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Abstract: 
Background: While myoma is the most common pelvic mass of women, most women 

do not seek screening tests for uterine myoma and if they have any fibroid they are not 

volunteer for its surgical removal.  

Case: We present here a novel technique of vascular skeletonization to preserve uterus, 

making pregnancy possible for an infertile woman with a large uterine myoma, situated 

in the uterine lower segment. 

Conclusion: Vascular skeletonization to preserve vessels for a case of myomectomy 

helped preserve the patient's ability to conceive.  
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Introduction 
 

Uterine fibroids (also known as myomas or 

leiomyomas) are the
 
most common benign solid 

tumors found in the female genital
 
tract (1). They 

arise from the muscular part of the uterus.
 

Myomas are divided into three groups: if they 

migrate towards the abdominal cavity, they are 

called subserous masses. If they follow the path of 

the intrauterine cavity, they become
 
submucous 

fibroids. Masses in the uterine muscle are called 

intramural.
 
 

Localization of uterine fibroid seems to be an 

important factor
 

in determining frequency and 

severity of its symptoms. Submucous fibroids 

may cause severe clinical symptoms such
 

as 

excessive bleeding, dysmenorrhoea and a 

predisposition to reproductive failure. Submucous 

fibroids are associated with chronic
 
endometritis, 

and a risk for malignant change
 
and are source 

of pre-term delivery,
 
abnormal presentation, 

post-partum haemorrhage and puerperal
 

infections (2).
 
Most submucous fibroids occur at 
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the corporeal sites of the
 
uterine cavity. Some are 

fundal, others are anteriorly, posteriorly
 

or 

laterally situated. Small fibroids may also arise 

from the
 
cornual regions, thus interfering with the 

utero–tubal
 
junction lumen. A few are located at 

the cervical canal (3).
 
 

Hysterectomy and laparotomic excision have 

long been considered
 
the two standard routes of 

surgical treatment for symptomatic
 

submucous 

fibroids (4). Myomectomy has been the choice for 

women who want to preserve their reproductive 

capacity. However, ten to thirty percent of women 

who are pregnant despite a large myoma will 

present with some form of complication during 

pregnancy such as first trimester losses, pressure 

symptoms caused by the myoma on the mother 

and fetus, pain of ‘red degeneration’, premature 

labor, premature rupture of membranes, 

malpresentations, retained placenta, postpartum 

hemorrhage and uterine torsion and higher 

Caesarean section rate mainly due to obstructed 

labor and malpresentations (5). 

No single
 
technique proven to be superior for 

treating fibroids (6-8). Laparatomy myomectomy 

may lead to the development of pelvic post-

operative
 

adhesions which may further reduce 

rather than enhance fertility (9).
 
 We present here 

a case of large uterine myoma, situated in the 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

rm
.ir

 o
n 

20
26

-0
1-

31
 ]

 

                               1 / 4

https://ijrm.ir/article-1-210-fa.html


Esmailpour et al 

142                                                        Iranian Journal of Reproductive Medicine Vol.9. No.2. pp:141-144 , Spring 2011 

uterine lower segment of an infertile woman with 

a novel technique to preserve uterus making 

pregnancy possible for her. 

 

‍Case report 
 

A 32 year old woman of several years of 

marriage was referred to our gynecology clinic for 

the chief complaint of infertility with pelvic pain 

and pressure and frequent episodes of UTI and 

urinary frequency. Her uterine size was larger 

than what was expected. An ultrasound 

examination revealed a solid mass (15 cm by 13.6 

cm by 20 cm) situated in the inferior segment of 

the uterus.  

Hystero salpingography (pic 1-A and B) 

showed obstruction of the left tube because of the 

mass. Because of her history of infertility, she was 

not a candidate for hysterectomy. Myomectomy in 

this size close to vessels could not be done unless 

the mass being removed while the vessels 

preserved.  

 

The metroplasty procedure 

A lower segment transverse incision was first 

performed. The enlarged uterus was lifted through 

the incision. The fibroid was separated from the 

wall of the uterus. The uterus was scraped (like 

the process of sharp debridement) from fibroid 

tissue so vessels remained at the base. The large 

myoma was around the inferior segment of the 

uterus (Pic 2-A). To avoid complete detachment 

of fundus with cervix after the removal of the 

mass (pic 2-B), the posterior aspect of the uterine 

wall was sutured to the posterior aspect of the 

cervix (pic 2-C and D). A Foley catheter was 

inserted in the uterus (pic 2-E). Using dissolving 

suture (Vicryl) in a three-layer closure fashion, 

lateral walls of the uterus was sutured to the 

cervix. The anterior wall of the uterus was the last 

part to be connected to the cervix (pic 2-F). 

A HSG of the patient, 6 months later 

demonstrated that the elongation of the inferior 

segment of the uterus as well as the pressure 

effect of the mass on the tube was corrected (pic 

3).  

