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Abstract: Pelvic masses are commonly diagnosed following clinical examination. These may be 

located in the genital organs or may interest other pelvic and abdominal organs. The pathology of the 

pelvic masses varies with age. The postmenopausal period is most commonly associated with 
malignant pathology while reproductive age is associated with benign pathology. The purpose of this 

paper is to present the experience of the Obstetrics and Gynaecology Clinic of the Sibiu County 

Clinical Emergency Hospital in laparoscopic myomectomy. We evaluated the patients admitted to the 

Obstetrics and Gynaecology Clinic of the Emergency County Clinical Hospital in Sibiu who 
underwent a laparoscopic myomectomy between 1.01.2015 - 06.06.2019. During this time, 14 

laparoscopic myomectomies were performed in our clinic. Patients ranged in age from 29 to 57 years. 
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INTRODUCTION 
Pelvic masses are commonly diagnosed following 

clinical examination. These may be located in the genital organs 

or may interest other pelvic and abdominal organs. The 

pathology of the pelvic masses varies with age. The 
postmenopausal period is most commonly associated with 

malignant pathology while reproductive age is associated with 

benign pathology.(1) 

Uterine fibroids are a major health problem. These can 
affect patients’ quality of life as well as reproductive function. 

Fibroids are benign tumours that originate in the myometrium. 

Their increase is dependent on the hormonal variations of 

estrogen and progesterone. Uterine fibroids have a low 
incidence in the period of pre-puberty and puberty. These 

increase in size at reproductive age and regress during the 

menopause. Often these are asymptomatic, but their number, 

size and location can cause symptoms such as menorrhagia, 
dysmenorrhea, pelvic discomfort and pain.(2,3,4,5,6,7,8) 

Studies in the literature have shown that uterine 

fibroids have an increased incidence among African-American 

women.(9,10,11,12,13,14,15) 
A Weiss study that included 3302 Caucasian and 

African-American women between the ages of 42 and 52 shows 

an increased incidence of leiomyomas among African-American 

women. Also, from the same study, it was found that African 
American women present more frequently with symptoms 

associated with uterine leiomyomas than Caucasian 

women.(9,16) It is estimated that the incidence of leiomyomas is 
3-4 times higher among African-American women.(9,17) Also, 

another study in the literature shows an increased rate of 

ultrasound diagnosed leiomyomas among African-American 

women compared to white women.(18) 
Afro-American women are diagnosed with 

leiomyomas from an early age, which is associated with the 

early onset of symptomatology, most often having different 

responses to drug treatment in leiomyomas compared to white 

women.(19) African-American women have an increased rate of 
hospitalization due to complications from leiomyomas, as well 

as an increased prevalence of surgical treatment of this 

condition, represented by myomectomy and 

hysterectomy.(10,20,21) 
Although the increased prevalence of leiomyomas has 

been known for decades among African-American women, 

biological or genetic studies in the literature are poor. 

A study conducted in 2013 by Bird et al shows that the 
presence of leiomyomas is associated with low levels of vitamin 

D. In the same study, it was found that African American 

women had lower levels of vitamin D compared to white 

females.(22) One of the reasons why genetic studies related to 
the increased incidence of fibroids among African-American 

women are limited is that they have occurred in countries such 

as Japan and Finland where the African-American population is 

low. Another reason is that the African-American population is 
reluctant to enrol in these studies.(10) 

Depending on their location, uterine fibroids may be 

submucosal, intramural and subserous.  

The European Society for Gynaecological Endoscopy 
classifies leiomyomas in 3 degrees depending on the 

involvement of the myometer. Grade 0 - the fibroid is located 

entirely in the endometrial cavity; grade I - less than 50% is in 

the myometer; Grade II - more than 50% is in the myometer. 
Grade III  - 100% intramural with endometrial contact, Grade IV 

- 100% intramural, Grade V – sub serous and >50% intramural, 

Grade VI – sub serous and <50% intramural, Grade VII – sub 
serous pediculate.(1) There are more options in the treatment of 

uterine leiomyomas, some of them can be treated conservative 

or surgically depending of the symptoms and the women’s 

desire to preserve their reproductive or menstrual function. 
 Therapeutic options for uterine fibroids include 

uterine artery embolization, hysteroscopic resection, classical or 

laparoscopic myomectomy and hysterectomy.(1) Although 

laparoscopic myomectomy is a more laborious intervention and 
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perceived by many surgeons as difficult, it presents several 

advantages such as decreased hospitalization, decreased 
administration of pain therapy in the postoperative period, rapid 

socioeconomic reintegration, low postoperative morbidity. Also, 

some studies in the literature show that there is no difference in 

reproductive capacity after laparoscopic myomectomy or 
myomectomy performed by minilaparotomy.(1,23,24,25) 

