (as approaching through the 

incision in the anterior wall was not possible) over 

lower uterine segment and 45 myomas were enu-

cleated (Figures 2A and 2B). Myoma beds were 

closed meticulously using interrupted mattress 

sutures with Vicryl 1-0. Uterine incisions were 

closed using baseball sutures. Total blood loss 

was approximately one litre and operative time 

135 min. Post-operatively, she required 2 units of 

blood transfusion. The patient made a good re-

covery and was discharged on day seven. On her 

second follow-up after 3 months, she was asymp-

tomatic and had normal menses without dysmen-

rrhoea. She was happily married and pregnant at 6 

weeks at the time of writing this paper. 

A 28 year old nulliparous woman presented with 

complaints of dysmenorrhoea and heavy menstru-

al bleeding for two years. Her previous cycles 

were regular. Mild pallor was noticed on physical 

examination. Local examination revealed a uterus 

with 12 week size and maximum bulge was noted 

on the left posterior lateral wall. The rest of exam-

ination results were normal. Ultrasound reported a 

large posterior wall myoma of 86.35.8 cm in 

size. MRI reported single, well defined, heteroge- 
 

 

Figure 1. A) Sagittal T2 w image showing multiple fibroids 

in posterior wall of uterus and cervix with endometrial canal 

compressed anteriorly (black arrow), and anterior uterine wall 

(white arrow). B) Axial T2w image showing multiple fibroids 

in fundal region 

Figure 2. A) Intraoperative image showing grossly enlarged 

uterus with multiple fibroids. B) Removal of 75 fibroids 



D
o

w
n

lo
a

d
e

d
 fro

m
 h

ttp
://w

w
w

.jri.ir 

 

 

 

312 J Reprod Infertil, Vol 23, No 4, Oct-Dec 2022 

Case Report for Myomectomy in Era of MIS JRI 

neous intramural mass in the left posterolateral 

wall of uterus measuring 76.36.4 cm in size, 

indenting the endometrial cavity and displacing it 

towards the right side (Figures 3A and 3B). Lapa-

roscopic myomectomy was performed. Next, 20 

units of diluted vasopressin was infiltrated into the 

myoma. Horizontal incision was made over the 

most prominent part of myoma, enucleation was 

performed, and myoma bed was obliterated using 

2-0 barbed suture (Figures 4A and 4B). Total op-

erative time was 70 min and blood loss was 80 ml. 

The patient made good recovery and was dis-

charged on the second day of surgery. During fol-

low-up, she had conceived spontaneously and she 

was pregnant at 32 weeks at the time of writing 

this paper.  
 

 

Discussion 
Myomas are benign monoclonal tumors of 

smooth muscle. Depending on the location and 

size of the fibroid, patients can present with ab-

normal uterine bleeding (AUB), pelvic lump, 

pressure or infertility. Our patients presented with 

dysmenorrhoea, heavy menstrual bleeding, and 

abdominal lump. Though myomas are found spo-

radically, clustering in the family could be seen; 

the first patient was such as case whose elder sis-

ter had multiple myomas in her 20s. Ultrasound is 

the first-line imaging used in diagnosing uterine 

myomas (4). Nevertheless, MRI may be required 

to confirm size, location, number, and endometrial 

cavity encroachment. In these cases, preoperative 

MRI was performed for planning of site and num-

ber of uterine incisions. Management is influ-

enced by the presenting symptoms, the desire to 

preserve fertility, and availability of facilities. The 

accessible management options are medical, sur-

gical (laparoscopic myomectomy, hysteroscopy, 

radiofrequency ablation, hysterectomy), and min-

imally invasive procedures (endometrial ablation, 

uterine artery embolization, magnetic resonance 

guided focused ultrasound) having their own indi-

cations, benefits, and risks (5). Even with the 

availability of novel medical options, surgery re-

mains the mainstay of myoma management. De-

spite clear advantages of MIS, surgeons should 

cautiously select the patients for endoscopic my-

omectomy as "one size doesn’t fit all". Vargas et 

al. noticed that at >270 min of operating time, 

MIS offers questionable benefit over abdominal 

myomectomy at <90 min and reinforced that con-

version increased the composite morbidity (6). 

Therefore, setting appropriate criteria with a focus 

on patient selection for route of myomectomy is 

the foremost priority to avoid conversion and as-

sociated morbidity. Few authors suggested a crite-

rion of a single intramural or subserosal fibroid 

≤15 cm or ≤3 fibroids of ≤5 cm for laparoscopic 

myomectomy whereas others suggested an indi-

vidual choice based on surgeon’s specific experi-

ence and limitations (7, 8). However, they recog-

nized that operating time increased with greater 

number or larger size of fibroids. Open myomec-

tomy was selected in case 1 as the patient desired 

to preserve her fertility; in the first case, myomas 

were multiple and expected operating time via 

laparoscopy was longer. In case 2, there was a 

single large myoma, so laparoscopic route was the 

best choice. Since myomas have high vascularity, 

myomectomy causes excessive blood loss.  There-

fore, it is essential to use intervention for reducing 

blood loss during myomectomy. Recent Cochrane 

review on interventions to reduce blood loss dur-

ing myomectomy showed  that  vaginal insertion 

of misoprostol and infiltration of vasopressin into 

Figure 3. A) Sagittal T2 w image showing a single fibroid in 

the left posterolateral wall of uterus. B) Axial T2w image 

showing large fibroids in posterolateral wall 

Figure 4. A) Laproscopic view showing a large fibroid in the 

left posterolateral wall of uterus (black arrow). B) Laparos-

copic view showing stitched uterus following myomectomy 
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the uterine muscle were effective in reducing 

blood loss during myomectomy; however, no 

strong evidence was found for the rest of the in-

terventions (chemical dissection, dinoprostone, 

gelatin-thrombin matrix, tranexamic acid, vitamin 

C, mixture of bupivacaine and epinephrine, a fi-

brin sealant patch, and the two types of tourni-

quet) (9). In our case, infiltration of vasopressin 

into the myometrium was used for reducing the 

intraoperative blood loss. As myomas were ex-

panding the lower uterine segment in case 1, the 

course of ureter was delineated by retroperitoneal 

dissection before embarking on myomectomy. 

Ureter delineation is the key step for avoiding its 

injury during pelvic tumor surgery. Meticulous 

closure of myoma bed is vital for successful out-

come. There are only few case reports of myo-

mectomy for multiple myomas. Bekabil reported 

removal of 36 fibroids from a 26 year old woman 

(10). However, this would be the highest number 

of myomas removed through two uterine incisions 

to the best of our knowledge. This case report 

highlights the feasibility of uterine preserving 

surgery, techniques to reduce blood loss, and 

measures to prevent ureteric injury during myo-

mectomy for grossly enlarged uterus with multi-

ple myomas and simultaneously emphasizes the 

importance of patient selection for minimally in-

vasive procedures or abdominal myomectomy to 

offer maximum benefit to the patients.  

 

Conclusion 
It seems that myomectomy is a feasible and safe 

option for the treatment of uterine fibroids. Lapa-

roscopy clearly demonstrates faster recovery rate, 

less adhesion formation, possibility of using more 

cosmetic incisions, and reduced blood loss com-

pared to open techniques. However, in multiple 

myomas, the size more than 10-15 cm and number 

>5 is associated with longer operative time and 

the need for multiple uterine incisions, thus blunt-

ing the benefits of laparoscopy. Therefore, clini-

cians should not enthusiastically adopt minimally 

invasive myomectomy for every case as one size 

does not fit all. There are indications for the use of 

abdominal myomectomy even in the era of MIS.  
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