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related to their size, number and location, treatment should be individualized.

1.2. Goal: The objective of the present study is to review current literature and report the case of
a patient wishing to conceive who underwent laparoscopic assisted vaginal myomectomy for a
large cervical myoma

1.3. Methodology: The search was performed using the descriptors “cervical myoma” and
“vaginal myomectomy”. In the PUBMED database, of the 23 articles found, 4 were related to
the theme and 2 recovered.

1.4. Discussion: Most of the studies evaluated cases of vaginal myomectomy by anterior and
pos-terior colpotomy or by laparoscopy. The present study reports a case laparoscopy assisted
vaginal myomectomy for a large cervical myoma. Anterior or posterior colpotomy were not
necessary. 1.5. Conclusion: Laparoscopic assisted vaginal myomectomy is a tactical option in
selected cases and should be considered as a surgical alternative to hysterectomy in patients who
wish to con-ceive, even in cases of large-volume fibroids.

2. Introduction myoma. Follows a bibliographic review on the surgical treat-

The uterine leiomyoma is the most common pelvic tumor in ment of cervical fibroids.

women. It can occur in up to 70% of women. It is clinically ap- 3. Goal
parent in 25% of women in reproductive age [1]. The pathogen-

The objective of the present study is to present the case of a

esis is considered multifactorial [2]. It is usually asymptomatic, patient who underwent laparoscopic assisted vaginal

but may provoke increased uterine bleeding, infertility, recur-rent . .
myomectomy for a large cervical myoma and to review the

fetal loss and abdominal pain [3]. The symptoms are direct-I . . —
pain [3] ke y surgical treatment of cervical fibroids.

4. Methodology

related to the size, number and location of the myomas [4], and
treatment should be individualized. Treatment is clinical or

surgical, depending on age, desire for future pregnancy, symp- The literature review in Pubmed database using the descriptors
toms, size and location of myomas. In patients with plans to “cervical myoma” and “vaginal myomectomy” yielded twenty-
conceive the preference is for myomectomy over hysterectomy, three articles. Only four were related to the theme and two were
and several surgical techniques are available. The present study available. The authors declare no conflict of interest. The patient
reports the case of a patient wishing to conceive who underwent signed a term of consent for the case report and use of images.

laparoscopic assisted vaginal myomectomy for a large cervical
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5. Case Report

A forty-year-old healthy woman with one previous cesarean-
section and one spontaneous abortion presented with abnormal
uterine bleeding and dysmenorrhea. She had undergone an open
myomectomy the previous year, but maintained increased uter-ine
bleeding, associated with anemia requiring blood transfusion. She

responded poorly to clinical treatment with combined oral
contraceptives, progestins and non-steroid anti-inflammatories.

Figure 2: PIntraopefative images: myoma visualized at the level of the

Diagnostic hysteroscopy revealed a type Il submucous myoma » . )
external orifice of the uterine cervix.
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with two centimeters, occupying the entire uterine cavity, emerg-
ing from the right anterolateral wall. The uterus Pelvic Magnetic
Resonance Imaging was in anteversion and measured 104x60x59

mm. The study evinced a 16 mm submucosal myoma and a solid
intra-uterine expansive formation measuring 67x52x51mm, lo-
cated in the isthmus-corporeal transition, extending to the uter-ine
cavity (Figure 1). Upon physical examination, it was possible to

visualize the myoma through the external orifice of the cervix.
Figure 3: Removed uterine leiomyoma.

Figure 1: Pelvic MRI. Sagittal T2 weighted images at midsagittal plane
showing a pelvic mass with heterogeneous low signal inside the cervix,
without clear invasion of adjacent pelvic structures.

The patient was submitted to a laparoscopy assisted vaginal
myo-mectomy. We visualized the fibroid at the level of the
external orifice of the uterine cervix, clamped it and combined
tortion and traction until its complete withdrawal. With the
dilated cer-vix, a submucous myoma was identified on the
uterine fundus, clamped and removed likewise. Laparoscpopic
vision ensured the security of the procedure, in case of uterus
perforation. The mass measured 6,8 x 5,0 x 3,5 cm. The final
histopathological ex-amination confirmed the diagnosis of
uterine leiomyoma. The operation lasted about 120 minutes and
there was no need for blood transfusion (Figure 2 and 3). The
patient was discharged 24 hours after surgery, asymptomatic
and without complications during hospitalization. She was
reassessed on an outpatient basis twice, six and thirty days after
surgery. On her last visit, she was asymptomatic, had no
vaginal bleeding and a closed cervix (Fig-ure 4 and 5).

Figure 6: RNM pos.

After the three months of surgery, control imaging revealed full
recovery. hysteroscopy showed a uterine cavity with no abnor-
malities and Pelvic Magnetic Resonance Imaging was normal
(Figure 6). She was then released for sexual activity and attempt
at pregnancy.
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6. Discussion

Davies et al. [5] described in 1999 35 cases of vaginal myomec-
tomy through anterior and posterior colpotomy. Subsequently,
Faivre et al. [6] published a review on the topic and evaluated
cases of excision of uterine fibroids by anterior and posterior
vaginal wall incision. Rolli et al. [7] published in 2012 a retro-
spective study of 46 cases of vaginal myomectomy via posterior
colpotomy. In these three studies, no surgical approach similar
to the one described in this report was performed.

Terzic et al. [8] reported a case of vaginal myomectomy for a
pe-diculated submucous myoma, showing that even large
volume fibroids can be successfully removed vaginally. This
report was somewhat similar in approach to this present study,
yet no con-comitant laparoscopy was performed. Peker et al. [9]
reported a similar case in 2016 using laparoscopy to assist the
treatment of a large prolapsed fibroid.

Birsan et at. [10] published in 2003 a pilot study involving 24
patients with single symptomatic uterine fibroids, aimed at com-
paring the feasibility and complications of vaginal and laparo-
scopic myomectomy. Conversion to laparoscopy was required in
one nulliparous patient undergoing vaginal myomectomy for a
fundal fibroid, as it proved inaccessible intra-operatively through
the vaginal approach. This study suggests that vaginal myomec-
tomy should be restricted to myomas located on the posterior
uterine wall. Contrary to this study, the present report shows that it
is possible, in selected cases, to safely remove anterior wall fi-
broids vaginally using laparoscopy to increase safety.

Pelosi’s [11] in 1997 and Goldfarb [12] in 2001 described their
procedures, in which the dominant myoma was removed lapa-
roscopically, and the uterus was delivered - via colpotomy -
into the vagina for removal of secondary uterine myomas and
uterine closure.

Most studies have evaluated cases of vaginal myomectomy via
anterior and posterior colpotomy or via laparoscopy. The
present study reports a case of laparoscopy assisted vaginal
myomectomy for a large cervical myoma without anterior or
posterior col-potomy. We believe that laparoscopy adds safety
to the surgical procedure, allowing wide visualization of the
pelvis and adjacent organs, and hence prevention, identification
and treatment of possible associated complications

7. Conclusion

Laparoscopy assisted vaginal myomectomy may be a surgical
option in selected cases. It is an alternative to hysterectomy in
patients with conception plans, even for large-volume fibroids.
Laparoscopy adds safety to the surgical procedure as it allows
wide visualization of the pelvis, blood vessels and adjacent or-
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gans. It permits the identification and treatment of possible
com-plications associated with an exclusively vaginal
approach. More studies are needed to compare the techniques
and postoperative outcomes
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