Laparoscopic myomectomy is reserved for intramural 

and subserous fibroids. This is difficult to achieve on large 

uterus with multiple intramural leiomyomas that are difficult to 
identify as well as large leiomyomas that can be associated with 

increased operative time and increased bleeding. It is important 

to note that the laparoscopic myomectomy approach depends 

primarily on the surgeon’s experience.(3) Cases of uterine 
rupture after laparoscopic myomectomy have been reported in 

the literature. These data highlight the importance of proper 

restoration of the integrity of the uterine wall.(1,26,27,28) 

 

AIM 

The aim of this paper is to present the experience of 

the Obstetrics and Gynaecology Clinic of the Sibiu County 

Clinical Emergency Hospital in laparoscopic myomectomy. 
 

MATERIALS AND METHODS 

We evaluated the patients admitted to the Obstetrics 

and Gynaecology Clinic of the Emergency County Clinical 
Hospital in Sibiu who underwent a laparoscopic myomectomy 

between 1.01.2015 - 06.06.2019. Patient data were obtained 

from the database of the department and the medical records of 

patients. The names of the patients were obtained from the 
departmental database using the type of surgery they underwent 

as a selection criterion. Age was not a criterion in the selection 

of patients. 

For each patient medical records data considered 
were: age, symptoms, infertility history, GnRH antagonists and 

other hormone therapy before surgery, previous surgical 

interventions, intraoperative aspect of the leiomyomas, the size 

of the leiomyomas, modality of leiomyomas removal from the 
peritoneum, diagnosis, associated pathology, intraoperative 

complications, duration of hospitalization, the number of 

abdominal incisions used for laparoscopic approach. 

The intraoperative evaluation was performed by 
inspection and targeted the following aspects: the presence of 

other tumours of genital or pelvic origin, the presence of 

adhesions, the number of leiomyomas, their location and 

dimensions.  
 

RESULTS 

During the time considered in the study, 14 

laparoscopic myomectomies were performed in our clinic. 
Patients ranged in age from 29 to 57 years. The age distribution 

of the patients is illustrated in table no. 1.  

 

Table no. 1. Age distribution of patients 
Age 25-29 30-34 35-39 40-44 45-49 >50 

Nr. of 

cases 

3 3 3 2 2 1 

Primary or secondary infertility was the indication for 

3 cases. All 3 patients with infertility were evaluated 
laparoscopically for evaluation if the tube patency or for 

previously diagnosed hydro-salpinx. In the other 11 cases the 

symptoms for which the surgery was performed were pelvic 

pain and menorrhagia. Some of the patients have received 
treatment with GnRH agonists, progestins or ulipristal acetat, 

according to the surgeons’ experience, before surgery. One 

patient had a previous surgery - a caesarean section. The 

indication of the myomectomy it presented in figure no. 1.  

Figure no. 1. The indication for myomectomy 

 
At the time of surgery, the diagnosis of uterine leiomyoma 

was established. The patients operated for infertility had a sub 

serous leiomyoma, grade V – grade VII according to the 
European Society for Gynaecological Endoscopy, located at the 

bottom of the uterus with dimensions between 2 and 2,5 cm.  

From the remaining 11 patients who underwent 

surgery for symptomatic uterine fibroids, one patient had 2 
leiomyomas and another patient had 4 leiomyomas. Most 

patients had a single leiomyoma. The leiomyomas had 

dimensions between 0.5 cm and 8 cm. The number of fibroids is 

presented in figure no. 2  
 

Figure no. 2. Number of fibroids 

 
There were found different locations for the 

leiomyomas, 9 of the 14 patients had a subserous leiomyoma, 

and 5 had an intramural leiomyoma. In 7 of the 14 cases the 
leiomyomas were located at the level of the posterior uterine 

wall. In 4 cases the leiomyomas were located at the bottom of 

the uterus. In the other 3 cases the leiomyomas were located at 

the level of the anterior uterine wall. In two cases, adhesions 
were observed during the operation. One of the cases had a 

history of 2 births by Caesarean section. One of the patients 

besides the uterine leiomyoma also had an ovarian cyst with 

dimensions of approximately 6cm / 7 cm. Of the 14 cases, only 
4 presented leiomyomas with a diameter greater than 4 cm. In 

these cases the leiomyomas were extracted by a mini-

laparotomy incision with a length of about 4 cm. Of the 5 

patients who presented intramural leiomyoma, 3 had leiomyoma 
with a diameter over 4 cm. In these cases, the integrity of the 

uterine wall was restored by a mini-laparotomy incision and 

open suture. 