The post-operative recovery was uneventful. 

No blood transfusion was necessary. She was 

followed up to her pregnancy.  Her pregnancy and 

elective C/S was uneventful. Her baby is also 

well.  

 

      
A- The elongated uterine lower segment 

 

 

 

       
B- Lateroversion of the uterus 

 

 

 

      
C- Obstruction of the Left tube 

 
Figure 1. Hystero salpingography of the myoma of the case 

before the procedure. 

 

 

 

 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

rm
.ir

 o
n 

20
26

-0
1-

31
 ]

 

                               2 / 4

https://ijrm.ir/article-1-210-fa.html


Vascular skeletonization during myomectomy 

Iranian Journal of Reproductive Medicine Vol.9. No.2. pp:141-144, Spring 2011                                                         143 

 

 
 

Figure 2. Step by step pictorial description of the procedure   

 

 

 

 
 

Figure 3. Hystero salpingography of the case after the procedure; tubes are patent and the inferior segment of the uterus is no longer 

elongated.

 

 

Discussion 
 

Traditionally myomectomy is done by 

enucleation of the fibroid technically easier in the 

large fibroids uterus owing to the greater 

‘looseness’ of the capsule. A three-layer closure 

of the incision is advocated because of the large 

surface area for closure (1). The case described 

above illustrates that lower segment myomectomy  

(with incisions made over the fibroid) preserving 

vessels can be safely performed. 

 

 

Such an operation should only be carried out 

with optimal anesthetic facilities and by an 

experienced surgeon who has already had 

extensive experience in interval myomectomy as 

the pattern may on occasion be confronted by 

considerable blood loss. 

Sufficient matched blood must be made 

available along with prophylactic broad spectrum 

antibiotics. This technique should be considered 

in carefully selected cases of infertility to allow 

subsequent pregnancies. 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

rm
.ir

 o
n 

20
26

-0
1-

31
 ]

 

                               3 / 4

https://ijrm.ir/article-1-210-fa.html


Esmailpour et al 

144                                                        Iranian Journal of Reproductive Medicine Vol.9. No.2. pp:141-144 , Spring 2011 

References 

 
1.  Rock JA, Jones HW. TE Linde’s Operative Gynecology: 

9th Ed. USA: Williams and Wilkins; 2008: 703. 

2.  Bernard G, Darai E, Poncelet C, Benifla JL, Madelenat P. 

Fertility after hysteroscopic myomectomy: effect of 

intramural fibroids associated. Eur J Obstet Gynecol 

Reprod Biol 2000; 88: 85-90.  

3.  Valle RF, Baggish MS. Hysteroscopic myomectomy. In: 

Baggish MS, Valle RF, Guedj H, eds. Hysteroscopy. Visual 

Perspectives of Uterine Anatomy, Physiology and 

Pathology Diagnostic and Operative Hysteroscopy. 3rd Ed. 

Philadelphia; Lippincott Williams & Wilkins, a Wolters 

Kluwer Business; 2007: 385-404.  

4.  Haney AF. Clinical decision making regarding 

leiofibroidta: what we need in the next millenium. Environ 

Health Perspect 2000; 108: 835-839. 

5.  Aharoni A, Reiter A, Golan D, Paltiely Y, Sharf M. 

Patterns of growth of uterine leiomyomata during 

pregnancy, a prospective longitudinal study. Br J Obstet 

Gynaecol 1988; 95: 510-513. 

6.  Munoz JL, Jimenez JS, Hernandez C, Vaquero G, Perez 

Sagaseta C, Noguero R, et al. Hysteroscopic myomectomy: 

our experience and review. JSLS 2003; 7: 39-48. 

7.  Campo S, Campo V, Gambadauro P. Short-term and long-

term results of resectoscopic myomectomy with and 

without pretreatment with GnRH analogs in premenopausal 

women. Acta Obstet Gynecol Scand 2005; 84: 756-760. 

8.  Ubaldi F, Tournaye H, Camus M, Van der Pas H, Gepts E, 

Devroey P. Fertility after hysteroscopic myomectomy. 

Hum Reprod Update 1995; 1: 81-90. 

9.  Di Spiezio Sardo A, Mazzon I, Bramante S, Bettocchi S, 

Bifulco G, Guida M et al. Hysteroscopic myomectomy: a 

comprehensive review of surgical techniques. Hum Reprod 

Update 2008 14: 101-119. 

 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

rm
.ir

 o
n 

20
26

-0
1-

31
 ]

 

Powered by TCPDF (www.tcpdf.org)

                               4 / 4

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Aharoni%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Reiter%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Golan%20D%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Paltiely%20Y%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Sharf%20M%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Di%20Spiezio%20Sardo%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Mazzon%20I%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Bramante%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Bettocchi%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Bifulco%20G%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Guida%20M%22%5BAuthor%5D
https://ijrm.ir/article-1-210-fa.html
http://www.tcpdf.org

