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Summary: Laparoscopic myomectomy was done in 215 women in the age group of 20 to 49 years. A total of

361 myomas were removed. The indications were infertility in 124 patients, abdominal pain & backache in

46, menorahagiain 19 and repeated abortions in 12.The duration of procedure ranged from 60 to 240 minutes

with a mean of 94 minutes. The duration of hospitalization was 24 to 48 hours. Majority of the patients (142)

had single myoma. Myomas were morccllated and removed through secondary trocar in 156 cases. Fifteen

patients had mild wound infections. There was no major postoperative complication except one patient had

“vidence of mild intraabdominal bleeding which was treated conservatively. We conclude that laparoscopic

myomectomy is safe and therapeutically effective.

Introduction

Fibrotds are the commonestsolid pelvie tumours. At least
A0 0 of all women are estimated to have letomyomas
durmg their lifetime and 80¢ of them are asy mptomatic
(Parker 1995 Treatment of sy mptomatic women is based
on pattents wishes for further child bearing and the
severty ol svmproms and stegns. Myomectomy s
adttonally performed through daparotomy. Recently
surgical teehniques and mstrumentation have been
developed that allow myomectomy through operative

faparoscopy (Semm and Mettler 1980).
Patients and Methods

Between June 993 and Nay 1997215 women in the
age group of 20 10 49 yewrs underwent laparoscopic
myomectomy. The indications were fertility in 124,
abdomimal pamn and backache in 46, menorhagia in 19
and repeated abortions in 120 Table 1T summarizes the

imdications.

The myomas were diagnosed by the clinical examination
and ultrasonography. FFew cases were diagnosed
merdentally durig laparoscopy performed cither for
mfertility or abdomial pain. Hysteroscopy showed
submucous myomas n 14 cases. The myomas on
ultrasound measured between 2-12 em. Uterus ol more
than 10 weeks pregnancy size were not selected for
laparoscopic my omectomy. When the number of myomas
were more than o0 myemectomy was not attempted
bl

laparoscopicallv, Pre operative ivestigatons included

route blood. urie and ultrasound examination. Blood

was kKept ready for transtusion in anaemie paticnts only,
Pre-operative treatment with GnRH was not given for

any patient.

All cases were done using a video endoscepic system
(Karl Storz) under general anesthesia. A 3-puncture
technique was used. The primary 10-mm trocar for the
telescope was placed infraumbilically, but when the
fibroid was more than 12 weeks it was placed 34 cm
above umbilicus Tor a good panoramic vision. The
sceondary trocars were placed o the tmagimany
Ptannensticl inciston fine. The left 6mm trocar was placed
lateral to inferior eprgastric and right TOmm trocar placed
medial to the inferior epigastric as a matter of
convenience. When myomas were large. the secondan
trocars were placed 3 to 4 cm above the usual sites. o
pedunculated myomas. the pedicle was coagulated with
bipolar and transected with scissors or a unipolar necdle.
Bleeders were coagulated with bipolar forceps. In the
carly part of study mnj. Vasopressin was used as a vaso-
constricting agent for myvomectomy. Myometrium was
incised vertically m majority of the cases. The vertical
incision produces less bleeding as well as it gives beter
orientation for endosuturing. Tunneling incisions were
avolded. as it was difficult to attain hacmostasis. A T0mm
claw foreep or myoma screw was used to hold the my omi
while a suction irrigation or grasping forceps was used
to cnucleate the myoma. All Targe blood vessels were
coagulated with unipolar or bipolar. The myomas were
morcelfated with Semm’s myoma punch in the carly part
ol the study. Since 1996, Steiner’s electromechanical
morcellator was used instead of the mechanical one. 1t is

avery effective and time saving cquipment tor myoma
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morcellaton. My omas were removed through colpotomy
incisions, when moreellation was difticult or moreellator

was not avalable.

Broad hgament myomas were removed after identifying
major vessels and ureter. An oblique mceision was made
on the bulgmg portion of the myoma. Myoma was slowly
cnucleated takimyg care o avord mjury to vessels, Defect
1 the broad hgamentw as notsutured. When hacmostasis
was icomplete a Varto dram was mserted through one
of the suprapubic trocar sites and the patient monitored

postoperatively. Dramn was removed alter 12-24 hours.

Luparoscopic assisted myomectonmy is done when
myomas were multiple and more than Sem i size. After
makimg an inciston over the myoma it ts firmiy grasped
with o 1Omm claw foreeps or myoma screw. Tois then
partially enucleated. Laparoscopic procedure is
temporarily stopped and the abdominal wound around
the trocar holding the myoma is enlarged to 3-4em. The
myoma s pulled up to skin wound. Myoma is now held
with a towel ¢lip after removing the myoma serew and
morcellated using @ T number blade. Morcellation 1s
done i small steps so that the myomia of any size can be
removed through the 3-4em incision. Before completely
detachimg the myoma, myomeuium is held with Allis
torceps and s sutured in layers with a 2-0 vieryl, The
detatled technique is described elsewhere (Paul 1998

In 16 cases other surgreal procedures like adhesiolysis,
coagulation of endometrial implants, cystectomy,
tolheular puncture, hy steroscopic cannulation and septum

meision were done.
Results

A total of 36T myomas were removed laparoscopically
from 215 women mcluded in this study (Table Th. One
hundred and forty twao patients had only single myoma.
The size ranged from 1o 12 em. The types of myomas
and their size and distribution are shown in Table 111
The myomas were moreellated and removed through
secondary trocar i 136 cases. In 48 cases the myomas
were removed by nuntddap incision and m 27 cases

my omas were removed through a colpotomy incision.