In all cases the laparoscopic approach was made 
through 3 incisions on the abdominal wall.  

The average length of hospitalization was 5 days. 

There were no complications during the surgery and 

immediately after the surgery. 

 

DISCUSSIONS 

Laparoscopic approach of uterine leiomyomas is a 

feasible therapeutic option where the local situation allows. 
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 Usually it is difficult to approach intra-mural myomas 

(Grade III and IV because they are not evident on the surface of 
the uterus. The only myomas easy to remove are those seen on 

the surface of the uterus. The difficult decision is to consider if 

there are real benefits for woman health and reproductive 

capacity by removing asymptomatic myomas, discovered during 
laparoscopy for other reasons (especially for infertility). The 

benefit for fertility is usually achieved only after removing 

myomas larger than 5-6 centimetres otherwise the benefit is 

reduced.  
The restoration of the integrity of the uterine wall after 

laparoscopic myomectomy is essential when the intervention is 

performed for patients who want to preserve fertility. 

Spontaneous or intrapartum uterine rupture has to be prevented 
by a solid, layer to layer suture to provide a good quality scar. It 

can be done laparoscopically or it can be done throw mini-

laparotomy incision in sight. This approach was chosen for all 

the patients willing to preserve fertility and to get a pregnancy in 
the future. This approach was chosen because of the cases 

presented in the literature have highlighted the possibility of 

uterine rupture in women who have obtained a pregnancy after 

laparoscopic suture of the uterus after myomectomy.(29,30,31) 
However, studies in the literature related to uterine rupture 

during pregnancy after myomectomy are contradictory. There 

have also been reported spontaneous uterine ruptures in the 

second trimester of pregnancy after classical myomectomy, not 
only after laparoscopic suture.(32) 

Regarding the prevalence of achieving a pregnancy 

after myomectomy, it is shown in the literature that there is no 

noticeable difference in the prevalence of pregnancies after 
laparoscopic myomectomy or classical myomectomy.(33) 

The size of the uterine myomas approached by 

laparoscopy is usually small because the most difficult part of 

the operation is to remove the myomas. The removal of the 
tissue can be done by a small, about 3-4 centimetres 

laparotomies or by different techniques of fragmentation of the 

myomas described in literature. Another option is peritoneal 

morcellation. It has to be done in an endobag, in order to prevent 
the spreading of the tumour cells in the peritoneum. At the 

beginning of the last decades a lot of rumour was recorded in the 

endoscopic surgery of the uterine myomas when peritoneal 

implants of mesenchymal malignant tumours were registered at 
short time after morcellation of uterine myomas, even if the 

histology of those tumours have been initially considered 

benign. In our days the myomas have to be removed either by 

mini – laparotomy or by morcellation in special designed 
endobags.(34,35) In our study the small myomas were removed 

by morcellation in endobag with laparoscopic suture and by 

mini-laparotomy for patients investigated for infertility with 

open suture for a good quality scar.   
Most laparoscopic myomectomies in our clinic have 

occurred in the last 3 years - 14 cases. The reason for an 

increase in laparoscopic myomectomy over the last 3 years is 

gaining experience in laparoscopic surgery, in laparoscopic 
sutures and achieving high power, bipolar morcellators in the 

recent years. 

 

CONCLUSIONS 

 Laparoscopy is a feasible, minimal invasive surgical 

procedure to remove uterine leiomyomas. 

In the last 3 years, there has been an increase in the 
number of laparoscopic myomectomies in our clinic, possible 

after improving of the surgical skills of the surgeons.  

Important issues in laparoscopic surgery of the uterine 

leiomyomas is removal of the residual tissue which has to be 
done in the spirit of preventing the spreading of eventually 

malignant cells in the peritoneal cavity and the suture of the 

remaining defect of the uterus in order to achieve a good quality 

scar for preventing uterine rupture during pregnancy. 
Laparoscopic myomectomy was not associated with 

complications during surgery or immediately after surgery 
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