The duraton of procedures ranged from 60 to 240 minutes

with a mean of 93 minutes. Blood transfusion was given

Table 1

Presenting Symptoms in patients for myomectoniy

gymptoms No: of Women
Primary Infertility 93
Secondary infertility 31
Abdominal pain & back ache 4
Menorrhagia 19
Repeated abortions 12
Abdominal swelling 7
Dyvsmenorrhoea N

Total 215

Table 1T

No. o myvoma in cach patient

No. of patient No. of myomas  Total myomas

142 i 142
33 2 60
20 3 60
12 4 48
3 >5 45
Total 215 361
Table i
Types of Myomas
Type Size (cnn Numbet
Pedunculated <3cm 20
>3 cm 15
Subserous <3 54
4-5cm 20
> 6em 13
Intramural <3 c¢m 110
4-5¢em 81
>6 30
Broad ligament I
Cervical 7
Total 361

to 2 patients as postoperative Hb was less than 7gm
The duration of hospitalization was 24 to 48 hours,

There were no major intra or postoperative complications.
but one patient of broad Tigament fibroid had mild
intraabdominal  bleeding which was  treated
conservatively. No blood transfusion was given for this
patient. Fifteen patients had wound infections. In 3 cases

wounds healed after several weeks.
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Sccond fook faparoscopy was not performed as a routine.

Repeat faparoscopy was done after 1 ycar in 5 cases of

interthty, two of them showed no adhesion while 3
showed mild pelvie adhestons, In 6 cases of Cacsarcan
secttons, 4 showed mild adhesions while 2 cases had no

adhesions.
Discussion

Ctermme myomas are one ot the commonest
oy naccologieal disorders. Surgical removal is indicated
For symptomatic myomas, occastonally incrdental
nomectomy Is performed when myoma is diagnosed
durnmyg surgeny for other mdications. Laparotomy
nyomectomy s the tradional method. but Mais (1996)
i his prospective randomized trial study has shown
laparoscopie myomectomy has the same therapeutic
elfectiveness and satety as abdominal surgery. Our
cyperience with  laparoscoprie myomectomy in 213
women also confirms that myomectomy can be safe,
therapeutically effective and assoctated with short

hospital stay.

Although single and small myomas can be removed
casihy. muttple Targe my omas are more difticult to excise

at laparoscopy. Inour series 142 out of 213 patients had

single myoma 1661 which suggests that majonty of

faparoscopic myomectomies are notdifficult. Dubuisson
ctal c 199 recommended that laparoscopic myomectomy
be lmited to my omas fess than Tem. Nezhatetal (1991)
suggested that the procedure be Timited to myomas less
than 15 em In this series, only 46 out of 289 myomas
were farger than 6 ony. The bleeding s usually excessive
when the myomas are large and deep scated. All bleeding
vessels i the psceudocapsule are coagulated before
completely enucleating the my oma from the myometrium.
Quick suturing 1s the best method o control bleeding
from the my ometrium. Moreeilation should be delaved
tll suturing is over. Morcellation is a very tedious and
tme consuminy job. A minilaparotomy myomectomy is
prefered when myomas are Targer than Sem and deep
mtramural. The morcellation as well as suturing can be
done through the same wound. In this series 48 cases
were performed by mmilaparotomy. This includes
muluple myomas as well as myomas larger than 6cm.

When the myomas are degenerated and soft. minilap

myomectomy is ditficult because myoma cannot be tirmly
held with any instrument. In such cases a liberal mcision

of myometrium is recommended.

The strength of the myometrium tollowing faparoscopic
myomectomy rematns unknown. Most of the endoscopie
surgeons suture the myometrium in one layer. this nen
be sufficrent for superticial myometrial defects. Deep
myomerrial detects should be ideally sutured m layvers,
so a minilap myomectomy with suturing i layers may
be a better option for the begmner.

Postoperative adhesion formation is another important
matter for consideration. Dubuisson (1998) in his series
of 45 patients who underwent second ook lTaparoscopy
The

factors, which intluenced the occurrence of an adheston.

after myomectomy showed adhesions i 33,65

were posterior location of myoma and use ot sutures.
The rate of adhesions on adnexa was fess. Although we
performed a small number of second ook laproscopies.

our results also suggest a Tow mcidence of adhesions.
Conclusion

Myomectomy is indicated for symptomatic myomas.
With more experience in endoscopic surgery most of the
myomas can be removed laparoscopically. But when
myomas are multiple and large, laparoscopic
myomectomy should be avoided. Lap assisted
myomectomy is a good technique for these type of
myomas.
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